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 Muckamore Abbey Hospital Inquiry 
Matters for Further Clarification 

 
Fifth statement of Mark McGuicken, Director of Disability and Older People, 

Department of Health 
Date: 9 October 2024 

___________________________________________________________________ 

Further to my written evidence to the Inquiry on 13 February 2023, 26 May 2023, 07 

July 2023, 12 April 2024 and my oral evidence given to the Inquiry on 03 April 2023 

and 19 April 2023. I, Mark McGuicken, make this statement in response to a request 

for the M10 module: Department of Health, for the purpose of the Muckamore Abbey 

Hospital (MAH) Inquiry to provide the Panel with additional information on a number 

of follow-up issues set out in the Inquiry’s letter of 18 September 2024 re MAH 
Inquiry: Department of Health (the Department).  
 

I note that the Inquiry have also written to the Strategic Planning and Performance 

Group (SPPG) asking that they address the same questions. As SPPG are now an 

integral part of the Department, this statement provides a response on behalf of both 

parties. 

 

I will number any exhibited documents, so my first document will be “Exhibit 1”  

 

Follow up questions 
 
1. At page 164 of Mark McGuicken’s statement (MAHI - STM – 228 - 164) there 

is a document titled “DOH Comments on DRAFT – Regional Contingency 
Plan Version 12 – Muckamore Abbey Hospital” which records DOH 
comments on the HSCB 2021 Draft Regional Contingency Plan. Does the 
Department have a version of this document in which the final column of 
the table is populated to include HSCB’s comments? If so, please provide 
this to the Inquiry by 26 September 2024.  
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1.1. DSO, on behalf of the Department, wrote to the Inquiry on 26th 

September 2024 to advise that neither the Department, nor its SPPG, hold a 

version of the Health and Social Care Board (HSCB) 2021 Draft Regional 

Contingency Plan document, as requested by the Inquiry, in which the final 

column of the table is populated to include comments from the HSCB. DSO 

further advised that further contextual information regarding this matter would 

be provided in this statement to the Inquiry.    

1.2. The Department would advise that its comments on the draft 

Contingency plan served to highlight the difficulty in devising contingency 

arrangements that were sufficiently robust in terms of ensuring patient safety 

and continuity of care.  

1.3. Martin Quinn, Interim Deputy Director, Social Care and Children, HSCB 

in his letter to Mark Lee, Director of Disability and Older People at the 

Department on 2nd July 2021 [MMcG/325](MAHI - STM - 228 – 160), which 

accompanied the plan, noted the limited contingency options available and 

advised that invoking the plan should be avoided if at all possible due to the 

potential impact to patients and the high risk of de-stabilising existing care. 

The letter also noted that stabilisation of the workforce and expedited 

resettlements would be beneficial.   

1.4. As referred to in my previous statement, I responded to this 

correspondence by writing to the HSCB on 19th October 2021 [MMcG/326] 

(MAHI - STM - 228 – 162) providing comments and requesting further work on 

the contingency plan. However, I can confirm that the Regional Contingency 

Plan was not progressed thereafter and I set out the rationale and subsequent 

actions taken below. 

1.5. Subsequent to my correspondence of 19 October 2021 [MMcG/326] 

(MAHI - STM - 228 – 162), a number of discussions took place in late 2021 

and early 2022 between the Department, HSCB, Belfast Health and Social 

Care Trust (BHSCT) and the Regulation and Quality Improvement Authority 

(RQIA) to allow for the consideration of further options. As an example of 
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these discussions, I include at Exhibit 1 the note of a meeting between the 

Department, HSCB, PHA and Trusts on 4 February 2022 to discuss pressures 

at MAH. Further records relating to this can be provided to the Inquiry on 

request.  There was consensus during discussions that the contingencies as 

set out in the plan were not sufficient in the event of MAH closure.  This was 

because the infrastructure that would have supported the movement of 

patients from Muckamore Abbey Hospital to other hospital or accommodation 

arrangements across the region was not in place.  Therefore, it became clear 

that action was required to shift the focus from contingency planning for a 

rapid and unexpected closure to ensuring that MAH could be sustained as an 

open facility, until such times as a planned closure was possible.  On this 

basis, a response from HSCB to my correspondence of 19 October was no 

longer required. 

1.6. Discussions culminated in the development of a proposal which, whilst 

acknowledging the ongoing work being taken forward by Ian Sutherland and 

Bria Mongan to review the resettlement programme in Northern Ireland, set 

out options to enable the creation of essential inpatient capacity whilst also 

progressing delayed resettlements of individuals from learning disability in-

patient facilities. [Exhibit 2]. 

1.7. A new model was proposed which allowed for the provision of support 

to enable MAH to continue as a functioning unit, whilst progressing efforts to 

expedite the resettlement of patients whose discharge from the hospital was 

delayed. 

1.8. BHSCT wrote to Sean Holland on 10 February 2022, in response to his 

correspondence of 13 January 2022 (Exhibits 3 and 4), and as part of this 

correspondence BHSCT acknowledged the new model and confirmed the 

Trust’s commitment to work with and within the new system to expedite the 

new model. BHSCT subsequently submitted a ‘resettlement proposal’ on 3rd 

May 2022 which set out a pathway for transition (Exhibit 5) 
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1.9. The report from the Independent Review of the Learning Disability 

Resettlement Programme (exhibited at MMcG/207 to my statement of 26 May 

2023 - MAHI - STM - 118 - 1100) taken forward by Bria Mongan and Ian 

Sutherland was published in September 2022 and made a number of 

recommendations intended to increase the pace of resettlement.  One 

recommendation was the establishment of a regional Oversight Board to 

oversee and performance manage the resettlement process.  

1.10. The Regional Learning Disability Resettlement Oversight Board was 

subsequently set up in October 2022 with a more senior Director level 

membership under an independent Chair, Dr Patricia Donnelly. This focus of 

the Oversight Board has driven forward resettlement and underpinned an 

approach to contingency that is premised on the full resettlement of patients 

and closure of Muckamore, rather than unplanned, short-term or emergency 

approaches that would likely have sub-optimal outcomes for patients and 

cause distress.  It has since met on a fortnightly basis since October 2022, 

with patient numbers reducing from 34 to 16 during this time. 

2(i) What is the current timeline for the completion of the action points that the 
MAH HSC Action plan envisages will be taken forward by the ‘Learning 
Disability Strategic Action Plan Task and Finish Group’?  
 

2.1. As I previously advised the Inquiry in my evidence statement of 13 

February 2023 (paras 4.12 [MAHI-STM-089-19] and 5.25 [MAHI-STM-089-

25), progress on delivery of the actions in the MAH HSC Action Plan is 

overseen by MDAG.  At its meeting of 26 October 2022 (the minutes of which 

I exhibited at MMcG/226 (MAHI - STM - 118 – 1452) to my statement of 26 

May 2023), MDAG agreed a revised thematic reporting format for the 

remaining open actions in the MAH HSC Action Plan.  This followed a review 

of these arrangements in the context of the recommendations of the 

Independent Review of the Learning Disability Resettlement Programme, and 

also the wider work being progressed by the Learning Disability Strategic 

Action Plan Task and Finish Group to develop a new governance structure for 

Learning Disability services regionally. 
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2.2. The Department established the Task and Finish Group to finalise a 

Learning Disability Service Model (LDSM) as part of a wider exercise to 

improve outcomes for children and adults with learning disabilities.  

Throughout 2023/24, there has been a significant review of evidence, data, 

and stakeholder feedback to inform the development of a service model for 

adults with a diagnosed learning disability who have been assessed as 

needing additional health and social care support.  

 

2.3. A draft service model has been developed in collaboration with Trusts, 

independent sector providers, people that use HSC services and their families 

and representatives.  The draft model sets out a regionally consistent 

framework to improve outcomes across several HSC areas, including: (i) 

Transitions; (ii) Health & Wellbeing; (iii) Day Services and Meaningful Activity; 

(iv) Support for Families and Carers; (v) Home and Independent Living; and 

(vi) Mental Health and Behaviours of Concern. 

 

2.4. The current draft model has the support of all HSC Trusts and has 

received positive feedback from providers and the families engaged.  The 

draft model will also be subject to a wider public consultation. 

 

2.5. Work is currently underway to produce an implementation plan in 

collaboration with key partners across the sector.  The remaining open actions 

in the MAH HSC Action Plan will be overseen by the new regional governance 

structure for LD services when this is established. 

 
2.6. In August 2024, a regional workshop was held to finalise the delivery 

plan and take decisions on inpatient services ahead of the closure of 

Muckamore Abbey Hospital.  In parallel to this work, officials are undertaking 

a financial review of learning disability services, which will form the basis for 

costings to implement the Learning Disability Service Model. 

 

2.7. In terms of next steps, the Department is undertaking pre-engagement 

on the service model and implementation plan, ahead of the wider 
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consultation which will happen in the coming months, subject to Ministerial 

endorsement of the proposals. 

 
2(ii) Can an update be provided for those action points, given the significance 
of this work for:  
a. successful resettlement of MAH patients; and  
b. ensuring that community placements for those with mental health issues 
and/or serious learning disabilities operate in their best interests?  
 

3.1. Exhibit 6 provides an update on all of the 14 action points which remain 

open on the MAH HSC Action Plan.  

2(iii) What have been the constraints that have prevented resettlement and the 
target dates for closing MAH?  

4.1. As I set out in my statement of 13 February 2023 (para 11.27 MAHI – 

STM – 089 – 51), in response to a recommendation in the Independent 

Review of the Learning Disability Resettlement Programme the Department 

established in 2022 a Regional Resettlement Oversight Board led by Dr 

Patricia Donnelly to expedite the resettlement of the remaining delayed 

discharge patients in MAH.  

 

4.2. The Oversight Board has an independent Chair in Dr Donnelly, and is 

made up of senior Department policy and professional colleagues, along with 

Trust Directors with responsibility for Learning Disability services.  The Board 

meets fortnightly, and the Chair reports directly to the Permanent Secretary on 

progress.  The update provided by the Board in September 2024 is included 

at Exhibit 7.  Updates on progress are also provided to the bi-monthly 

meetings of the Muckamore Departmental Assurance Group. 

 

4.3. The Inquiry will be aware the Department announced in June 2023 that 

the hospital would close with a target date set for June 2024, which was 

subject to the successful resettlement of the remaining in-patients. The Inquiry 

will further be aware that the Minister announced in June 2024 a short 
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extension to the closure date, as a number of patients have yet to be 

resettled. 

 

4.4. While significant progress has been made on resettling the remaining 

in-patients, with 20 patients successfully resettled since August 2022, the 

Oversight Board has encountered a number of constraints to completing the 

resettlement of the remaining patients.  The Board has reported ongoing 

challenges with independent providers in relation to sourcing suitable 

community accommodation and accessing the associated capital and revenue 

funding streams, and issues with staff recruitment and retention. Oversight 

Board members have engaged directly with providers to address staffing 

concerns and discussions have also been taken forward with funding partners 

in the Department for Communities and the NI Housing Executive to address 

capital and revenue issues.  In addition, a small number of patients continue 

to express their preference to remain in MAH, and the families of some 

patients also remain reluctant to engage with the resettlement process.  The 

Board has also been made aware of several instances where providers have 

encountered resistance in local communities to the location of proposed new 

community facilities, particularly in relation to the placement of patients with 

forensic histories. 

 

4.5. It is also important that each of the remaining patients is afforded the 

necessary time to enable them to successfully transition to their new homes.  

The resettlement process, particularly for those patients who have spent a 

considerable part of their lives in Muckamore, can be complex and any 

attempt to rush this work risks the breakdown of individual community 

placements.  The Resettlement Board is conscious that such breakdowns are 

a difficult and traumatic experience for patients and their families. 

 

4.6. More generally, the constraints encountered by the Resettlement Board 

in progressing resettlements broadly reflect those previously identified in 

earlier reports on the LD resettlement programme, such as the 2014 report 

commissioned by the NI Housing Executive, ‘The Hospital Resettlement 
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Programme in Northern Ireland after the Bamford Review’, and highlighted in 

the Independent Review report. The constraints we have encountered in 

Northern Ireland on progressing the timely resettlement of people with a 

learning disability from acute treatment settings are also broadly in line with 

those identified in England, Scotland and Wales. I include at Exhibit 8 a report 

from 2022 on the findings from a literature review on understanding delayed 

discharges for people with learning disabilities and/or autistic people in long 

stay hospitals in the UK. 

2(iv) What is the current position on the possible extension of the remit of the 
RQIA to align with the powers of the Care Quality Commission (CQC) in 
regulating and inspecting all hospital provision given the restoration of the NI 
Executive?  

5.1. The Department has carried out a fundamental review of the Health 

and Personal Social Services (Quality, Improvement and Regulation Order) 

(NI) Order 2003 and the existing HSC regulatory framework, and developed a 

new draft regulatory policy that includes the principles of regulation, along with 

the broad scope of services to be regulated and the proposal that the 

regulator should have wider powers of enforcement.  The Department will 

consider CQC powers alongside best practice and latest developments 

internationally in developing the regulatory framework. Some of the 

differences between RQIA and CQC are that CQC register its statutory 

hospital services and have the powers to impose monetary fines on the 

statutory services, whereas currently RQIA does not have such powers. To 

date there has not been a full comparison of CQC powers with RQIA.  

5.2. After restoration of the Assembly in January 2020, the then Minister 

approved on 2 July 2020 a public consultation on the findings of the review. 

However, the consultation did not proceed as the Department was required to 

re-prioritise resources as part of its response to the Covid-19 pandemic. 

5.3. The Department is currently operating within a constrained budget and 

is required to make decisions in relation to the work that can be delivered 
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within current resources.  In that context, work on the review of the 

Regulation of HSC services is currently paused to allow other priority projects 

to progress. 

5.4. The Department is also aware that a review currently underway into the 

operational effectiveness of the Care Quality Commission has identified 

significant internal failings which is hampering its’ ability to identify poor 

performance at hospitals, care homes and GP practices. 

5.5. This outstanding action will be given further consideration following the 

publication of the final report of the CQC Review. 

2(v) Why was the HSCB not provided with the power to impose sanctions as 
an intervention to address poor performance?  

6.1. The HSC Framework document which was exhibited at MMcG/31 

(MAHI - STM - 089 – 1145) of my statement of 13 February 2023 sets out the 

responsibilities of the HSCB. These include the potential use of sanctions on 

HSC Trusts both through its commissioning responsibilities (para 2.6, 

‘monitoring delivery to ensure that it meets established quality and safety 

standards’ ), and also through its responsibilities for performance 

management and service improvement (para 2.7 ‘promptly and effectively 

addressing poor performance through appropriate interventions, service 

development and, where necessary, the application of sanctions and 

identifying and promulgating best practice.’ ) 

6.2. The application of sanctions is underpinned by the statutory powers 

afforded to the HSCB through the Health and Social Care (Reform) Act (NI) 

2009 (the Act), specifically section 10 (1), ‘The Regional Board may give 

directions of a general or specific nature to an HSC trust as to the carrying out 

by that trust of any of its functions; and Schedule 1, para 2 (1), ‘Subject to any 

directions given by the Department, the Regional Board may do anything 

which appears to it to be necessary or expedient for the purpose of, or in 

MAHI - STM - 333 - 9



10 

connection with, the exercise of its functions.’  The relevant HSC Trust must 

comply with any direction given to it under subsection (1) and have regard to 

any guidance given to it under subsection (2) [Section 10(6)]. 

6.3. In their commissioning role, the former HSCB (now SPPG) was 

responsible for monitoring the safety and quality of services they 

commissioned on behalf of the population.  In relation to the functions of the 

HSCB which are now undertaken by SPPG relating specifically to the 

commissioning, performance and financial management of health and social 

care services, SPPG has in place arrangements for monitoring and improving 

the quality of health and social care services.  This takes the form of a range 

of interventions and approaches including regular performance and service 

improvement checkpoint meetings, and the use of external organisations to 

benchmark services and support improvement. 

6.4. The HSCB’s performance management responsibilities were 

discharged through oversight of the services they commissioned from 

providers for delivery against determined targets/ indicators – which in 

Northern Ireland were set by the Minister in the Annual Commissioning Plan 

Direction.   These services were contracted through the Service and Budget 

Agreement which the HSCB local and specialist commissioning teams agreed 

with Trusts on an annual basis.  

6.5. However, as I set out in my statement of 26 May 2023 (paras 3.1 -3.5 

MAHI - STM - 118 - 5), the review of commissioning in 2015 found that a full 

competitive commissioning process was too complex and transactional for an 

area as small as Northern Ireland and led to the decision to close the HSCB.  

While the Commissioning Plan Direction and the Commissioning plan were 

both stood down on the closure of HSCB, SPPG staff continue to undertake 

the same functions, albeit as an integral part of the Department.  This is 

intended to reduce bureaucracy given the removal of a layer of administration, 

most obviously seen in examples such as performance reporting and 

accountability lines now flowing directly between Trusts and the Department.  
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6.6. Similarly, the Department no longer prepares a formal direction to 

require the HSCB/SPPG to take a particular action in certain circumstances.  

This is because the HSCB no longer exists and its functions are transferred to 

the Department following closure.  Therefore, the functions sit within the 

Department and giving directions is no longer applicable.  

6.7. The Department established a Service Delivery Unit (SDU) in April 

2006 to take forward a programme of reform and modernisation across a 

wider range of healthcare activity, e.g. outpatients, diagnostics, A&E, 

fractures, and hospital discharges.  The remit of SDU included performance 

management of HSC services. 

6.8. The SDU was initially based within the then Department of Health, 

Social Services and Public Safety (now Department of Health).  In 2009 the 

SDU team and its work programme were absorbed into the Performance 

Management and Service Improvement Directorate (PMSID) in the HSCB 

when the regional organisation was established.  

6.9. The role of PMSID was to performance manage HSC Trusts that 

directly provide services to the population of Northern Ireland to ensure that 

these services achieved optimal quality and value for money in line with 

relevant government standards/targets as set out in, for example, the 

Minister’s annual Commissioning Plan Direction (CPD) and associated 

Indicators of Performance document, in line with section 8(2)(a) and 8(2)(b)(i) 

of the Act.  

6.10. In line with section 8(3) of the Act, the HSCB was required to prepare 

and publish a commissioning plan each financial year after consultation with 

the Public Health Agency detailing how services commissioned would deliver 

on the Minister’s priorities and objectives.  PMSID also provided a service 

improvement role across scheduled and unscheduled care.  Targeted service 

improvement actions were, and continue to be, a response to a material 

service pressure. 
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6.11. The annual Commissioning Plan Direction (CPD) and associated 

Indicators of Performance document set out the Minister's overarching 

strategic priorities.  The standards and targets substantially focused on the 

service grouping level.  The CPD sets specific standards and targets for 

health and social care for the relevant year.  The HSCB held Trusts to account 

for commissioned services including the assessment of the delivery of 

services.  

6.12. In discharging its performance management role, the HSCB regularly 

reviewed management information reports and updates to enable 

performance to be scrutinised and challenged where necessary.  

6.13. The HSCB Director of Performance and Director of Commissioning met 

regularly (at least quarterly) with HSC Trusts at director-to-director level to 

monitor performance across a range of target areas including the resettlement 

of mental health and learning disability patients.  This included monitoring the 

delivery of commissioned volumes of core activity at specialty level with an 

assessment of performance against SBA provided by the local commissioning 

teams.  

6.14. Where monitoring identified a concern about a Trust’s performance or 

highlighted a serious risk to achievement of targets, a range of escalation 

measures were available.  The performance of learning disability services as 

an integral component of the range of HSC services would have been 

included in this.  These included requiring detailed recovery plans, more 

intense monitoring, and/or more frequent review meetings with Trust Chief 

Executives and their senior teams until performance improved. 

6.15. Where concerns remained, they were escalated through the 

Department of Health accountability process (mid-year and end of year 

ground clearing and accountability meetings). 

6.16. The Department published targets for the delivery of services within the 

Commissioning Plan Direction.  In response to this, the PMSID team 

MAHI - STM - 333 - 12



13 

developed a monitoring report demonstrating Trust performance against set 

targets and held Trusts to account through regular monitoring performance 

meetings.  

6.17. Following the creation of the SPPG in 2022, PMSID was renamed the 

Performance, Safety and Service Improvement Directorate (PSSID) and is 

part of the SPPG. 

6.18. Following the decision to close the HSCB, a review of the HSC 

performance management arrangements was undertaken and a new HSC 

Performance Management Framework was developed to strengthen the HSC 

systems for planning and performance, service improvement, quality and 

safety and resource management.  The Framework was introduced during 

2017/18 and I include a copy at Exhibit 9.  The Framework made explicit that 

primary performance function was the responsibility of HSC Trusts and that 

the regional forum for holding providers to account for performance was via 

the Department’s existing accountability review meetings.  HSCB 

Performance reports were incorporated into the Department’s Ground 

Clearing meetings as part of these accountability arrangements.  The 

Framework also introduced Performance Improvement Trajectories in 

recognition of the requirement to have deliverable targets.  Where Trusts 

deviated from agreed Performance Improvement Trajectories, they were 

required to describe actions being taken to address and HSCB would agree a 

revised level and pace of improvement.  Should there have been a failure to 

meet the revised trajectory, the HSCB would escalate the deviation to the bi-

annual accountability meetings between the DoH Permanent Secretary and 

Trust Chair and Chief Executive.   

2(vi) Is the Department now aware that there is no record of HSCB raising 
issues about service provision at MAH to BHSCT or the Department?  
a. If so, has the Department carried out any investigation as to why issues
were not raised?
b. Having regard to the fact that that HSCB was meant to have an oversight
role in respect of service provision by the Trust, can the Department comment
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on whether such reporting ought to have occurred and provide an explanation 
as to why it did not?  
c. Does the lack of reporting demonstrate that HSCB was not carrying out its
oversight role effectively?
d. If it was not carrying out its oversight role effectively, was that because
HSCB structures/governance arrangements were ineffectual/ insufficient?

7.1            The Department has noted paragraph 9.1 of the addendum statement 

made by Brendan Whittle on 3 November 2023 (MAHI - STM - 184 - 11), which 

states that the HSCB has no record of raising issues about service provision at 

MAH to the Belfast Trust or the Department, outside of the established 

performance management and Delegated Statutory Functions reporting 

arrangements. Issues relating to service provision at MAH were raised on 

occasion in the HSCB’s overview report to the Departments, for example the 

2016-17 Report notes on page 34, para 2.2.2, an increasing number of 

inappropriate re-admissions to Muckamore, linked to behaviour challenges as 

opposed to an identified treatment requirement, and on page 31, para 1.2, also 

difficulties in securing suitable accommodation to meet the needs of people with 

mental health issues or learning disability who have challenging behaviours, long 

term care needs and/or forensic histories. I include a copy of this report at Exhibit 

10. After the allegations of abuse at MAH emerged in 2017, the Department

engaged regularly with both the Belfast Trust and the HSCB on issues relating to

service provision at MAH.

7.2        I set out the accountability arrangements for the HSC system in my 

statement of 13 February 2023, at paras 2.9 – 2.33 (MAHI - STM - 089 – 4), 

15.1 – 15.6 (MAHI - STM - 089 – 66) and 15.8 – 15.13 (MAHI - STM - 089 – 

67). The arrangements for Delegated Statutory Function reporting are detailed 

at paras 15.14 – 15.18 (MAHI - STM - 089 – 69).  

7.3        Issues relating to the provision of HSC services should be addressed 

primarily through these established accountability arrangements, and I have 

exhibited examples of accountability meetings between the Department, the 
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HSCB and the Belfast Trust where issues relating to learning disability or 

MAH were discussed at MMcG/293 – 299 (MAHI - STM - 118 – 3223 to MAHI 

- STM - 118 – 3304). However, where a Trust identifies serious or significant

concerns about any aspect of its service provision, these should in the first

instance be escalated internally within the organisation through its governance

structures to the Trust Board. If the Trust Board considers the concerns are of

sufficient gravity or urgency to require these to be addressed outside of the

established accountability processes, these concerns should in the first

instance be escalated by the Chief Executive or Chair of the Trust to the

HSCB and/or the Department to consider the appropriate interventions.

7.4       The Independent Review of Leadership and Governance at MAH, 

which reported in August 2020, concluded that while the Belfast Trust had 

appropriate governance structures in place – with the potential to alert the 

Executive Team and the Trust Board to risks pertaining to safe and effective 

care – these systems were not implemented effectively and senior staff did 

not use their discretion to escalate matters (para 14). I include a copy of the 

report of the Review at Exhibit 11. 

7.5           Following publication of the Report, the then Minister announced his 

intention to establish an Inquiry into MAH, and he subsequently announced in 

September 2020 that this would take the form of a full Public Inquiry. 

7.6           In relation to (a), the Department has not carried out any investigation 

into the roles played by the relevant commissioning, supervisory and 

regulatory agencies in identifying failures in the treatment of patients at MAH 

as the Inquiry is the body mandated by the Minister to carry out this role. 

7.7       In relation to (b) and (c), whilst it might be considered  that the HSCB 

did fulfil its role and responsibilities as defined in the HSC Framework 

document in relation to commissioning, performance management and 

service improvement (as evidenced by for example, the minutes of 

accountability meetings I refer to in para 7.3 above, minutes of performance 

meetings, performance reports etc, copies of which can be provided to the 
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Inquiry on request), it will be a matter for the Inquiry whether other 

opportunities existed for the HSCB to raise issues with the Department 

outside of these processes, and in general the effectiveness of the 

performance of the HSCB, and for that matter the Department itself.  

7.8        In relation to (d), while the Department has no specific evidence to 

suggest the HSCB was not carrying out its oversight role in respect of MAH 

effectively, I set out in my statement of 26 May 2023 (paras 3.1 – 3.5 MAHI - 

STM - 118 - 5) that Sir Liam Donaldson’s review of HSC governance 

arrangements in 2015 had found the system to be complex, overly 

bureaucratic and lacking in clarity of accountability and decision-making. The 

then Minister Simon Hamilton MLA set out proposals to reform the 

administration arrangements for the HSC, including the closure of the HSCB. 

The closure of the HSCB was subsequently confirmed in 2016 by then 

Minister Michelle O’Neill MLA as part of a wider transformation agenda, 

reducing bureaucracy to make decision making more streamlined and 

planning and managing services to promote collaboration, integration and 

improvement in service delivery. 

7.9           Since 1 April 2022, SPPG within the Department has undertaken the 

former functions of the HSCB as prescribed in the Health and Social Care Act 

(NI) 2022. 

Declaration of Truth 

8.1           The contents of this witness statement are true to the best of my 

knowledge and belief. I have produced all the documents which I have access 

to and which I believe are necessary to address the matters on which the 

Inquiry Panel has requested me to give evidence. 

Signed: 

Date: 09/10/24 
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List of Exhibits – Mark McGuicken (M10: Department of Health) 

Exhibit 1: Note of meeting between DoH, HSCB, PHA and Trusts on 4 February             

2022 to discuss pressures at MAH 

Exhibit 2: MAH Draft proposal to create much needed inpatient capacity whilst also 

progressing overdue resettlement- January 2022 

Exhibit 3: Letter from Sean Holland to Cathy Jack re Concerns over safety and 

stability at MAH – 13 Jan 2022 

Exhibit 4: Cathy Jack response to Sean Holland re Concerns over safety and stability 

at MAH – 10 Feb 2022 

Exhibit 5: BHSCT Transition Pathway Document for Patients in MAH – submitted to 

DoH on 3 May 2022  

Exhibit 6: MSH HSC Action Plan – update on remaining 14 open actions 

Exhibit 7: Learning Disability Resettlement Oversight Board Update Summary – 

September 2024 

Exhibit 8: Why are we stuck in hospital - Understanding delayed hospital discharges 
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Meeting to discuss pressures in Muckamore Abbey Hospital – 
4th February 2022 via Zoom 

Present      Apologies 

Brendan Whittle, Director HSCB (Chair)          Mark McGuicken DoH 
Maire Redmond, DoH 
Margaret O’Kane, Director SEHSCT 
Siobhan Rogan, DoH 
Lorna Conn, Programme Manager MH/LD HSCB 
Rodney Morton, Director PHA 
Moira Kearney, Interim Director BHSCT 
Catherine Cassidy, Deputy Director HSCB 

Purpose of meeting 

• DoH and HSCB have requested this meeting to have an urgent conversation about
ongoing concerns relating to the increasing fragility of the services on the MAH site
and to consider how we can collectively look at potential ways forward which will
assist all Trusts

• To Provide an overview from DoH about the increasing concerns identified by the
DoH Muckamore Abbey Review Team and Professional colleagues in DoH

• To provide an overview of planned placements to expedite discharge of those
identified as no longer needing hospital treatment.

• Identify actions that can be taken

Context 

 Staffing in MAH has been deteriorating, particularly over Christmas period when
Agency staff did not turn up for shifts.

 Currently 80 staff suspended due to allegations of abuse in MAH under investigation.
 Issues with a recent admission which was delayed due to staff shortages
 Staff from other facilities within BHSCT and some staff from other Trusts have been

supporting MAH, offering additional hours but not full time deployment.
 Three senior staff leaving due to maternity leave, other staff have got promotions

elsewhere.
 Concerns that MAH will need to close, if this is the case what are the options?
 Lorna Conn shared a table with current position in relation to all service users

resettlement plans, see attached.
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Discussion about different options 

• Could part of the hospital be de-registered/de-regulated to provide a social care 
model? 

• Could part of the hospital be repurposed to accommodate the 5/6 people who are 
going to remain on the site? 

• Can business cases be expedited more quickly? 
• Would Parkanor be an option for any of the service users to transition to? 
• Could Knockbracken be an option for some of the service users? 
• This requires a whole system approach 
• SHSCT, one service user with a plan to move to accommodation in SHSCT, 

accommodation has been rented for more than 3 years. Service User believes that 
the Health Minister promised he could stay in MAH, this needs to be explored and 
decisions made. 

Actions Agreed 

1. Would it be possible to deregulate part of MAH, Maire will have a discussion with 
RQIA about this and an urgent meeting to be convened involving DoH, RQIA and 
HSCB early next week. 

2. Petra Corr and Margaret O’Kane to explore staffing compliment required for Mallusk 
to become operational. 

3. Urgent meeting for Directors from BHSCT, NHSCT and SEHSCT to reflect on situations 
and to come back with urgent proposals to expedite discharges.  Directors to 
consider any blocks and barriers and any requested support from DoH or HSCB to 
expedite plans. 

4. Identify Service Users who could move to a step down facility – what support would 
they require, skill mix of staff 

5. Options for forensic service users need to be explored. 
6. Maire will email update from initial discussions with RQIA. 
7. BHSCT need to review position with the Minnowburn site. 
8. LD Leadership board in two weeks’ time will have MAH as a single item agenda. 

 

Catherine Cassidy 

5th February 2022 
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 Muckamore Abbey Review Team 

Proposal to create much needed inpatient capacity whilst also progressing 
overdue resettlements of individuals who are delayed in their discharge from 

learning disability in-patient facilities. 

Prepared by: MART based on input from Siobhan Rogan, Ian McMaster and Aine 
Morrison 

Background 

1. As you are aware, over the past number of months, policy and professional

colleagues have been engaging with the Belfast Trust and HSCB to address a

number of ongoing concerns we have in relation to the stability and overall

governance of Muckamore Abbey Hospital (MAH).    During this period, a number

of emergency admissions to Muckamore have been sought but, due to the

ongoing number of delayed discharges from the hospital and the precarious

staffing position at Muckamore admission has not always been possible.  As a

result, individuals with a learning disability cannot access inpatient care as per

their assessed needs.

2. In addition, 48 individuals are delayed in their discharge from learning disability

inpatient facilities within Northern Ireland; 39 of these patients in Muckamore

Abbey Hospital.  As a result, individuals with a learning disability are potentially

experiencing unnecessary restrictions on their Human Rights due to the

unacceptable delays in their discharge from hospital facilities.  Sadly we now know

that some of these patients experienced abuse in Muckamore Abbey Hospital

therefore these individuals are having to remain in an environment in which they

were abused for longer than is necessary or appropriate.  This is an unacceptable

situation. Efforts to resettle these individuals who are delayed in their discharge is

managed regionally by the Health and Social Care Board (HSCB) through the

Regional Learning Disability Operational Delivery Group (RLDODG) which meets

monthly. Updates are provided to the bi-monthly MDAG meetings.
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3. Due to the long delays in resettling the delayed discharge patients from 

Muckamore (and other LD facilities), the HSCB, with the support of the 

Department  have appointed two independent reviewers to take forward a review 

of barriers to resettlement and also to examine current resettlement plans to see 

if they can be expedited.  The final report from the review team is expected in 

March 2022.  

 

4. Discussion at a meeting between policy and professional colleagues from the 

Department and the Belfast Trust on 13 January highlighted that the hospital is 

now in a position of crisis. This has been caused by a number of factors i.e. recent 

difficulties with emergency admissions, current and anticipated future staffing 

levels at Muckamore and the ongoing impact from delayed discharges at 

Muckamore on the effective operation of a functioning Assessment and Treatment 

Unit (ATU) at the hospital. It is now clear that Muckamore Abbey Hospital is close 

to breaking point and action to support the hospital needs to be taken as a matter 

of urgency.  This also means that as a region, while former and existing staff from 

the hospital move to alternative roles and potential staff choose alternative career 

pathways, we are at risk of losing our specialist inpatient clinical expertise. 

 

5. Despite all the efforts made to date to stabilise the workforce and address the 

delays in discharge, it is clear that a different approach is required. 

 

Potential Options 
6. In the absence of an agreed workable regional contingency plan, and in 

recognition of the potential emerging crisis, professional colleagues have taken 

the unusual steps of identifying a number of potential options as a proposed 

response to provide short/medium term solutions to the unfolding situation; these 

will need to be explored further with those responsible for implementation. It is 

important that unintended consequences or the potential for resistance by staff 

and families/carers is not underestimated.  It should also be recognised that this 

is far from ideal or best practice but instead potential options that could be 

considered in the absence of any other realistic contingency plan.  
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Free up in-patient capacity 

7. The overarching principle is that all care must be safe; individualised; meet 

assessed needs; and be evidence based. Professional consideration is that two 

overarching actions are needed with the aim of creating much needed inpatient 

capacity whilst also progressing overdue resettlement:  

 

I. The restructure of existing site and service provision in order to create two 

onsite facilities; both with very different purposes and functions: 

(a) inpatient; – clinically led; place of detention under the Mental Health Order; 

(b) a step-down/rehabilitation facility; social care staff with clinical care 

delivered on an outpatient basis (this will require resource); and 

 

II. The creation of a regional multidisciplinary team to take forward resettlement.  

The purpose of the team will be to focus exclusively on progressing 

resettlement of patients delayed in their discharge from hospital i.e. members 

of this team have no other responsibilities. 

 
Stepdown/rehab facility 

8. This entails the repurposing of a current unit within Muckamore.  There will be a 

need to identify suitable patients, have a specified clear purpose and a revised 

multidisciplinary staffing complement. The model of care should be 

community/social care drawing in community services from the appropriate Trust 

i.e. Northern HSCT.  There will be individuals with continuing clinical needs upon 

discharge from hospital care in to this facility. This clinical care should be made 

available on an outpatient basis, with the individuals discharged from inpatient 

services. 

 

9. This restructuring of the existing site and service provision would allow inpatient 

assessment and treatment services to be available across the region.  It also has 

the potential to retain staff currently working in the hospital who wish to work in 

clinical roles or at a minimum allow the best use of a very limited specialist 

workforce.  This would also allow us to reach out to the wider staff pool to support 

individuals on a day to day basis in the newly created stepdown/rehab facility. 
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10. This proposal is not ideal or best practice but has been developed in the absence 

of workable contingencies to keep individuals in the hospital safe.  Please note, 

this is not an alternative to resettlement – resettlement will run in parallel, however 

it is running at such a pace that means it is unlikely to achieve the aim of a 

functioning ATU that can accept admissions in the required timescales. 

 

11. A further potential option would be to examine the possibility of relaxing the 

requirements for the prescribed nursing staff/healthcare assistants ratio within the 

hospital and bring in more social care staff in a mixed model within the existing set 

up.  This would be outside any existing provisions, but given the current situation, 

it may be worth examining this idea with the regulator and/or what could be done 

through legislation to see if anything may be possible. 

 

12. A complicating factor in taking forward either of these approaches is the lack of a 

readily available pool of social care staff to address the staffing issues as it is 

proving difficult to recruit sufficient numbers of social care staff across the region.  

A potential solution may be to target social care residential/supporting 

living/daycare staff in learning disability services, many of whom are very skilled 

and experienced, for any interest in additional shifts.  Offering individuals the 

opportunity to work additional shifts reduces the risk of destabilising this sector. 

 

13. In addition, the responses to the social work appeal should be examined to 

determine if there is the potential to attract individuals from this group.  This would 

potentially give a wider pool of staff to choose from should the need arise for HSC 

staff in other services to be directed to work in Muckamore Abbey Hospital. 

 

Multi-disciplinary resettlement team 

14. The remit of this multidisciplinary team would be to take forward resettlement 

outlined at (II) in paragraph 7. This team must be based on the ground developing 

specific placements and supports with community providers and looking across all 

Trusts for potential options that can be realised in the short term.  The waters in 

this respect are already very muddy so this will require further thought. This team 
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would take forward the actions emanating from the work currently being carried 

out by Bria Mongan and Ian Sutherland.  

 

15. However, there is also a concern that the amount of effort needed to recruit, 

establish and give the necessary authority to this team may not produce the 

desired response, and these efforts may be better concentrated on making sure 

the HSCB are effectively driving this process and ensuring/insisting on regional 

collaboration and action as appropriate.   

 

Immediate issues to be resolved 

16. In considering these potential options are a number of issues to be resolved/must 

be considered immediately: 

- Is this contrary to policy direction (Bamford)? 

- Who will operate this, do we need to move all/part/any of it to different 

HSCT as part or restructure? 

- Will current Regulations allow us to do this and if not what can we do? 

- Impact of turning down services and risk that it could result in breakdown 

and increased demand for inpatient care. 

- Exhaustion of families and carers due to reduction in access to social 

care services throughout the pandemic – any reduction in day-care or 

short breaks capacity could have a detrimental impact on individuals and 

their families and further destabilise already fragile situations. 

- Department may be criticised for creating institutional type care however 

these individuals are already living in an institution. 

 

Onsite Provision 
17. The options outlined in paras 6 - 13 would also be additional to the proposed onsite 

resettlement provision for those small number of patients that consider 

Muckamore their home and do not wish to move from the site.  Recent meetings 

have demonstrated a drive to accelerate provision of the onsite proposal although 

this will likely take some time to achieve therefore this work could continue but the 

individuals for who this provision is required could still benefit from a period in step 

down/rehab.   
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18. Four to six individuals are currently being considered for this facility.  Although we 

are not aware of the assessed needs and personal circumstances of these 

individuals, it is worth asking the Trust if the needs of any of these patients are 

such that they could be safely cared for in an existing community facility and 

therefore more rapidly placed there even if only for a temporary period.  This would 

recognise their desire to remain in Muckamore and could potentially free up staff 

for a period to deal with other pressures.  This may be not be an acceptable option 

due to the needs of the individuals and also due to family views.  

 

Meeting to discuss feasibility 
19. In order to consider the feasibility and/or acceptability of any of the options brought 

forward, an urgent meeting is sought with you to discuss further with professional 

and policy colleagues and potentially agree a course of action to be followed.    

 

Wider Engagement 

20. If content to proceed following discussion, engagement with the Belfast Trust, 

HSCB and RQIA will be taken forward by the Department through a number of 

short focussed meetings to outline the proposed approach and work through the 

immediate issues identified. 

 

21. Views of patients/families and carers will also be sought in conjunction with the 

outcomes of the Departmental led meetings in order to help inform views and 

understanding of what is possible at each stage.  

 

Timescales 
22. If content to pursue any of these proposed options, it is envisaged that an 

engagement process with the Belfast Trust, HSCB, RQIA will begin within the 

coming days.  If appropriate engagement with families / carers will also be taken 

forward. 

 

Muckamore Abbey Review Team 
19 January 2021 
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From the Deputy Secretary, Social Services Policy Group/ 
Chief Social Work Officer 
Seán Holland 

Cathy Jack 
Chief Executive Belfast HSC Trust 

 

Castle Buildings 
Stormont Estate 
Belfast 
Northern Ireland 
BT4 3SQ 

Tel:         028 9052 0561 

Email:   

Our Ref:  SH535 

Date:   13 January 2022 

Dear Cathy 

Concerns over Safety and Stability at Muckamore Abbey Hospital 

As agreed at our 14 December 2021 meeting I am now writing to you to articulate in 
more detail the concerns we discussed.  I want to re-iterate that we recognise the 
Belfast Trust does not work in isolation and that there are regional aspects to 
managing the learning disability service.  We will meet separately with the HSCB to 
agree how we can move to a more regional approach with a number of the issues 
discussed, for example resettlement, regional contingency and admission of in-
patients in acute need of an LD bed.  This letter therefore focuses solely on the MAH 
specific issues.   

We all recognise that this is a very difficult situation and that there are limits to what 
can be done.  We do want however, to focus on the issues that we consider could be 
resolved if a fresh approach was taken.  

Resettlement 
I am concerned with the pace of work being taken forward by Belfast Trust.  You will 
be aware that I wrote to the Trust in September 2020 seeking options for an on-site 
resettlement facility to be brought forward.  The pace of progress for this is not 
acceptable and, at a recent meeting with staff to discuss there appeared to be a lack 
of awareness as to what the expectation was.  Mark McGuicken and his team will meet 
separately with the Belfast Trust to assist in providing clarity.   

I do agree that resettlement needs to considered collaboratively by the HSCB and all 
Trusts and, as outlined we will meet with the HSCB to discuss this in light of the current 
work being undertaken by Bria Mongan and Ian Sutherland.  Their work has however 
identified a lack of progress with three schemes being led by Belfast Trust; the forensic 
in-patient facility which has no identified site as yet; the MAH on-site proposal and the 
Minnowburn development.  The pace of this work needs to pick up quite significantly 
and needs to be seen as a priority by the Trust.  
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Staffing 
We share your concerns over the safety and stability of Muckamore; primarily due to 
the number of substantive staff on suspension, the high percentage of agency staff in 
the hospital and the number of staff who are working under enhanced protection 
arrangements.  Given that historic CCTV footage continues to be viewed, it is also 
likely that there will be further suspensions and, we have recently seen the 1st tranche 
of individuals charged in connection with the abuse in Muckamore appear before the 
Court on 21 December; this is likely to cause increased anxiety amongst the current 
staff at the hospital. 
 
In addition, given the increasing prevalence of Covid-19 in the community due to 
Omicron it is likely that the number of staff absent due to contracting Covid-19 or 
having to isolate as a result of being a close contact of someone with Covid-19 will 
increase over the coming period.  This will inevitably place further pressures on the 
staffing position at the hospital particularly as now that there is an active Covid 
outbreak among staff and patients at the hospital. 
 
It was good to hear the steps you’re taking to recruit further staff into the teams and to 
develop a new model of care; we now need to see these steps translated into viable 
outcomes 
 
It is also critical that the Trust has a robust contingency plan in place that can be 
enacted immediately should the hospital no longer be able to sustain safe staffing 
levels.  Again, I recognise that this will require a collaborative approach across all 
Trusts but individual Trusts must have their own workable arrangements in place also. 
 
Management Structure 
As discussed at our 14th December meeting the report of the Review of Leadership & 
Governance at Muckamore Abbey Hospital in July 2020 highlighted that “The frequent 
changes in Trust management structures did not provide stability for those trying to 
provide learning disability services.  Staff at MAH were at times unclear about who the 
Directors were with responsibility for the service” and recommended that “the Trust 
considers sustaining these arrangements pending the wider Departmental review of 
MAH services”.  In the intervening period it is concerning to note that there have been 
a number of changes to the management arrangements at the hospital; in particular 
to the Director role with responsibility for the hospital, the Assistant Director role and 
to the Divisional Nurse lead.  It is particularly concerning that there has not been a 
substantive appointment to the key role of Director.  I understand that individuals may 
not want to work for a sustained period at Muckamore but this turn over has led to a 
loss of continuity in expertise and understanding of the issues at the hospital.  
 
Whilst fully appreciating that this issue is the sole responsibility of the Trust to manage, 
I am sure that you will agree that a consistent management structure is vital for the 
stability of the hospital.  A stable management structure will not only help to provide 
steady and consistent leadership, but also consistent oversight of care and services 
on site to both the staff and patients. 
 
We have discussed the importance of strong clinical leadership at the hospital and you 
have committed to considering bringing in expertise at a senior level to work alongside 
the corporate leadership function.  I look forward to hearing of any appointment made.  
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Safeguarding 
The Department has had significant concerns about a range of safeguarding concerns 
for quite some considerable time. 
 
Previously, the Department has had to probe repeatedly to get the details of the 
protection arrangements in place for staff about whom there were as yet un-
investigated concerns about their practice arising from CCTV viewing.  When the 
Department did get this information, we believed that the protection arrangements 
were insufficient and had to ask again repeatedly for action related to this.  While the 
issue is now resolved, the delay was concerning as was the failure to identify that there 
was a concern. 
 
We have also had longstanding concerns about the implementation of the correct 
safeguarding processes.  While progress is now being made on these issues, it is, 
again, of concern that this issue had to be addressed. 
 
Further concerns about the number and nature of more recent safeguarding referrals 
have also been raised by the Department.  The Department was particularly 
concerned about the number of those referrals which alleged inappropriate staff 
behaviour coming through to the Department as Early Alerts.  These concerns were 
compounded by delays in responses to Departmental queries.  Meetings and 
discussions about this issue did not provide the assurance required and as such the 
Department commissioned an independent external audit of adult safeguarding in 
Muckamore Abbey Hospital.   
 
Interim findings from this audit were shared with the Trust in early August with a 
request to undertake three immediate priority actions.  The Department sought 
responses on these priority actions on a number of occasions and, it is clear from the 
final response received in late November that two of the immediate actions requested 
have not yet been completed and further feedback is awaited in relation to the third.  
In addition, The Trust has not provided an update outlining any actions taken to 
address the remaining recommendations in the final Adult Safeguarding audit report 
shared in September. 
 
An action plan with timescales and assigned responsibilities is now required from the 
Trust to address all the findings arising from the external audit of adult safeguarding 
in the hospital.  
 
We are also concerned that the Department is continuing to receive Early Alerts about 
current practice in the hospital.  For example, a recent Early Alert (EA 477/21) outlined 
alleged abuse by a staff member in the hospital and, from the detail included there 
appears to have been both a delay and an inappropriate response to this incident. 
 
In addition, at a safeguarding governance group meeting on 12.01.22, we were 
informed that the Trust had concerns about the response of other Trusts to being 
informed of issues about their staff members arising from the MAH investigation. 
However, it emerged that the full extent of the concerns about these members of staff 
may not have been shared with the other Trusts.  While a plan was agreed at the 
meeting to remedy this, it is of concern that this issue had not been addressed before 
now.  
 
The meeting was also informed that medical services in the Trust had not, as yet, 
confirmed that protection plans relating to a number of medical staff had been 
actioned.  Again, the Department is concerned about delay.  
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Information Flows 
Whilst I understand that the Trust is under continued pressure with efforts to maintain 
the stability of Muckamore, there are continued issues with the information flows 
coming to the Department from the Trust.  This has been a particularly significant issue 
in the case of a recent Judicial Review (JR152) which was before the Courts in June 
and October.  The Department struggled to get information from the Trust to allow a 
report to be developed for presentation to the Court.  In addition, the Trust did not meet 
the deadlines set by the Courts and the requested report was laid three days late.  The 
Trust’s report to the Court also contained significant information relating to the 
Applicant which had not been supplied to the Department, despite frequent requests 
for detailed updates on the case.  These delays and failure to provide information is 
impacting on the Department’s ability to fulfil a responsibility placed on it by the Court 
to provide the Applicant’s mother with a timeline for the development of a suitable 
facility for resettlement. 
 
Issues have also been raised by colleagues around delays in the reporting of a number 
of Early Alerts, perceived delays in appropriate timely action by the Trust or the lack 
of sufficient detail contained within the Early Alert notice to allow conclusions to be 
formed.  
 
We have no desire to place an additional bureaucratic burden on the Trust but it is 
important that robust systems are put in place to ensure that the Trust is more 
responsive to requests for information and updates from the Department, particularly 
in time sensitive cases such as Judicial Reviews, or where there is a concern over the 
safety of patient care.  
 
 

I am now asking you to consider each of the areas outlined within this letter and to 
provide a response by 10 February 2022.  We are happy to work with you to provide 
any advice or support that you need.  Should you require further information or 
clarification in relation to any of the asks set out in this letter, please contact Máire 
Redmond at  or on 02890 520675 in the first 
instance. 
 
 
Yours sincerely 

 
SEAN HOLLAND 
Chief Social Work Officer/Deputy Secretary 
 
 
cc: Richard Pengelly DOH 

Linda Kelly DOH 
Mark McGuicken DOH 
Sharon Gallagher HSCB 
Brendan Whittle DOH 
Moira Kearney BHSCT 
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Transition Pathway Document for Patients in MAH 

April 2022  

Patient Pathway 

Every patient identified to live on the newly designated residential site, will have an 

updated assessment of need to ensure their needs will be met in a social care setting. 

The assessments will be multi-disciplinary and where appropriate, multi-agency. The 

key information will ensure a robust support framework is in place that will transition 

the individual from a hospital environment into a social care model with minimal 

disruption to the person.  The assessments will include input from a range of 

professionals including,  

• Medical

• Nursing

• Social Work

• Psychology, including behaviour services.

• Occupational Therapy

• Speech & Language Therapy

• Physiotherapy

The analysis arising from the assessments identifies the level of care and support that 

is required to meet the individual’s needs. Other supporting documents will include: 

• Care Plan

• Positive Behaviour Support Plan

• Essential Lifestyle Plan/What Matters to Me

• Risk assessment including PQC

• Best Interests pathway

• Day Care Needs

• Transition plans

• Hospital Passport

• DOLS authorisation

Mental Capacity Act (DoLS) 
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All individuals who lack capacity will require a Deprivation of Liberty Safeguard (DoLS) 

to be put in place which has been authorised by the appropriate MCA panel.  The 

DoLS will ensure that there is a legal framework in place and the appropriate legislation 

is applied.  

Financial Planning 

Whilst in a hospital setting, patients will have their benefits terminated.  Moving to a 

residential setting will require a fresh application to have benefits and entitlements 

reinstated.  The responsible key-worker or appropriate team in each Trust will ensure 

that applications are applied for in a timely way and the new facility will ensure a robust 

framework is in place for managing service users’ finances. Other financial steps to 

consider include,  

• Appointeeship

• Office of Care and Protection

• Transport Needs

• Purchase of furniture

• Decoration of individual/personal space

Environmental Assessment 

Within the proposal, the Cross Trust Leadership Group has given consideration to 

causing the least disruption for the person during the transition from hospital to 

residential provision.  The current wards will be re-designated to residential units which 

will require some environmental changes such as removal of signage, removal of 

medical equipment, where it is not required and some partitioning within the buildings. 

OT input to this phase will be essential to ensure that in addition to each person having 

the space required to meet their needs, interventions such as MAPA can be safely 

implemented. 

Engagement 
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During the transition process, the Trusts will ensure engagement with the 

patient/resident, their advocates and family members.  

Future Placements 

For the majority of those individuals whose treatment is complete and who remain on 

the MAH site at present, resettlement options and plans have been identified and will 

continue to be expedited once schemes are either built (Minnowburn & Braefields) or 

have sufficient staff in place (Mallusk).  

There are a very small number of those who have lived the majority of their lives in 

MAH. As part of this project, those people will be catered for in a bespoke unit on the 

site. A Cross Trust Project Group is in place to oversee this development.   

Future admissions 

Once an individual moves to their permanent placement, return to acute hospital will 

be decided by a GP and ASW during Assessment under the Mental Health (NI) Order. 

Forensic Unit 

There are 6 patients who have a forensic profile and a purpose built facility is required. 

Options in the interim, such as the use of a plot/location on the Knockbracken site are 

currently being considered.  A cross Trust Project Group will need to be re-established 

to oversee the development of the long term options.  
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Annex A 
 

MAH HSC Action Plan – update on actions open at October 2022 – position as of September 2024   
 
RAG Rating    September Totals (14 Actions) 
Work in progress    Amber 13 
Progress required   Red 1 

 
 
Area Action 

No. 
Detail Action 

Owner 
September 2024 Update September 2024 

Rating 
Workforce A5 By 30 September 2021, 

develop specialist staff training 
and a model of support to 
upskill the current workforce 
providing care to people with 
complex needs and 
challenging behaviours to 
support current placements 
and develop capable 
environments with appropriate 
philosophy of care e.g. Positive 
Behaviour Support, and 
prevent inappropriate re-
admissions to hospital, and by 
June 2022 deliver training to an 
agreed cohort of staff. 

DoH/SPPG/
HSC Trusts 

September 2024 Update: 
The action pertaining to A5 is 
linked to/dependent on progression 
of the Learning Disability Service 
Model (LDSM) and the Learning 
Disability Workforce Review.  
 
Work is currently underway to 
produce an Implementation 
/Strategic Delivery Plan in 
collaboration with key partners 
across the sector, in respect of the 
LDSM. In parallel to this work, a 
financial review of Learning 
Disability Services is ongoing and 
will inform the basis for costings to 
implement the LDSM. 
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In terms of next steps, the 
Department is undertaking pre-
engagement on the service model 
ahead of wider consultation 
anticipated subject to Ministerial 
decision. 

Workforce A37 By September 2021, develop 
an evidence based plan for 
recruitment, training and 
retention of a sufficiently skilled 
multi-disciplinary workforce, 
including people skills, to 
undertake and deliver 
therapeutic and clinical 
assessment and intervention 
across both inpatient and 
community services. 

DoH September 2024 Update: 
It is considered that work required 
to develop an evidence based plan 
for recruitment, training and 
retention of a sufficiently skilled 
multi-disciplinary workforce, 
including people skills, to 
undertake and deliver therapeutic 
and clinical assessment and 
intervention across both inpatient 
and community services is linked 
to/dependent on the progression of 
the Learning Disability Service 
Model (LDSM) and the Learning 
Disability Workforce Review.   

 

Transformation A6 By 31 March 2022, 
commission HSC Trusts to 
develop robust Crisis and 
Intensive Support Teams, 
including local step up and step 
down services, flexible staff 
resources and Community 

SPPG/PHA September 2024 Update: 
The draft Learning Disability 
Service Model sets out a stepped 
model of care to better meet the 
mental health and behavioural 
needs of people with learning 
disabilities.  
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Treatment services, to support 
safe and timely resettlement of 
in-patients from MAH drawing 
on findings from the 
independent review of acute 
inpatient care. 

 
Community Assessment and 
Treatment Services and 
Crisis/Intensive Support currently 
form part of the draft service 
model.  
 
A DoH/SPPG led workshop was 
held 21 August 2024 to finalise the 
Implementation / Strategic Delivery 
Plan linked to the LDSM and 
facilitate discussion re a regional 
approach to inpatient care.  

Transformation A38 By March 2022, deliver 
community and home 
treatment services and support 
placements for people with 
learning disability so that all 
assessment and treatment 
options are explored, 
undertaken and exhausted in 
the community where possible 
and only in hospital when 
indicated/necessary.  

SPPG/PHA/
HSC Trusts 

September 2024 Update: 
As noted at A6 the draft Learning 
Disability Service Model sets out a 
stepped model of care to better 
meet the mental health and 
behavioural needs of people with 
learning disabilities.  
 
Community Assessment and 
Treatment Services and 
Crisis/Intensive Support currently 
form part of the draft service 
model.  
A DoH/SPPG led workshop was 
held 21 August 2024 to finalise the 
Implementation / Strategic Delivery 
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Plan linked to the LDSM and 
facilitate discussion re a regional 
approach to inpatient care.  

Transformation A39 By 31 December 2019 support 
HSC Trusts to complete a 
regional review of admissions 
criteria and develop a regional 
bed management protocol for 
learning disability services. 

SPPG/PHA/
HSC Trusts 

September 2024 Update: 
SPPG developed a draft Regional 
Protocol re Learning Disability 
Specialist Beds. Following 
discussion at the Learning 
Disability Strategic Board (Director 
Level) 13 May 2024, it was agreed 
that current arrangements to 
access beds would continue i.e. on 
a Consultant to Consultant basis 
and based on assessed patient 
need. The number and location of 
inpatient Learning Disability Beds 
will be finalised via work at the 
Learning Disability Strategic Board 
and also work linked to 
progression of the LDSM. 
Inpatient learning disability beds 
are now considered regional 
assets in the interim while the 
inpatient model is agreed as part of 
ongoing work to progress the 
LDSM. 

 

Transformation A41 By March 2022, taking into 
account the outcome and 
recommendations of the 

SPPG/PHA/
HSC Trusts 

September 2024 Update: 
Community Assessment and 
Treatment Services and an 
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independent review of acute 
care for people with learning 
disabilities support HSC Trusts 
to develop regional care 
pathways for inpatient care to 
ensure that admissions are 
planned and delivered in the 
context of an overall 
formulation. This should 
include community based 
assessment and treatment, 
clear thresholds for hospital 
admission and timely, 
supported discharge from 
hospital.  (See Permanent 
Secretary commitments). 

inpatient model is to be agreed as 
part of ongoing work linked to the 
LDSM. 
 
SPPG have worked with HSCTs to 
develop a Learning Disability 
Dashboard for Specialist Learning 
Disability Beds. A pilot of the 
Learning Disability Dashboard in 
three HSCTs ended 31st May 
2024.  Pilot findings were positive.  
 
SPPG is engaged in discussion 
with HSCTS and Information 
Governance colleagues to facilitate 
a regional pilot of the dashboard 
October 2024 to inform regional 
roll out of the Learning Disability 
Dashboard. 

Children and 
Young People 

A12 By March 2021 develop  a 
regionally consistent pathway 
for children transitioning from 
Children’s to Adult services, 
including: 
• People with learning 

disability and complex 
health needs. 

• People with Leaning 
disability and social care 

SPPG/PHA/
HSC Trusts 

September 2024 Update: 
Regional work is ongoing led by 
SPPG to finalise a Transition Data 
Template. It is envisaged that the 
data template when finalised will 
be piloted in all Trusts in October 
2024. Learning from the pilot will 
inform regional roll out of the 
Transition Data Template. 
Additionally, a draft Transition 

 

Exhibit 6MAHI - STM - 333 - 48



Area Action 
No. 

Detail Action 
Owner 

September 2024 Update September 2024 
Rating 

needs. 
• People with learning 

disability and mental health 
needs  (consistent with the 
CAMHS care Pathway) 

• People with LD who exhibit 
distressed behaviours. 

Protocol for Children with Learning 
Disability and/ or co-occurring 
Autism is also being finalised. 
SPPG are planning further 
engagement with Trusts, Children 
and Parents prior to the protocol 
being finalised. It is anticipated that 
this work will be completed within a 
6-9 month timeframe to facilitate 
regional roll out of the Transition 
Protocol. 

Children and 
Young People 

A14 By 31 December 2020 review 
the needs of children with 
learning disability that are 
currently being admitted to 
Iveagh Centre and to specialist 
hospital / placements outside of 
Northern Ireland with a view to 
considering if specialist 
community based service 
should be developed locally to 
meet their needs. This should 
be aligned to the ongoing 
regional review of children’s 
residential services.  

SPPG/PHA/
HSC Trusts 

September 2024 Update: 
A template is operational around 
gathering up to date information in 
respect to specialist 
placements/hospital admission. 
The consensus is that Iveagh is a 
facility that is required for the 
undertaking of assessment and 
treatment.  
 
The Residential Workstream under 
the Children’s Services Review is 
ongoing with recommendations 
from this review due within 6 - 9 
months. 

 

Safeguarding A23/31 By 30 June 2020, complete a 
review of Adult Safeguarding 
culture and practices at MAH, 

Belfast 
Trust & DoH 

September 2024 Update: 
DoH ASU update 
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to inform wider consideration of 
regional safeguarding policy 
and procedures taking account 
of lessons also emerging from 
the Independent Review into 
Dunmurry Manor.  

The draft Bill is almost complete.  
A few minor policy issues remain 
outstanding and are being 
discussed with the relevant 
stakeholders.  The branch do not 
think these would delay the 
introduction of the draft Bill as 
amendments could be made later. 
 
The business case is currently 
being considered by DoH Finance 
and the branch is working with 
them to seek clearance. 
 
Next steps are that once the 
business case has been approved, 
it is planned to submit the draft Bill 
to the Executive for their 
consideration in advance of 
introduction. 
 
The timeline for introduction is 
difficult to predict at this stage as it 
is dependent on when the 
business case is approved, 
however it remains the intention to 
introduce it before the end of the 
year if at all possible.   
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Safeguarding  A32 By December 2021, carry out 
a review of regional Adult 
Safeguarding documentation, 
to inform wider consideration of 
regional safeguarding policy 
and procedures taking account 
of lessons also emerging from 
the Independent Review into 
Dunmurry Manor.    

SPPG September 2024 Update: 
The IAPB Policy Sub-Group have 
finalised the revised regional Joint 
Protocol Procedures and these will 
be signed off at the October IAPB 
meeting. 
 

 

Leadership and 
Governance 
Review 

A44 By March 2022, complete a 
review of the accountability 
arrangements for DSF. 
 

DoH September 2024 Update: 
Revised circular with DSO for 
consideration.  Once legal advice 
has been received, the revised 
circular will be issued to Trusts for 
consideration ahead of a workshop 
scheduled planned for October.  It 
is envisaged the revised circular 
will then issue following the 
workshop. 

 

Leadership and 
Governance 
Review 

A45 The Department of Health 
should consider extending the 
remit of the RQIA to align with 
the powers of the Care Quality 
Commission (CQC) in 
regulating and inspecting all 
hospital provision.   

DoH September 2024 Update: 
The Department is currently 
operating within a constrained 
budget and is required to make 
decisions in relation to the work 
that can be delivered within current 
resources.  In that context while it 
remains an important identified 
priority, work on the Review of the 
Regulation is currently paused to 

 

Exhibit 6MAHI - STM - 333 - 51



Area Action 
No. 

Detail Action 
Owner 

September 2024 Update September 2024 
Rating 

allow for other priority projects to 
progress. 
 
The Department is also aware that 
a review currently underway into 
the operational effectiveness of the 
Care Quality Commission has 
identified significant failings which 
is hampering its ability to identify 
poor performance at hospitals, 
care homes and GP practices.  
This outstanding action will be 
given further consideration 
following the publication of the final 
report of the CQC Review. 

Leadership and 
Governance 
Review 

A46 By June 2021, develop in 
partnership with patients, 
relatives and carers a plan for 
the future configuration of 
services to be delivered on the 
Muckamore Abbey Hospital 
site, including appropriate 
management arrangements. 

DoH September 2024 Update: 
The Department continues to work 
with the Belfast Trust on the 
content and implementation of the 
initial implementation plan for the 
closure of MAH. 
 
Work is continuing through the 
Regional Resettlement Oversight 
Board to ensure that all patients 
have firm resettlement plans in 
place. 
 

 

Exhibit 6MAHI - STM - 333 - 52



Area Action 
No. 

Detail Action 
Owner 

September 2024 Update September 2024 
Rating 

Given the Ministers announcement 
of a short extension to the 
anticipated closure date for MAH 
the Dept. issued a letter, via the 
Belfast Trust, to families of current 
patients outlining the reason for the 
delay and re-affirming the 
commitment to the closure of the 
hospital once all remaining patients 
had been resettled.  The letter also 
contained an offer for a further 
meeting with Dept. officials should 
any patients/families wish to 
discuss directly.  To date no 
requests have been received. 
 
As previously outlined, 
development of future service 
provision needs and structures are 
being taken forward as part of the 
wider work on the LD Strategic 
Action Plan and associated T&F 
Group and a draft LDSM is being 
prepared for consultation in the 
coming weeks.  

Leadership and 
Governance 
Review 

A49 Specific care sensitive 
indicators should be developed 
for inpatient learning disability 

SPPG/PHA September 2024 Update: 
It is proposed that this work will be 
taken forward under the Learning 
Disability Strategic Action Plan 
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services and community care 
environments. 

umbrella task and finish group. 
This should ensure that KPI’s are 
developed to reflect the 
proposed/future model of specialist 
Learning Disability Services/care in 
Northern Ireland. 
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Update Summary 
Since August 2022 twenty residents from Muckamore Abbey Hospital have been successfully 

resettled, all of whose discharges were delayed for some considerable time, in some cases 

for decades. 

At 1st  September  2024 there are 17 residents remaining in MAH all of whom have a delayed 

discharge. Of these, 14 MAH residents have confirmed placements but 3 individuals have still 

to have resettlement plans confirmed.  

Placements have been identified for 6 residents with dates for resettlement in September/ 

October 2024. Timeframes vary as a high degree of careful planning is needed to ensure that 

the transition for each individual is sensitive and responsive to their needs and also at times 

for their families. This inevitability means that timeframes may be slightly later than originally 

planned. 

The significant delay in the Mullan Mews scheme affects 4 potential resettlements with the 

final date to be confirmed but this is predicted to be in  early/ mid 2025. The recently notified 

increase in capital costs for the refurbishment of 5 houses (10 places) has delayed the 

approval process. A further business case is being submitted for consideration for the total 

scheme. 

Two other residents have potential placements which may be available by December 2024 or 

early 2025 (residents: 4/19). Three individuals( 23/24/ and 32) have no placements identified, 

two because proposed placements fell through at a late stage (both SET) and the third has 

only recently and reluctantly  participated in the resettlement process (ST). Details are set out 

in the GANTT Chart in Appendix 1. 

Timeframes and progress by principal schemes and Trusts 
The timeframes for patient resettlements (MAH and others) RAG rated by Trust 

TABLE 1: Trust timeframes for resettlement of MAH residents 1 September 2024 

 2024 Sept/ Oct Dec 
Jan/ 
Feb 25 

Date 
TBC 

Placement 
TBC 

Total residents 
Remaining in MAH 

BT 6 0 1 4* 0 11 
NT 0 1 0 1 0 2 
SET 0 0 0 1 2 3 
ST 0 0 0 0 1 1 
TOTAL 6 1 1 6 4 17 
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TABLE 2: Delays in principal resettlement schemes by Trust 1 September 2024 

BHSCT NHSCT SET Total Risk Mitigation 

Mallusk 0 1 0 0 One further admission  with a date 
of Dec 24. Trust have other options 
and considering best interests 

Inter-Trust discussion on use of 
Mallusk  

Mullan 
Mews 

4 0 0 4 Costs for major refurbishment 
increased to £1.4m to cover 10 
places (4 MAH only) 

Project underway with Trust , 
NIHE and Clanmill 
Dates to be confirmed 

Braefield 
Court 

0 0 0 0 All planned admissions complete Trust holding 1 place as a 
contingency for delay in Mallusk  

Corriewood 1 0 0 0 On track On track 

Innisfree 4 0 0 4 Building works complete – Being assessed as potential for 
an assessment unit 

TABLE 3: Assessment of MAH progress and risks by Trust 1 September 2024 

Green Potential 
Green 

Amber Red Total Assessment 

Belfast 7 0 4 0 11 Good progress 
 Risks in Mullan Mews scheme (4 admissions rated 
amber)  

Northern 0 0 1 1 2 Excellent progress 
Placement has been confirmed for highly complex 
individual with long timeframe & reviewing mitigation 
options (currently red but could be amber rated) 

South 
Eastern 

0 0 1 2 3 Of significant concern 
3 residents have no confirmed placements. Trust 
struggling to find suitable options 

Southern 0 0 0 1 1 Of concern 
Patient wishes to remain in MAH but recently engaging 
with resettlement team & site retraction plans.  

7 0 6 4 17 MAH residents only 

TABLE 4:  Assessment of other (non-MAH) delayed resettlements by Trust 1 September 24 
Trust Unit Green Potential 

Green 
Amber Red Total Comment 

Belfast Iveagh 0 1 0 0 1 Placement identified, in process of 
agreeing timeframe with family 

Northern Holywell 2 0 0 0 2 Both placements sequenced for 
Holmes Court to start September 

SET Holywell 0 0 0 1 1 Early stages of considering 
providers 

Southern Dorsy 
Shannon 

0 

0 

0 

0 

3 

0 

0 

1 

4 2 ECR Placements in NUA being 
reconsidered. 1 Placement in 
Corriewood to be sequenced. 
Preassessment underway with 1 Pt 
in Shannon 

Western Lakeview 2 0 0 3 5 2 Resettlements in Dec. 
Expressions of interest for 2 others 
but 1 other with complex needs 
more difficult to place 

TOTAL 4 1 3 5 13 
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Key issues 

Some of the issues identified in previous reports continue to be problematic, of which the most 

significant are: 

• Delay in the Mullan Mews with revised capital costs of £1.4m for 10 potential places

(only 4 needed for MAH residents). Trust to identify names of those likely to be suitable

for scheme and working on business case with SPPG and resettlement of MAH

residents by mid-2025

• Trusts reviewing options for resettlement placements with long time frames

• Placements on track for the majority of resettlements but no confirmed placements for

3 patients (2 SET and 1 ST)

• Site retraction and staffing plan having a positive impact on remaining residents

cooperation with resettlement plans

• Population in MAH predicted to be 11 residents by October 2024

• In the region across several units and Trusts there are 13 individuals whose

discharges are delayed, 5 of whom have not had resettlement placements confirmed

Dr Patricia Donnelly OBE 
Chair Learning Disability Resettlement Oversight Board 
1 September 2024 
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APPENDIX 1 

Table 4: GANTT Chart for MAH Resident Resettlements by Trust 

Trust Residents 
Aug-
24 

Sep-
24 

Oct-
24 

Nov-
24 

Dec-
24 

Jan-
25 

Feb- 
25 

Mar- 
25 

BHSCT 15 
17 
18 
19 
20 
21 
22 
28 
33 
34 
37 

NHSCT 4 
25 

23 
24 
30 

SHSCT 32 

Figure 1: Risk assessment of MAH resettlement plans (RAG rated 

41%

0%

41%

18%

Expected discharges n=17 

Green Potential Green Amber Red
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1 | INTRODUC TION
While definitions and language vary, people with learning disabilities 
(sometimes known as people with ‘intellectual disabilities’, ‘devel-
opmental disorders’ or ‘learning impairments’, among other terms) 

are generally considered to have reduced cognitive or intellectual 
abilities and impaired social functioning, often requiring support to 
live independently (Department of Health, 2001, 2012). Enabling 
people with learning disabilities and also autistic people 1 to receive 
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Abstract
Despite longstanding efforts at de- institutionalisation, around 2000 people with 
learning disabilities and/or autistic people in England currently live in hospital set-
tings, amidst reports of protracted stays, limited progress towards living more ordi-
nary lives and scandals of abuse and poor care. Yet, there is relatively little research 
on why people with learning disabilities and/or autistic people are delayed in hospi-
tals, and what exists has significant limitations. In particular, previous studies have 
rarely talked directly to people with learning disabilities and/or autistic people, their 
families and frontline staff about their experiences of living or working in such set-
tings, the barriers to discharge and what would help more people to lead chosen life-
styles. This paper presents the findings of a structured literature review conducted 
between January and March 2021 on delayed discharges of people with learning dis-
abilities in long- stay hospital settings. It investigated: the proportion of people with 
learning disabilities delayed in long- stay hospital settings, the suggested reasons for 
these delays and the proposed solutions. The literature reported delays for 11%– 80% 
of inpatients in different settings. The reasons reported are related either to particular 
characteristics of the person (which we find problematic) or limitations of the system 
supporting them. However, delays were defined and reported inconsistently, reasons 
usually lacked depth and detail, and the majority of included studies did not engage 
directly with the people living in long- stay settings, their families or frontline staff. 
Without listening to these voices, genuine solutions will be difficult to find.
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autism, delayed discharge, learning disabilities, long- stay hospital, transforming care
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care and support at home rather than in potentially long- stay hos-
pital settings such as inpatient units, secure settings or assess-
ment and treatment units (ATUs) has long been a key government 
priority. Internationally, there was a significant trend towards de- 
institutionalisation over the 1970s– 1990s, including trialling and 
scaling- up models of specialised community- based, non- hospital 
support for people with learning disabilities, such as the intermedi-
ate care programme in the USA, the Trieste model in Italy and the 
Andover model in the UK, as well as the development of small group 
homes in Nordic countries (Mansell, 2006). More recently, there has 
also been increasing recognition of the particular needs of people 
with autism at a global level (WHO, 2022). The care mix in the UK 
varies between the four nations, but shares a peculiarly complex and 
multi- sectoral makeup, with many categories of bed provision for 
different needs (Hatton, 2016), including services that are consid-
ered ‘community’ placements which strongly resemble institutions, 
as well as smaller hospitals that have a more ‘community’ feel, poten-
tially blurring the distinction between types of provision.

A range of policies exist across the UK nations in response to 
reviews and incidents of poor care or scandal in services for peo-
ple with learning disabilities. However, taking recent developments 
in England as an example (for illustrative purposes), the ‘Building 
the Right Support’ and ‘Transforming Care’ programmes were es-
tablished after the Winterbourne abuse scandal was identified by a 
BBC TV documentary, ‘Panorama’ (Chapman, 2011). These aimed to 
enhance community capacity, thus reducing inappropriate hospital 
admissions and length of stay (NHS England and Partners, 2015a, 
2015b). The overall goals were to reduce inpatient beds by 50%, 
enhance community services through 48 ‘Transforming Care 
Partnerships’ and ensure the use of independent ‘Care and Treatment 
Reviews’ (CTRs) for those in inpatient care. However, several targets 
were missed and significant challenges persist:

▶ In February 2015, NHS England and Partners (2015b, p. 6)
committed to closing long- stay institutions and discharging most
patients, aiming for hospital care for 1300– 1700 people by 2018. 
In 2019, Department of Health and Social Care (2019) set a
further target of 400 additional discharges. But as of January
2021, 2040 people with learning disabilities were still hospital
inpatients, 58% with a stay of over 2 years (NHS Digital, 2021).

▶ Various campaigning organisations (Duffy, 2019; Mencap,
2019; National Autistic Society, 2017; Voluntary Organisations
Disability Group, 2018) have identified continuing issues with
care in inpatient settings, including a lack of meaningful activ-
ity, abuse and inappropriate use of segregation and seclusion. In
2018 another undercover investigation found prolonged psycho-
logical and physical abuse at Whorlton Hall, a community provider 
(Plomin, 2019).

▶ Multiple official reviews have also been conducted, for example by
the Parliamentary Joint Committee for Human Rights (2019) and
the CQC (2020). There has also been criticism by Mencap (2019)
of a lack of commitment to delayed discharges in the NHS Long
Term Plan (NHS England, 2019), and in 2020 the Equality and

Human Rights Commission announced a legal challenge to what it 
deemed a breach of the European Convention of Human Rights:

Today we have launched a legal challenge against the 
Secretary of State for Health and Social Care over the 
repeated failure to move people with learning disabilities 
and autism into appropriate accommodation. We have 
longstanding concerns about the rights of more than 2000 
people with learning disabilities and autism being detained 
in secure hospitals, often far away from home and for many 
years. (Equality and Human Rights Commission, 2020)

In addition to issues around poor quality of life and mistreatment, 
hospital services are also very expensive, with average weekly costs 
of £3500 and annual costs of £180,000 per person (Mencap, 2019; 
National Audit Office, 2017), creating a negative cycle of channelling 
funds into hospital units instead of into the kind of community care 
that policies intended to create. Although this brief summary has fo-
cused on the specifics of English policies, similar issues exist across 
the UK nations, highlighted by the Bamford Review and Hospital 
Resettlement Programme in Northern Ireland (Palmer et al., 2014), the 
National Care Review conducted in Wales (Mills et al., 2020) and in 
‘Coming Home: a review of out of area placements and delayed dis-
charges for people with learning disabilities’ conducted by the Mental 
Welfare Commission for Scotland (MWCS, 2016). Across the UK, the 
goals of all these reviews and policies are laudable, but significant bar-
riers to transferring people from restrictive settings remain, and we 
need a better collective understanding of what is standing in the way.

What is known about this topic

• There are longstanding concerns about how long people 
with learning disabilities spend in hospital and the qual-
ity of their care.

• Many people in long- stay hospitals may be ‘stuck’, that
is clinically fit to be discharged, but unable to make this
happen.

• Previous literature has identified issues such as the
patient's level of need, funding and availability of suit-
able post- hospital placements as potential reasons for
delays.

What this paper adds

• Shows reported delayed discharges in different set-
tings in the UK since 1990, ranging from 11% to 88% of
inpatients.

• Uncovers the lack of voice of people using services, fam-
ilies and front- line care staff in the existing literature.

• Identifies two types of reasons given for delays: relating 
to either the person themselves, or the wider system,
but these lack detail and need to be explored further.
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2  |  METHODS

To explore these issues, we conducted a narrative analytical review, 
summarising and interpreting the data presented in studies of differ-
ent types to compare and contrast them in their original form (Mays 
et al., 2001). Its overall purpose was to identify the prevalence of 
delayed discharge for people with learning disabilities in long- stay 
hospital settings, how this was measured, whether service users, 
families and staff had been included in the research, and the solu-
tions proposed. To achieve this, we adopted an approach used in 
previous DH/NIHR research into delayed transfers of care (Glasby 
et al., 2006) and the appropriateness of emergency admissions 
(Thwaites et al., 2017), replicating a search previously published here 
in Health and Social Care in the Community.

The initial literature search was undertaken by a specialist 
health and social care library and literature searching team at the 
authors' institution. A range of health and social care databases were 
searched, selected on the basis of their relevance to the topic under 
investigation. These were:

• The Health Management Information Consortium database
• Medline
• The Social Science Citation Index
• The Applied Social Sciences Index and Abstracts
• Scopus
• Social Policy and Practice (including CareData, Social Care Online

and AgeInfo)
• Social Services Abstracts

An additional search of the ‘grey’ literature (using the same terms 
as in the search of formal databases, via the search function of each 
website) via the websites listed below.

• Care Quality Commission
• Centre for Welfare Reform
• Challenging Behaviour Foundation
• Children's Commissioner for England
• Department for Health and Social Care
• Equality and Human Rights Commission
• Health and Social Care Scotland
• House of Commons/House of Lords Joint Committee on Human

Rights
• Learning Disability England
• Learning Disability Wales
• Mencap
• Mental Welfare Commission for Scotland
• National Audit Office
• National Autistic Society
• NHS England
• Northern Ireland Assembly
• Northern Ireland Audit Office
• Scottish Commission for Learning Disability
• Scottish Government

• Scottish Learning Disability Observatory
• Social Care Wales
• Tizard Centre
• UK Parliament
• Voluntary Organisations Disability Group
• Welsh Audit Office
• Welsh Government
• Welsh Parliament

The search terms and operators used were selected to gather 
sources which covered the population (i.e. adults with learning 
disabilities and/or autism), as well as the correct care settings (i.e. 
long- stay hospital provision for people with learning disabilities) and 
focusing on the specific issue under investigation (i.e. length of stay, 
delayed discharges or being ‘stuck’, rather than issues, treatments 
or processes unrelated to discharge). The search terms included as 
many variants and synonyms of “learning disabilities”, “delayed dis-
charge” and “long- term hospital” as possible, and Boolean operators 
were used to combine these (see Box 1 below for examples of search 
terms and Appendix S1 for the full list of search terms and opera-
tors used in each database search). The reference lists of articles 
included in this study were also searched for relevant titles.

2.1  |  Inclusion and exclusion criteria

Each title and abstract generated by the initial search were reviewed 
independently by two members of the research team and selected 
for relevance to the overall aims and objectives of the study. Any ar-
ticles found from the reference lists were included in this process. In 
the case of official data and reports (some of which tend to provide 
quarterly figures and updates), we included only the most recent of-
ficial review of any national censuses from each of the four nations 
(rather than including every statistical bulletin in a broader series). 
Studies were included in the review if they met the following criteria:

• Reported original empirical data relating to the prevalence of or
reasons for delayed discharges in UK- based settings.

• Referred specifically to hospital or long- term healthcare settings
for people with learning disabilities and/or autistic people.

• Published from 1990 onwards (this year was chosen as it saw the
passage of the UK's NHS and Community Care Act, which had
a significant influence on community services available to those
being discharged from hospital).

We consider long- stay hospital settings to be specialist facilities 
registered as hospitals that are operated by either an NHS or inde-
pendent sector provider, providing mental or behavioural health-
care in the UK for people with a learning disability or autism. This 
could be at any level of security (general/low/medium/high), and for 
people with any status under the Mental Health Act (i.e. admitted 
informally or detained). In defining ‘long- stay hospital’ settings, we 
adapted the definition provided by NHS Digital (2021) (an official 
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body which collates NHS data) in their regular statistical bulletins. 
While this refers to services in England, our definition includes ser-
vices across the UK.

Studies that were excluded included: material published and/
or based on data collected prior to 1990; local inspections where 
findings have been summarised in a national report; articles report-
ing findings from studies already included in the review; admission 
to non- long stay settings; and the admission of people with men-
tal health problems (unless the person has learning disabilities and 
mental health problems). Also excluded were studies which only de-
scribed the hospital settings, characteristics of the hospital popula-
tion, their treatment needs or evaluated the services and treatments 
on offer, without addressing length of stay, the discharge process 
or why delays might occur. Similarly, studies which solely reported 
patient experiences or long- term outcomes after discharge were not 
included.

Included studies were summarised using criteria proposed by 
Mays et al. (2001) for assessing the quality of a range of studies. 
Specific data were identified and extracted from each paper on 

the following: the prevalence of delayed discharge; the methods 
used to ascertain this; whether the research explored the expe-
riences of people with learning disabilities, their families or front- 
line staff; the barriers to discharge; and any possible solutions 
identified.

3  |  RESULTS

3.1  |  Overview of papers

In total, the searches produced 785 potential studies, after de- 
duplication from different databases (see Appendix S2 for the full 
search results). After review by two members of the team, only a 
very limited number of papers met the inclusion and exclusion cri-
teria. Overall, there were 13 academic research articles included, of 
which one came from the reference list searches. Five national re-
views from across the United Kingdom were also included:

1. England: A review of seclusion and restraint in hospitals for
people with learning disabilities, carried out by the Care Quality
Commission (CQC)— the regulator of health and care services in
England. It explored the experiences and effects of long- term
hospital stays, segregation and seclusion, discharge and transi-
tion planning and barriers to people moving on (CQC, 2020).

2. Northern Ireland: A review of progress of the resettlement pro-
gramme for delayed discharges, commissioned by the Northern
Ireland Housing Executive who carried out the programme, also
exploring reasons for slow progress (Palmer et al., 2014).

3. Scotland: A review of delayed discharges entitled ‘No Through
Road’ conducted by the Mental Welfare Commission for
Scotland, investigating the extent of and reasons for delayed
discharges from learning disability hospital units across Scotland
(MWCS, 2016).

4. Scotland: A review of all long stay, ‘out of area’ placements (peo-
ple placed in services outside their local area), commissioned by
the Scottish Government. It reports the extent and length of de-
lays for out of area patients with learning disabilities and complex 
needs, and purported reasons for delays (MacDonald, 2018).

5. Wales: A National Care Review of the care and treatment of peo-
ple with learning disabilities and/or autism in all 55 hospital units
caring for Welsh citizens (Mills et al., 2020) which examined readi-
ness for transition and the appropriateness of peoples' settings
for their needs.

Of the 13 academic articles, 11 used bed census or retrospective 
case notes analysis and did not include qualitative data. Three of the 13 
academic articles also tested a tool or protocol designed to reduce de-
layed discharges and only 5 interviewed stakeholders such as nurses, 
consultants or responsible clinicians. None of the academic articles in-
cluded interviews with patients or families. The settings investigated 
across all studies ranged from open to secure wards, large hospitals, 
small rehabilitation units, ATUs, whole Trusts or single wards.

BOX 1 Sample search terms

Learning disabilities— terms include: People with learn-
ing disabilities; Learning disability; Learning disabilities; 
Learning disorders; Learning difficulties; Intellectual dis-
ability; Intellectual development disorder; Mental dis-
orders; Mental impairment; Developmental disabilities; 
Autism; Autism Spectrum Disorder; Child & adolescent 
mental health; Autistic spectrum; Language development 
disorder; Mental handicap.

Long- stay hospitals— terms include: Long- stay hospi-
tals; Long stay patients; Mental health hospitals; Long 
stay patients; Long stay units; Secure settings; Secure 
units; Medium secure units; Forensic; Psychiatric se-
cure units; Segregation; Secure accommodation; ATUs; 
Treatment facilities; Hospitalization/hospitalisation; 
Hospitals; Hospital units; Hospitals, special; Hospitals, 
psychiatric; NHS in- patient; Child and adolescent mental 
health; CAMHS; Psychiatric units; Custodial institutions; 
Patient institutionalization; Assessment units; Inpatients; 
Institutionalization/institutionalization; Foreseeing psychi-
atric units; Hospital patients; In patients; Learning disabil-
ity hospitals; Intellectual disability in patient units.

Delayed discharge— terms include: Delayed discharge; 
Delayed hospital discharge; Delayed transfer of care; 
Appropriateness of stay; Blocked beds; Hospital stay du-
ration; Discharge planning; Patient discharge; Hospital dis-
charge; Timely discharge; Treatment duration; Length of 
stay; Hospital patients; Bed availability; Patient transfer; 
Long term care; Bed availability; Future plan; Shift of care.

 13652524, 2022, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hsc.13964 by T

est, W
iley O

nline L
ibrary on [07/10/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

Exhibit 8

MAHI - STM - 333 - 62



|  e3481INCE et al.

3.2  |  Prevalence of delayed discharge

The settings investigated by previous research varied enormously 
in size, type and scale (see Table 1 below), so where a rate or preva-
lence of delay was reported these are not necessarily comparable. 
Figures were often based on different definitions, or on proxy meas-
ures such as length of stay, readiness for discharge or the extent/
presence of discharge plans (see below for further discussion). The 
range of delays reported are shown in Table 1 and range from less 
than 11% to over 80%.

The highest prevalence of delay was 86% or 18/21 patients re-
ported by Cumella et al. (1998) in an acute admissions unit intended 
for shorter stays. Similarly, Oxley et al. (2013) and Washington 
et al. (2019) found almost 63% and over 50% of patients respec-
tively were delayed in similar ATU settings. To clarify for readers not 
familiar with these service settings, some of this is expected as such 
services tend not to be designed for stays beyond a few months, 
but have often ended up with people resident for years, sometimes 
becoming de facto long- stay settings due to delayed discharges. On 
the other hand, Nawab and Findlay (2008) reported only 11% of pa-
tients as being delayed. This was also an ATU, but here 74% of peo-
ple stayed less than 3 months.

In studies of secure settings, delays were reported differently— 
often based on the appropriateness of the setting/level of security 
for the patients' needs. Delays were still very prevalent: 32% of pa-
tients in a low security unit needed less security (Beer et al., 2005) 
and similarly in a high secure setting around one third could be con-
sidered for transfer (Thomas et al., 2004). In the medium secure 
setting explored by Alexander et al. (2011), 50% of people were con-
sidered ‘difficult to discharge’— that is with a longer median length of 
stay than those discharged.

In those concerning general wards or a range of different ser-
vice settings, delays were still significant, ranging from around 
18% (Perera et al., 2009; Watts et al., 2000) to 29% (Devapriam 
et al., 2014) and 32% in one of the reviews conducted in Scotland 
(MWCS, 2016). In CQC's review across England, 60% of discharges 
were delayed:

A lack of suitable care in the community prevented 
discharge for 60% of people we met. Most people in 
long- term segregation needed bespoke packages of 
care in the community, but this was difficult to achieve. 
(CQC, 2020, p. 29)

Those reporting proxies were higher: Kumar and Agarwal (1996) found 
68.4% of people were considered ‘suitable for discharge’ (but still in 
hospital) and Mills et al. in their review across Wales found 54% of 
people ‘could be considered for transition’.

A small number of studies also report the extent of delays: 
MacDonald found 67 people in ‘out of area’ placements (i.e. not within 
the local authority where they lived) across Scotland were consid-
ered to have delayed discharges, one third of them for over a year. In 
Northern Ireland, Palmer et al. (2014) found that of 30 people identified 

as delayed discharges, only 6 were discharged between 2011 and 
2014, leaving 24 people still in hospital, with 25 new admissions since 
2011 who were also delayed. Devapriam et al. (2014) also noted the 
extent of delays at different stages of the discharge process (explored 
below), the majority being delayed for an average of 4 months (one pa-
tient over 2.5 years) at the first stage of assessment and identifying a 
suitable placement.

Throughout, there was little consistency in terminology and 
definitions of delayed discharge, making it impossible to meaning-
fully compare the extent of or reasons for delay between stud-
ies or to aggregate data. The majority of studies adopt either an 
explicit or an implicit definition that sees a ‘delayed discharge’ as 
occurring when a person remains in hospital after they have no 
clinical need to remain. However, studies in secure settings often 
focus on whether someone is ready to transfer to a less secure 
setting (remaining an in- patient), and national reviews suggest 
some people are transferred to other hospitals (not really a ‘dis-
charge’ in lay terms). Some studies use the terminology ‘difficult to 
discharge’ (Alexander et al., 2011), as well as assuming that lengths 
of stay exceeding a particular limit indicated a delay by default 
(Alexander et al., 2011; Dickinson & Singh, 1991; Washington 
et al., 2019, Watts et al., 2000). These varying interpretations gen-
erate important questions about subjectivity and perspective: in 
whose view is a person ready to move on? Who assesses whether 
the level of restriction is appropriate; what length of stay is exces-
sive for different settings and on what basis (see below for further 
discussion)?

3.3  |  Length of stay

Length of stay is sometimes reported either as contextual infor-
mation or as a proxy for delays. Some reported the proportion of 
stays for different lengths of time, others reported mean or median 
length of stay, and some a combination (Table 1). Oxley et al. (2013) 
also reported a longitudinal change in length of stay, with median 
stays increasing from 6 to 9 months across 4 years. Length of stay 
ranged significantly between settings— ATUs or similar had shorter 
lengths of stay than secure settings, ranging from weeks (Nawab & 
Findlay, 2008) to median stays of 3– 6 months (Oxley et al., 2013; 
Washington et al., 2019). Notably, a large proportion of people 
stay in secure settings for many years: for example, 42% of people 
stayed over 5 years and 11% over 10 years in a medium secure set-
ting (Alexander et al., 2011), mean lengths of stay in a locked reha-
bilitation unit were over 6 years (for those now discharged, Taylor 
et al., 2017) and mean lengths of stay reached over 10 years in a high 
secure setting (Thomas et al., 2004).

In studies reporting across a range of settings, often more 
than half of people were staying more than 5 years (Mills et al., 
2020; Palmer et al., 2014; Perera et al., 2009). In Scotland, the 
MWCS's (2016) review across Scottish learning disability services 
similarly found around 70% of people staying longer than 3 years. 
Given these averages include a number of short- stay settings, 
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TA B L E  1  Prevalence of delayed discharge

Authors, date, 
country Population/setting

Length of stay or delay (where 
included) Prevalence of delayed discharge

Alexander 
et al. (2011)

England

138 patients in a 64- bed forensic service 
over a 6- year period

The median length of stay for the 
discharged group was 2.8 years 
(1025 days)

75% of these stayed for less than 
5 years

Of 61 patients who were still 
inpatients, 36 (59%) were 
considered ‘difficult to 
discharge long stay’ patients

Beer et al. (2005)
England

200 inpatient across 20 low secure units 
(8 were for people with learning 
disabilities) in the South Thames region

Data not available 66 (33%) people were 
inappropriately placed; 
of these, 60 needed less 
security

CQC (2020)
England

In depth reviews of 66 people as part of 
inspection visits to a wide range of 
mental health and learning disability 
services

Data not available Discharge prevented due to 
lack of community services 
for 60% of the 66 people 
they met

Cumella et al. (1998)
England

21 patients admitted for more than 
3 months to an acute admissions facility 
in North Warwickshire

Mean length of stay beyond treatment 
needs estimated at approximately 
6 months

18 out of 21 people (86%)

Devapriam 
et al. (2014)

England

16- bed specialist LD inpatient unit for 
people with learning disabilities

Data not available 29% (14 out of 49 people)

Dickinson and 
Singh (1991)

England

Specialist “mental handicap hospital” in 
London

Average length of stay for ‘new long 
stay’ cohort was over 2 years

57 (55%) of 104 admissions 
were deemed ‘new long 
stay’ patients (resident for 
over 12 months)

Kumar and 
Agarwal (1996)

England

“Mental handicap hospital” in south of 
England

Data not available 68.4% (188/275 people) 
considered suitable for 
discharge to a small home 
with minimal supervision; 72 
(26%) suitable for discharge, 
but some difficulties in 
management likely

MacDonald (2018)
Scotland

All but one Health and Social Care 
Partnerships in Scotland

More than 22% over 10 years; 9% 
for 5– 10 years. Many people did 
not answer, but 13 people were 
delayed for 1 year+, and 10 people 
who were delayed had placements 
costing over £150,000 p.a. Only 
51% had active discharge plans

67 people

MWCS (2016)
Scotland

All 18 hospital units in Scotland— 104 
people's records (half of those in 
Scottish services)

50% over 3 years; just over 20% over 
10 years

Nearly one- third of current 
inpatients (32%) across 
Scotland were delayed 
discharges

Mills et al. (2020)
Wales

256 patients with learning disabilities 
in units managed directly by, or 
commissioned by, NHS Wales (across 
55 units)

Mean (all patients)— 5.2 years current 
admission; 53% over 2 years; 19% 
over 10 years. 18% of current costs 
(5.994 million) could be reinvested 
in community services if all people 
who could be transitioned were 
transitioned

80 (54%) people could be 
considered for transition

Nawab and 
Findlay (2008)

Scotland

Small 9 bed assessment and treatment unit 
in Lanarkshire

74% of all admissions = 1 week to 
3 months; 20% = more than 
3 months; 5% = more than a year

11% (18) considered delayed 
discharge

Oxley et al. (2013)
England

2 small inpatient units (total of 12 beds) in 
London (1999– 2001 vs. 2009– 2011)

Mean length of stay: period 
1 = 198.6 days (6 months); period 
2 = 244.6 days (9 months)

67% (40/60) in period 1; 59% 
(24/41) in period 2
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the figures indicate some very lengthy inpatient stays spanning 
decades.

3.4  |  ‘Explaining’ delayed discharge

The range of reasons given for delayed discharges are shown in 
Table 2 below, covering reasons associated with individual charac-
teristics and reasons connected to the discharge process and wider 
system. This is largely similar to Glasby's (2003) review of delayed 
discharges from general hospitals, which explored individual, organi-
sational and structural issues at stake, and argued for the need to 
work across multiple levels concurrently.

3.4.1  |  Personal characteristics

Many of the studies reported reasons for delayed discharges or 
excessive lengths of stay through associations with particular 

characteristics of the person delayed (see Table 2), by trying to find 
statistical associations between length of stay or prevalence of delay 
and patient characteristics such as age, gender, behaviour, level of 
disability, co- existing diagnoses and criminal record. For example, 
Washington et al. (2019) found that 61% of inpatients with ‘barri-
ers to discharge’ had a secondary diagnosis of autism, while 41% 
had mental health diagnoses (e.g. bipolar, depression and anxiety). 
In general, a number of studies find challenging behaviour, psychi-
atric conditions and a higher degree of intellectual disability to be 
the main predictors of longer length of stay or difficulty discharging 
(Alexander et al., 2011; Beer et al., 2005; Dickinson & Singh, 1991; 
Kumar & Agarwal, 1996; MacDonald, 2018; Thomas et al., 2004; 
Washington et al., 2019, Watts et al., 2000). These were largely 
linked to risk and those perceived as higher risk to themselves or 
others were often described as more likely to be delayed, unsuitable 
for discharge, or not ready for a lower level of security. ‘Social’ fac-
tors such as a poor home environment or lack of home support were 
also mentioned (Dickinson & Singh, 1991), along with the patient 
having high physical care needs or ‘complex needs’ such as mobility 

Authors, date, 
country Population/setting

Length of stay or delay (where 
included) Prevalence of delayed discharge

Palmer et al. (2014)
Northern Ireland

All of Northern Ireland's learning disability 
hospital inpatient population, mostly at 
Muckamore Hospital Belfast

Average length of stay 6.2 years 
(includes short stays of days or 
weeks— so some must be very long)

No prevalence given but 
reported progress: 31 March 
2014, 24 of 30 people 
from 2011 target list not 
resettled; March 2015: with 
new admissions, 49 people 
were delayed

Perera et al. (2009)
Scotland

All 15 Health Boards in Scotland (range of 
settings)

Nearly half (47.9%) had been inpatients 
for more than 5 years

68 (17.52%) had delayed 
discharges

Taylor et al. (2017)
England

Offenders with learning disabilities in an 
18- bed locked rehabilitation unit in 
Northeast England

See ‘prevalence of delayed discharge’ 
column for changes in length of 
stay

This is an evaluation of a 
discharge protocol, so no 
prevalence of delay given. 
However, the mean length 
of stay reduced by over 60 
per cent from 39 months 
(3 years 3 months) to 
14 months (1 year 2 months) 
during the project (implying 
a degree of delay). The rate 
of discharge was 7, 6 and 8 
people over the first 3 years 
of the study, jumping to 16 
discharges following use of 
the protocol (again implying 
previous delays)

Thomas et al. (2004)
England

102 offenders with learning disabilities in 
all high security hospitals in England

Mean = 10.26 years; 
median = 8.5 years

32 (31%) did not need this 
level of security (different 
professionals disagreed on 
another 16 patients)

Washington 
et al. (2019)

England

Two 21 bed Assessment and Treatment 
Units in North England

Mean admission length = 151 days Just over 50% (36/70) 
experienced delayed 
discharge

Watts et al. (2000)
England

Learning Disability Trust in Northeast 
England

At follow up 16 months later, 23 of the 
44 patients identified as delays 
remained in hospital

44 (18%) out of 247 patients 
were delayed

TA B L E  1  (Continued)
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TA B L E  2  Reasons cited for delayed discharge

Authors and date
Reasons for delayed 
discharge— characteristics Reasons for delayed discharge— Process/system issues

Alexander et al. (2011) More criminal sections and restriction 
orders; history of fire setting; 
having suffered abuse; diagnosis 
of personality disorder; history of 
substance misuse

Data not available

Beer et al. (2005) Factors that might predict a delay 
were being young, being admitted 
on an informal basis, and not 
having ‘overactive’ as a reason for 
admission

May be knock- on effects at different levels of security: discharge 
problems at lower levels of security fail to free up low secure beds, 
creating discharge problems at higher levels of security (p. 635)

CQC (2020) Re- traumatising and increased needs 
after failed community placements

Funding— availability, complexity and accessing, disputes over 
responsibility; commissioners' fears over high levels of risk and 
cost in community; lack of appropriate care in the community

Cumella et al. (1998) One person's parents had left the 
country

Lack of places in suitable specialist accommodation or day 
care (13 people); funding disputes between NHS and local 
authority (4 people)

Devapriam et al. (2014) Data not available Awaiting assessment of future needs and identifying suitable 
placement— 7 people (50%); awaiting social services funding 
or agreement— 4 people; the remaining 3 people were delayed 
due no suitable placement available or legal issues

Dickinson and Singh (1991) Psychiatric factors (increased previous 
admissions, family history and 
diagnosis of psychosis and dementia) 
and social factors (deceased parents 
and an inability to be discharged 
back to place of admission, 
particularly if admitted from home)

Data not available

Kumar and Agarwal (1996) Of those suitable for discharge but 
who might be difficult to manage in 
the community, reported reasons/
needs were: aggressive behaviour 
(24.5%); violent behaviour (8%); and 
self- injury (6.4%)

Staff attitudes; previous experiences of the successes/failures of 
resettlement

MacDonald (2018) Primarily male; 40% had mental health 
problems (most commonly bipolar 
disorder, anxiety, depression, 
schizophrenia); nearly 75% currently 
had challenging behaviour, over two 
thirds including physical aggression

Lack of accommodation (51%); lack of service providers (15%); 
other factors included legal/funding/geography issues

MWCS (2016) Complex needs requiring specially 
commissioned service (e.g. 24/7 
care with 1:1 or more staff); 
deterioration in the person's mental 
or physical health; needs escalate/
incompatibility with other residents/
placement becomes unsuitable

Funding (41%); housing (74%); no appropriate care provider (62%) 
(not mutually exclusive). Other reasons include lost places due 
to timing of available local authority funding with available 
appropriate placement; or delays in adaptations to properties, 
allocating a social worker, assessments, recruitment and 
training of support staff, and legal issues (e.g. guardianship)

Mills et al. (2020) Data not available Factors in readiness for transition include: professional 
judgement; patient's opinion; safety and risk to self and 
others; level of need and complexity etc

Nawab and Findlay (2008) Data not available Difficulty with placements— funding issues or lack of appropriate 
resources in the community (13/18); physical health— needing 
transfer to appropriate services (5/18); discharge and 
admissions protocols introduced— saw shorter stays and more 
discharges

Oxley et al. (2013) Data not available Lack of identification of suitable placement— 69% of delayed 
discharges in 2009– 2011 and 44% in 1999– 2001
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issues, needing 24 h supervision, waking night staff or other inten-
sive staffing needs (Kumar & Agarwal, 1996; MWCS, 2016; Thomas 
et al., 2004; Watts et al., 2000).

Interestingly Beer et al. (2005) and Watts et al. (2000) both 
found that being admitted informally (i.e. not detained under the 
Mental Health Act) was associated with being delayed or needing 
a higher level of security, suggesting that being detained under the 
Mental Health Act could be a positive factor in a timely discharge or 
transfer, possibly because detention automatically initiates a statu-
tory process of regular care reviews and reassessment of the appro-
priateness of the setting.

However, focusing on individual characteristics feels problem-
atic for various reasons. Firstly, some authors rightly recognise 
that each individual has a unique, complex set of characteristics 
and needs: the groups being studied were heterogenous and 
each individual had a particular biography (Alexander et al., 2011; 
Devapriam et al., 2014; Oxley et al., 2013; Watts et al., 2000). 
Therefore, basic demographics such as gender or age were rarely 

found to be useful predictors of longer lengths of stay or delays. 
As Oxley et al. (p. 38) observe:

It is important to keep in mind that individuals with intellectual 
disabilities accessing specialist inpatient services are more likely to 
present with complex clusters of symptoms and behavioural prob-
lems that may span several diagnostic categories.

Secondly, many studies report associations between charac-
teristics, implying but not stating a causal relationship between 
the characteristics and the length of stay/delay. In some cases 
statistical analyses have been conducted on small samples, argu-
ably making techniques such as regression analysis less useful for 
exploring reasons for delays than other approaches (see below 
for further discussion). Second, it can lead to over- simplification: 
much of this literature ultimately concludes that working with 
people with multiple, complex needs is essentially complex— which 
is not a surprising finding. Finally, in the literature on older people 
delayed in general hospitals, there has been a concerted attempt 
to avoid labelling people as ‘bed blockers’, as this implies it is their 

Authors and date
Reasons for delayed 
discharge— characteristics Reasons for delayed discharge— Process/system issues

Palmer et al. (2014) Data not available Small number of new services and bed spaces created; lack of 
coordination between health, housing and social services; 
misalignment of funding streams; absence of an overall 
resettlement plan (e.g. monitoring, procurement); weak 
engagement by Trusts with patients and families; difficulty 
commissioning individual complex needs across health, social 
care and housing programme

Perera et al. (2009) Data not available 47% (32)— due to social care reason (people awaiting assessment, 
or waiting for commissioning of services); 5%— due to 
healthcare reason; 47% (32)— no suitable facility available in 
the community/service development needed

Taylor et al. (2017) Data not available No reasons given but positive feedback on protocol suggests 
issues in:

-  Clarity of process and roles, dedicated pre- discharge planning 
meetings

-  Partnership working— bringing departments together
-  Risk management training for staff (particularly in community)
-  Extra clinical support post- discharge

Thomas et al. (2004) Factors associated with continued need 
for high security: being younger, 
higher treatment and security 
needs, recent violent conduct and 
nature of initial offence

Majority of delays transferring to lower security were because a 
suitable placement did not seem to exist; the rest were due to 
funding issues, no bed available or not accepted (unsuitable 
services), or Home Office issues

Washington et al. (2019) Individual characteristics acting 
as a barrier to discharge were 
only identified for 3% of delays 
(continuing mental [and physical 
health] difficulties)

For 83% of patients, delay was due to failure to source funding or 
find an alternative care provider. The remainder were delayed 
due to: placement/accommodation not ready; new trigger to 
mental health difficulties; finding a specialist bed; recruiting 
support staff to the provider

Watts et al. (2000) Delayed patients tended to be older, 
admitted informally, having a more 
severe learning disability and a 
longer hospital stay. Those still 
delayed on follow up needed high 
levels of care (e.g. 24 h care, very 
experienced staff and high levels of 
staffing)

Lack of suitable accommodation (34 people); insufficient funding 
(10 people); carers unable to cope (17 people); insufficient 
clinical support (11 people); lack of suitable educational 
placement (13 people)

TA B L E  2  (Continued)
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fault. In practice, the vast majority of people would rather be at 
home, and the delay is due to system issues rather than any fault 
of the individual. In other areas of social policy, focusing on per-
sonal characteristics would be seen as ‘victim- blaming’, and might 
be considered offensive.

3.4.2  |  System issues

Many of the papers also give reasons for delays that are related 
to the process of discharge, such as administrative issues, fund-
ing and the availability of suitable placements. In most, these fac-
tors are identified from case notes and so vary significantly, often 
dependent on the local context and reporting categories used by 
specific services or staff at the time the notes were made. Some 
of the reasons given are also speculative rather than derived from 
data, and many lacked further explanation (e.g., a statement that 
there would be fewer delays if there were more suitable place-
ments available in the community, without any real attempt to de-
fine what ‘suitable’ means, consider what kinds of placements are 
available/missing or reflect on whether more or different place-
ments really would make a key difference— and no attempt to test 
any of this).

Lack of appropriate placement/services post- discharge
A significant number of papers that explored reasons for delays 
report the main issue as there being no community placement 
available, or no appropriate placement for the person's needs. For 
example, in Thomas et al. (2004), both responsible medical officers 
and nurses in a secure unit believed the majority of delayed trans-
fers were because alternative placements simply did not exist or 
beds were not available. Similarly, Watts et al. (2000), Nawab and 
Findlay (2008) and Cumella et al. (1998) all report more than 70% of 
people delayed due to a lack of suitable accommodation or day care, 
and Perera et al. (2009, p. 169) ascribe 47% of delays to there being 
no suitable facility available in the community. Similar themes also 
emerged from national reviews, with MWCS (2016) finding that 74% 
delays in Scotland were due to a lack of suitable housing and 64% 
due to a lack of suitable service provider. MacDonald (2018) simi-
larly reported that 51% of those delayed and in hospitals out of area 
were due to a lack of accommodation, with 15% because of a lack 
of service providers (not just accommodation). In Northern Ireland, 
Palmer et al. (2014) found the low number of new community place-
ments (termed ‘bed spaces’) was a factor in the slow progress made 
in discharging people.

However, it is sometimes difficult to know what this means: is 
it an absolute absence of placements, a lack of sufficiently special-
ised placements, a lack of fit between what providers can offer and 
what individuals need, and/or are the hospital- based staff consulted 
in these studies simply not aware of what placements are possible 
in the community? For example, both Devapriam et al. (2014) and 
Oxley et al. (2013) reported that the majority of delays— 50% and 
69% respectively— were actually due to difficulties in identifying 

and/or securing a suitable placement rather than simply a lack of 
placements:

Surprisingly, only one patient was delayed due to lack of 
availability of an appropriate placement in the commu-
nity; the rest had existing community placements identi-
fied and only one other patient had to wait for a bespoke 
placement to be commissioned. This reiterates that the 
reason for delay in most cases is a system issue rather 
than a lack of available placements for complex care in 
the community. (Devapriam et al., 2014, p. 213)

Where studies explored these issues in more detail, they pinpoint 
particular missing elements of community placements— for exam-
ple, a lack of specialist staff, training or an inability to meet par-
ticularly complex patient needs (MacDonald, 2018; MWCS, 2016; 
Washington et al., 2019; Watts et al., 2000). For a small minority the 
reasons for delays included not being able to go back home or back to 
their original placement, either because the patients' needs changed 
and staff or family could no longer cope (Nawab & Findlay, 2008; 
Oxley et al., 2013), the placement had become unavailable (bed 
filled) or their family circumstances had changed, for example one 
patient's parents had died and another's were in another country 
(Dickinson & Singh, 1991). Together, a “lack of placement” seems to 
indicate all or some elements of a future placement being missing, 
whether that be related to family circumstances, housing, the level 
of care needed and the specialism/training of staff. In one sense, 
all delayed discharges are caused in part by the ‘lack of a suitable 
placement’, almost rendering this category so broadly defined that 
it loses all meaning.

Funding of patient care
The availability of public funding (whether this is the high cost 
of services, delays in seeking approval for funds to be spent or 
disagreements between different health and social care partners 
as to who funds the person's care) was the second most common 
reason for delays in transferring to lower security, according to 
Thomas et al. (2004). MWCS (2016) also found 41% of people 
were delayed due to ‘funding issues’, while for Watts et al. (2000) 
‘insufficient funding’ contributed to 23% of delays. Funding is-
sues obviously affect the availability and suitability of a place-
ment and even where funding and placement issues have been 
reported separately, it is clear that these categories are not mu-
tually exclusive, e with many patients delayed for both reasons 
(Cumella et al., 1998; Devapriam et al., 2014; Perera et al., 2009; 
Watts et al., 2000). Sometimes, agreeing funding seemed to be 
the issue (rather than necessarily the amount of money available), 
with Cumella et al. (1998) finding nearly a quarter of patients were 
delayed due to funding disputes between local authorities and 
(former) health authorities, and Devapriam et al. (2014) finding 
a similar proportion of people were awaiting funding decisions. 
Without giving statistics, CQC (2020) identified funding avail-
ability, disputes, access and complexity as major contributors to 
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excessively long stays in hospital, and Palmer et al. (2014) noted 
significant difficulties in commissioning complex, individual care 
packages across health, social care and housing. As with labels 
such as ‘lack of suitable placements’, it is difficult to tell what de-
lays due to ‘funding’ actually mean in practice. After all, people 
are often delayed in very expensive hospital settings, suggesting 
not an absence of funding but perhaps that existing funding is 
stuck in the wrong place in an inflexible system: difficulties mov-
ing funding creates difficulties moving people.

Discharge process issues
Broadly, the literature highlights two areas of the discharge process 
that seem particularly problematic— waiting for assessments and a 
lack of proactive discharge planning, often not using tools or pro-
tocols that are already available. Both Devapriam et al. (2014) and 
Perera et al. (2009) found around half of discharges were delayed 
whilst awaiting a social care assessment. Regarding discharge plan-
ning, Mills et al. (2020) reported that 82% of patients having no 
future placement identified, MacDonald (2018) found that around 
half of people in the Scottish services under review had no active 
discharge plans, and in England, the CQC (2020) found that 60% of 
people had no quality discharge plan in place. This indicates that 
problems for discharges can occur at multiple stages of the inpa-
tient journey, including at the point of admission, which Devapriam 
et al. (2014) outlined as follows:

• Stage 1: Assessment of needs and identifying an appropriate
placement.

• Stage 2: Awaiting funding decisions from Local Authority and
Health Authority— including resolving disputes over responsibility.

• Stage 3: Awaiting authorisation of funding from the responsible
authority.

• Stage 4: Waiting for package to be ready, for example staff
trained, accommodation adapted.

Nearly half— and the largest proportion of patients— were de-
layed at the first stage for the longest period of time: an average 
of 4 months, but the longest reaching 2.5 years. MWCS (2016) also 
identified timing issues with the discharge process: for some pa-
tients, waiting for funding decisions at different stages resulted in 
potential placements being filled by someone else, indicating there 
were appropriate services but potentially not enough spaces in 
them, or a lack of mechanisms to prioritise people for transfer.

Changing service providers, policy and governance
Oxley et al. (2013), Devapriam et al. (2014), Mills et al. (2020), 
MacDonald (2018), MWCS (2016) and CQC (2020) also note a 
wider shift towards the use of private/independent providers in an 
increasingly multi- sectoral mix of services. They suggest this influ-
ences delays for a number of reasons: concerns over the transpar-
ency of the offer, questions about quality and appropriateness of the 
care provided (particularly by private providers), and the intersec-
tion of multiple agencies and providers making coordination harder.

Naturally, there are challenges in governing a complex, multi- 
sectoral system that directly impact discharge processes. In Northern 
Ireland, for example, Palmer et al. (2014) identified misalignments of 
funding streams and lack of coordination between health, housing, 
social services and social development departments to be a signifi-
cant barrier to progress in discharging delayed patients. An overall 
resettlement plan including monitoring and procurement was also 
lacking, with weak engagement with patients and families by Health 
Trusts. The CQC (2020) also highlighted how disputes between local 
and national commissioners or between health and social care stake-
holders can lead to a lack of agreement over responsibility for fund-
ing the person's care— especially during transition periods.

Governance issues also influence commissioning and CQC (2020) 
noted commissioners' fears as a barrier to developing community 
services, reporting that commissioners perceived higher risks in the 
community than hospitals with 24- h care, and sometimes incorrectly 
assumed community packages are more expensive than hospital 
beds. Cumella et al. (1998) also found different commissioning ap-
proaches influenced the extent of delays, identifying three distinct 
approaches:

• A ‘devolved’ approach— local teams organise transition process
and placements, commissioners approve funding.

• ‘No strategy’— reviewing patients' suitability for discharge/trans-
fer case- by- case.

• The ‘clinical approach’— a resettlement officer liaises between
providers and community teams throughout discharge process.

Of these, the third approach was identified as most successful 
in reducing delays, alongside specific discharge protocols and CTRs. 
This literature is from the late 1990s and refers to a period shortly 
after a significant effort at deinstitutionalisation, so relates less to 
recent policies and structures. However, the issues it uncovers sug-
gest that— both now and historically— the roles, responsibilities and 
processes relating to discharging patients with learning disabilities 
from hospital have been poorly defined and coordinated across 
health and social care systems in the UK.

3.5  |  Perspectives and voices

Above all, a key argument of this paper is that the perspectives and 
voices of people using services, their families and front- line care 
staff are often overlooked in the debate over delayed discharge (see 
Thwaites et al., 2017 for a similar argument with regards to older 
people in general hospitals). In our review, most of the data used de-
rives from bed censuses, case notes and the views of the individual 
researchers (often a medical practitioner). Remarkably, no academic 
journal articles we included were able to assess the prevalence of 
delay, suggest reasons for those delays AND include the voices of 
service users, families and front- line care staff. Whilst patient and 
family voices were entirely absent from the academic literature 
(see Table 3), they were sometimes present in the national reviews 
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included (which were usually authored by or in collaboration with 
a third sector organisation or national health and social care body). 
Even professionals' voices (nurses, doctors, ward managers etc) were 
only found in five of the 13 academic papers included. These were 
included either to assess the appropriateness of the level of secu-
rity for patients (Beer et al., 2005; Thomas et al., 2004), give fur-
ther detail as to the reasons for delay (Cumella et al., 1998; Kumar 
& Agarwal, 1996) or, in one case, give feedback on a new discharge 
protocol (Taylor et al., 2017). However, these sometimes seemed like 
‘add ons’ to the ‘main’ finding— the overall prevalence of delays (usu-
ally defined via bed census/case notes and based ultimately on the 
opinion of a lead researcher, usually a medic).

In contrast, the national reviews included from across the UK tried 
to include perspectives from a range of stakeholders— service users, 
carers, frontline staff, managers and commissioners. They did this using 
a range of methods such as questionnaires, focus groups, observations 
and interviews designed to delve deeper into the experiences and qual-
ity of care and practices involved, and the reasons behind delays. For 
example, Mills et al. (2020) included multiple perspectives at each visit:

Information was gathered, during site visits to each unit, 
from the patient, therapy staff, nursing team, clinical 
notes and prescription charts. It was not possible to have 
a discussion with the patients' families and carers …. 
(Mills et al., 2020, p. 21)

Palmer et al. (2014) also sought views on the effectiveness of the pol-
icy programme overall, using:

…consultations with policymakers, programme planners, 
service commissioners and senior managers involved in 
resettlement, and in the delivery of housing and support 
services to resettled people, to explore their views and 
perceptions of: the pace of and influences on the rate 
of resettlement; standards and issues in the provision 
of housing, care and support services; views about the 
aims of the resettlement programme and the extent to 
which they have been or are being achieved. (Palmer et 
al., 2014, p. 8)

TA B L E  3  Different perspectives included in previous research (or not)

Authors and date
Includes people using the services and/or 
families? Includes front- line staff and/or other professionals?

Alexander et al. (2011) No No

Beer et al. (2005) No Unit manager assessed ‘appropriateness of placement’ for 
each patient; data completed by a clinical lead who knew 
the patient

CQC (2020) Yes— visited and spoke to patients and 
carers

Yes— frontline staff and commissioners interviewed; 
questionnaires completed by service managers

Cumella et al. (1998) No Yes— nurses, consultants and staff responsible for purchasing 
learning disability services

Devapriam et al. (2014) No No

Dickinson and Singh (1991) No No

Kumar and Agarwal (1996) No Yes— nurses in charge of each ward completed the 
questionnaire, usually charge nurse or ward sister

MacDonald (2018) Yes— individual case studies supplied by 
Partnerships and by family carers

Yes— meetings with health and social care providers and with 
Health and Social Care Partnerships

MWCS (2016) Yes— spoke to individual patients, involved 
carers via meetings and questionnaires

Yes— questionnaires to clinical service managers and nurses, 
spoke to nurses

Mills et al. (2020) Yes— advocates worked with 17 patients 
directly

Yes— practitioners (multiple, including therapy staff, nursing 
team)

Nawab and Findlay (2008) No No

Oxley et al. (2013) No No

Palmer et al. (2014) Sister report on patient experiences of 
resettlement includes service users and 
carers

Consultations with policymakers, programme planners, 
service commissioners and senior manager

Perera et al. (2009) No No

Taylor et al. (2017) No 13 stakeholders (commissioners, nursing staff, clinicians, care 
staff, social workers etc) gave feedback on protocol

Thomas et al. (2004) No Responsible medical officers and primary nurses identified 
the appropriateness of security level for each patient

Washington et al. (2019) No No

Watts et al. (2000) No No
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3.6  |  Recommendations and implications 
for practice

Generally, the recommendations made fall into three broad types. 
Firstly, several studies stress the underlying principles of bet-
ter provision, such as more and better services in the community 
for people with learning disabilities and/or autistic people (Beer 
et al., 2005; Cumella et al., 1998; Dickinson & Singh, 1991; Kumar 
& Agarwal, 1996; Thomas et al., 2004). Many also see closer joint 
working and coordination of services between social services and 
the NHS as a priority (CQC, 2020; Devapriam et al., 2014; Mills 
et al., 2020; Nawab & Findlay, 2008; Oxley et al., 2013), including 
suggestions such as joint development of a greater range of com-
munity services or packages of care for complex needs (CQC, 2020; 
MacDonald, 2018). Secondly, studies make recommendations in 
terms of knowledge and information, both relation to services and 
to research— building understanding, gathering and reporting data 
and monitoring progress. Finally, there are specific recommenda-
tions for changes to the management and delivery of services for 
people with learning disabilities, and specific calls for improved dis-
charge processes. Almost all of the papers included call for more 
high- quality research— some specifically for studies comparing dif-
ferent sites, settings and approaches rather than studies of singular 
sites or interventions (Alexander et al., 2011; Taylor et al., 2017). 
Only one paper (Taylor et al., 2017) specifically recommends more 
focus on service user and family experiences and perspectives. In 
relation to services or the system, MWCS (2016), Perera et al. (2009) 
and CQC (2020) suggest a standard reporting and monitoring sys-
tem for delayed discharges, including reasons for delays (and admis-
sions), whether or not reviews have taken place and protocols been 
followed. Alexander et al. (2011) also recommend outcomes- based 
commissioning in order to capture the complexity of people's needs 
and perhaps avoid the largely useless exercise of trying to explain 
delays using individual characteristics as described above.

Many that include recommendations about the discharge pro-
cess itself call for more streamlined processes, earlier and better 
discharge planning with greater involvement of service users and 
families (CQC, 2020; Cumella et al., 1998; Devapriam et al., 2014; 
Nawab & Findlay, 2008) and consistent use of available tools, pro-
tocols and legal frameworks such as CTRs, the Care Programme 
Approach, the Mental Health Act and existing discharge protocols 
(Cumella et al., 1998; Mills et al., 2020; Nawab & Findlay, 2008; 
Watts et al., 2000). This includes one study calling for greater use 
of a specific decision making tool for addressing delayed discharges 
(Devapriam et al., 2014).

Other recommendations relate to responsibilities, governance 
and relationships between stakeholders at different levels, ranging 
from suggesting a national commissioner responsible for reducing 
delayed discharges (CQC, 2020) to a designated professional within 
local services whose remit is to manage and streamline discharges, 
like the resettlement officer or responsible person role proposed 
by Cumella et al. (1998) and Devapriam et al. (2014) respec-
tively. Linking to the purported lack of suitable placements in the 

community, some recommendations (but surprisingly few) champion 
changes to existing community provision. For example, Washington 
et al. (2019) focussed on specific skills training for those working in 
the community, in supporting people with a combination of learn-
ing disabilities or autism, mental health needs and challenging be-
haviour. MWCS (2016) call for specific training in positive behaviour 
support (PBS), specialist support for co- existing autism and specific 
support for families and carers in times of crisis, located in the com-
munity. Others call for dedicated rehabilitation spaces during any 
transition (Cumella et al., 1998; Taylor et al., 2017), or models which 
seek to reduce risk and readmissions by continuing clinical support 
from the current hospital team during and after the move to the new 
setting (Oxley et al., 2013; Washington et al., 2019).

4  |  DISCUSSION

This review has explored the extent of delayed discharges for 
people with learning disabilities from long- stay hospitals across 
the UK, the reported reasons behind these delays, the range of 
recommendations made to address the problem and the extent to 
which service users, families and front- line care staff have been 
engaged in previous research. We found that a very significant 
proportion of people across various long- stay settings are consid-
ered to be delayed or experiencing excessively long stays— some 
for decades. The reasons for this are broadly reported to be be-
cause of the extent or complexity of the individual's needs, or be-
cause of system issues such as a lack of suitable services in the 
community, disputes and issues with funding, poorly designed or 
implemented discharge or transfer processes, and wider problems 
with governance, commissioning and inter- agency relationships. 
However, the use of statistical analysis to link particular individual 
characteristics with delays or longer stays was generally unhelpful 
and lacked explanatory detail, running the risk of ‘blaming the vic-
tim’. Explanations such as ‘funding’ or ‘lack of suitable placements’ 
provide some sense of what might help, but often lack detail and 
may over- simplify more complex realities. Moreover, the range of 
solutions proposed to improve the situation around delayed dis-
charges often appear overly generalised, such as calls for more 
development of specialist community services and clarity over 
who has political and financial responsibility for the problem, is-
sues which have already been highlighted in decades of UK policy 
programmes.

4.1  |  Limitations

A very limited number of articles met the inclusion criteria, and the 
lack of inclusion of patients and family members' voices in the aca-
demic studies included is notable. Considering this is a high- profile, 
long- term and hotly debated issue, it appears to be significantly 
under- researched, with existing claims to knowledge limited to a 
handful of very context- specific/professionally- dominated studies 
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and national reviews in response to particular controversies. An ad-
ditional limitation is that delayed discharge (or ‘being stuck’ in hospi-
tal) is defined and reported so inconsistently across the UK, resulting 
in such varied terminology that meaningful comparisons of rates of 
delayed discharges across different studies and locations are very 
difficult. The lack of patient and family involvement in the academic 
research studies could relate to the complex methodological and 
ethical considerations needed to work more closely with this popula-
tion in research, (which academics may find prohibitive when seeking 
undertaking research in this area), or it could be that there is a philo-
sophical divide between quantitative and qualitative methods: very 
few studies assessed both the prevalence of delayed discharges AND 
directly gathered qualitative data on the experiences of the people 
involved. In particular, it could be that— as a society— we do not value 
the lived experience of people who draw on care and support and 
their families— as a source of insight and expertise in its own right. 
Either way, these perspectives are the most notable absence in the 
literature and this inevitably results (at best) in a partial picture of 
why people are stuck in hospital and what might make a difference.

5  |  CONCLUSION

Above all else, any further research in this area must include the lived 
experience of people living in long- stay hospitals and their families, as 
well as the practice knowledge of front- line staff. Such perspectives 
represent a key form of expertise that we neglect at our peril, and it 
is difficult to see how we might produce genuine solutions to these 
longstanding issues without drawing more fully on these insights. 
Linked to this, there is a need to move beyond broadbrush explana-
tions (‘lack of suitable placements’ etc) to unpick what this actually 
means, understand what might be needed to resolve the perceived 
issue and actually put such proposed measures in place. Future re-
search and policy should also adopt standardised definitions, as is the 
case in other service settings (general hospital care for older people, 
for example). Proxy indicators of delayed discharge such as length of 
stay or number of people with discharge plans, coupled with a general 
lack of precision in terms of definitions, mean that data cannot be ag-
gregated and that the extent of the issue cannot be fully understood. 
Beyond the prevalence of delay, there is also insufficient understand-
ing of the amount of time different people are delayed, what this feels 
like and the impact it has on subsequent outcomes. Despite wide-
spread and longstanding official commitment to enabling people with 
learning disabilities and/or autistic people to come out of long- stay 
hospitals and lead more ordinary lives in the community, too many 
people are still ‘stuck’ in hospital— and it is nothing short of a national 
scandal that we still do not know enough about why this is or what 
would genuinely make a difference.
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Annex A 
DEPARTMENT OF HEALTH  
DRAFT POLICY GUIDANCE CIRCULAR 

DRAFT PERFORMANCE MANAGEMENT FRAMEWORK FOR THE HEALTH AND 
SOCIAL CARE (HSC) SYSTEM 

Introduction 
1. This draft policy guidance circular sets out the enhanced framework for

managing performance and accountability for Health and Social Care (HSC). The
draft Performance Management Framework (“the Framework”) will be introduced
during 2017/18 and fully implemented in 2018/19. The draft Framework covers all
HSC service delivery activities.

Background 
2. The existing HSC performance management arrangements have been in place

since 2009 and are detailed in the HSC Framework Document. Following the
Ministerial decision to close the Health and Social Care Board which has had
statutory responsibility for performance management since it was established
under the Health & Social Care (Reform) Act (NI) 2009, a review of  the existing
arrangements has been undertaken to inform the development of a new
performance management system  to address the weaknesses in the existing
arrangements.  The Department also committed under Action 1/Commitment 1 in
its ‘Elective Care Plan: Transformation and Reform of Elective Care Services’,

published in February 2017, to introduce enhanced arrangements for
performance management and accountability for delivery. The Plan stated that
“Performance Management Arrangements for delivering existing capacity will be
further strengthened ensuring that HSC organisations and individuals are held
accountable for the delivery of agreed outcomes”.

3. This draft Framework therefore introduces enhanced performance management
arrangements which address a number of key issues that are fundamental to
improving performance across the HSC. These are:

 The need for a broad suite of clinically agreed population health and well-
being outcome measures;

 Targets must be deliverable and drive improvement;
 Clarifying accountability roles and responsibilities to focus on performance

improvement;
 Internal Trust accountability processes to be strengthened;
 Effective service improvement support;
 Effective escalation measures.

The Performance Management Framework 
4. The following section sets out the key features of the enhanced system for

managing performance and accountability in the HSC.
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Clinically agreed population health and well-being outcome measures 
5.  Performance management / accountability arrangements will reflect a broader 

suite of population outcome measures directly associated with improving patient 
safety, quality and experience.  It is recognised that many Commissioning Plan 
Direction (CPD) access targets do reflect safety and quality, for example cancer 
waiting times, however it is considered that these should be complemented with 
a broader suite of clinically developed and supported population health and well-
being outcome measures. Staff wellbeing measures should also be included. 

 
6.  A key initial action in this draft Framework is therefore for the Department, 

guided by health and social care professionals, and through a PPI and co-
production approach to identify such additional outcome measures. In 
implementing this action the Department will take account of earlier preliminary 
work by the Department and other outcome measures developed by the HSC 
Trusts,  in order to gain consensus on a suite of measures across health and 
social care which can be monitored over time to assess improvements in 
population health outcomes, and measures of safety, quality, flow and 
productivity linked to Programme for Government (PfG) commitments and 
consistent with the emphasis on outcomes based accountability.   

 
Targets must be deliverable and drive improvement 

7. In many areas, providers’ performance against CPD targets and standards has 

reduced considerably in recent years.  This is due to a range of factors, but 
includes increases in demand for services that it has not been possible to 
respond to due to the wider financial position, and under-delivery against 
capacity.  This has led to reporting against CPD targets becoming less 
meaningful, and the purpose for which targets were introduced – to drive 
improvement, no longer being fulfilled as they are seen as unrealistic by the staff 
responsible for delivering them. 
 

8. An inability to fund increased demands in the system is only one of a complex 
range of factors which impact on performance. In particular the workforce 
challenges to secure sufficient capacity has become more acute in recent years, 
and such challenges will be acknowledged in revised accountability 
arrangements. 
 

9. This difference between the level of performance specified in CPD targets, and 
the level of performance that can reasonably be expected in a given year has 
also impacted on the effectiveness of performance management arrangements.  
Providers and their staff involved in delivering services need to believe they are 
being held accountable for a realistic level of performance, that can be achieved 
with appropriate focus and effort.  
 

10. Performance Improvement Trajectories will therefore be introduced during    
2017/18 specifying the level of performance to be achieved in that year on a 
journey of improvement towards the Ministerial targets.  Initially these would be 
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introduced for a small number of service areas and expanded during 2018/19. 
The initial focus will be on Unscheduled Care (4 hour), Ambulance response 
times, Elective Care (delivery of core activity), Cancer waiting times and Mental 
Health waiting times. 

 
11. Performance Improvement Trajectories do not replace Ministerial targets, but 

should set out the expected level and pace of improvement towards achievement 
of targets in light of financial and workforce pressures and other circumstances. 

 
12. Importantly, Performance Improvement Trajectories will be agreed at the start of 

the financial year, or relevant period, between Trusts and the Department.  Trusts 
will propose the level of performance they consider they can deliver based on 
robust improvement plans, for approval by the Department.  The HSCB/PHA 
(and in due course the future PHA) will advise the Department in relation to the 
acceptability of Trusts’ proposed Improvement Trajectories, which will be 
expected to be:  
   

 
 realistic and stretching, representing the maximum that each provider  

can reasonably be expected to deliver; 
 reflect improvement on the previous year; 
 based on reasonable assumptions for activity, that the provider has  

sufficient capacity to deliver; 
 underpinned by coherent and robust modelled activity and financial  

projections – cognisant of challenges and variations in seasonal demand 
for services. 

 maximise efficiency and transformation opportunities. 
 

13. It is recognised that the pace of improvement will be dependent on a range of 
factors, not least the very challenging financial environment in the year ahead. 

 

14. In assessing individual Trust performance against agreed Performance 
Improvement Trajectories, recognition will also be given to the importance of 
Trusts adopting a collaborative approach to address particular challenges in one 
or more Trusts and improve regional performance, and the impact this may have 
on individual performance.  

 

15. Consideration will be given to publishing the planned improvements and to 
reporting progress against them in the public domain to provide a more accurate 
assessment of performance and demonstrate evidence of an improvement 
journey towards full achievement of CPD targets over time. This could include 
development of a website similar to the National MyNHS website which provides 
public access to performance information at Trust level.     
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16. The introduction of Trust-specific performance improvement trajectories will form 

the basis of performance management arrangements within Trusts, and with the 
Department, and the following sections reflect that.        

  Accountability roles and responsibilities focused on performance improvement 
17. The HSC Framework Document makes it clear that all HSC bodies are directly 

accountable to the Department for the discharge of their functions. However it 
also states that the HSCB is responsible for the ongoing monitoring of Trusts’ 

progress against targets set by the Department, and for addressing issues of 
under-performance where they arise, escalating to the Department only where 
necessary.  This has resulted in an element of ambiguity, and therefore the 
Ministerial commitment in November 2015 that the Department will take lead 
responsibility for performance management has provided the basis for 
developing this draft Framework which clarifies the position.  

 
18. It is envisaged that the future operating model for the PHA will be expected to 

provide professional advice to the Department with regards to performance (and 
financial) management, and support to Trusts within an overall cycle of 
continuous engagement and improvement on any given service or care area. 
This will be particularly important given the close working of the PHA with Trusts 
in understanding the issues impacting on service delivery challenges and 
identifying actions to address these. 
 

19. Given that the primary performance management role should be undertaken 
within Trusts, including by Trust Boards, the key regional forum for holding 
service provider organisations, mainly HSC Trusts, to account for their 
performance will be the Department’s existing accountability review meetings. 
 

20. The arrangements for these meetings will be  revised to ensure they are fully 
effective as the primary forum for performance management, including their 
frequency.,  The  revised format for these meetings will review organisational 
performance across five domains of accountability: 
 

 Safety, Quality and Experience of Care; 
 Finance and Use of Resources; 
 Operational performance / service delivery; 
 Strategic Change; 
 Leadership and improvement capability. 

 
21. The implementation of this draft Framework will include further work to integrate 

the commitments in local Community Plans and other cross-sectoral 
commitments such as CYPSP, following their publication. This work will align 
operational processes with an Outcomes Based Accountability approach to 
performance management.    
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22. The revised accountability review meetings, similar to the existing ground 
clearing meetings, will take place between the DoH sponsor lead and provider 
organisations supported and advised by the PHA.  The frequency of these will be 
considered, but is expected to be at least quarterly.  Indicators of performance 
against all five domains above will be reviewed, including progress towards 
agreed Performance Improvement Trajectories. 

 
23. The approach will be underpinned by the principle of earned autonomy, and 

issues will only be considered where Trusts’ performance is not in line with 
agreed Performance Improvement Trajectories.  Where this is the case, Trusts 
will be expected to demonstrate an understanding of the reasons for deviation 
from agreed improvement trajectories, describe the actions being taken to 
address the position, and agree a revised level and pace of improvement.  
 

24. It is only where this revised level of improvement is not achieved, or where the 
deviation from agreed trajectory is of such concern, that the issue will be 
escalated to the bi-annual accountability meetings between the DoH Permanent 
Secretary and Trust Chair and Chief Executive.  Where that is considered 
appropriate, a further timescale for improved performance will normally be 
agreed before further escalation measures are considered.   

 
    Strengthened Internal Trust accountability processes 

25. Consistent with the principle that it is Trusts’ responsibility to deliver an 

acceptable level of performance without the need for intense external monitoring 
or oversight, it is necessary to ensure that Trusts’ internal accountability 

arrangements are robust and effective. 
 

26. In order to identify elements of best practice across Trusts, and to ensure a 
consistent approach in relation to the information that is presented to Trust 
boards the Trust Directors of Performance have undertaken a review of existing 
internal arrangements. Taking account of this, a number of changes are to be 
adopted by all Trusts to strengthen their current arrangements. These include: 

 All Trusts to report a regionally agreed core suite of performance 
indicators across the full range of organisational responsibilities 

 Formal performance management arrangements should be introduced / 
enhanced at all levels in the organisation – Service teams, Directorate, 
Chief Executive, Trust board – all reviewing consistent information and 
ensuring a full understanding of key performance issues / risks, the 
actions being put in place to address, deliverability, timescale and clarity 
of outcome 

 Progress against agreed Performance Improvement Trajectories must 
form a central part of internal performance management at all levels 
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 Trust Directors of Performance (or other lead nominated by the Chief 
Executive, for example Deputy CX) should have the explicit role to 
undertake an effective challenge function across all service areas on 
behalf of the Chief Executive 

 Trust Directors of Performance should share expertise and enhance skills 
through the HSC DoPs network  

 Trust Non-Executive board members should be appropriately trained and 
have access to external expertise and support in order to effectively carry 
out their key role in relation to performance management. This should be 
a key part of the annual appraisal for chairs 

  A process of peer review will be introduced across Trusts in relation to 
internal performance management arrangements, including but not limited 
to, Directors of Performance participating in occasional performance 
review meetings with Directors and their teams from other Trusts   

 The DoH system of assessing Trust Board effectiveness, including the 
annual audit,  will be reviewed and enhanced to support Trust boards in 
the discharge of their performance management role 

 Departmental and PHA officers will attend occasional Trust board 
meetings to observe how the Trust board is fulfilling its performance 
management function. The frequency of this attendance will be related to 
the level of performance delivered.   

27. The above arrangements should operate on the basis of earned autonomy. If 
agreed pace and levels of performance improvement are being delivered in a 
particular area, a proportionate approach should be taken. The focus should be 
on areas where agreed levels of improvement are not on track to be achieved, 
and for these: 

 Ensure there is a clear understanding of the reasons for current 
performance; 

 Ensure a robust plan is in place to improve performance, with clear 
outcomes and timescales; 

 Enhanced monitoring of progress. 

There is also a responsibility on Trusts to escalate areas of concern and provide 
early notification to the Department of issues that are likely to have an adverse 
impact on performance, together with details of the actions being taken and any 
support required. 

 
          Service improvement support 
28. A consistent message from the engagement with Trusts has been the continued 

need for regional support in working together to develop ‘once for NI’ solutions 

that are not driven primarily by organisational boundaries, for example the work 
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on breast assessment services. There is also a need to identify and share good 
practice to improve services and to facilitate regional approaches and 
collaboration to address service delivery challenges in one or more 
organisations, to scale-up small scale changes that have been shown to be 
effective. 

 
29. While much of the expertise and examples of good practice exist locally, the 

regional service improvement support would also include identifying and securing 
the support of additional expertise outside of Northern Ireland. 

 
30. It is therefore envisaged that the service improvement support currently provided 

by HSCB / PHA across a wide range of service areas including HCAI, mental 
health, children’s services, elective care, unscheduled care and cancer will 

continue as a key role of the future operating model for the PHA, by supporting 
Trusts to identify the issues impacting on service delivery and the actions to 
address these and secure improvements across the suite of measures for any 
given service/care area. 

 
31. To respond effectively in circumstances where it is considered that a more 

intensive level of support is required, the Department will establish a dedicated 
Performance Improvement Register comprised of HSC professional staff who 
have the necessary skills, expertise and resources to provide additional, focused 
support to Trusts to deliver rapid and sustainable improvement.   

 
32. It is envisaged that these service improvement roles will be consistent with and 

support the work of the emerging Improvement Institute. 

          Effective escalation measures 
33. As outlined earlier in this draft Framework, formal escalation should only be 

invoked after informal engagement to seek improvement has been exhausted 
and it is judged that there is no reasonable alternative. In recent years, escalation 
has taken a number of forms, including more frequent and enhanced monitoring, 
the requirement to produce improvement plans, the withdrawal of funding related 
to under-delivery of contracted volumes of activity, placing an organisation in 
Special Measures and the implementation of intensive external support. 

 
34. This range of measures has had varying success in securing improved 

performance, and evidence from elsewhere doesn’t indicate a consistent view on 

the most effective incentives and sanctions in relation to operational 
performance. 

 
35. As already outlined, it is inherently Trusts’ responsibility to deliver agreed levels 

of performance without the need for intense external oversight, and therefore 
Trusts will need to have effective internal escalation arrangements in place. 
There will however be occasions where the Department considers it necessary to 
invoke escalation measures in relation to unsatisfactory performance, and taking 
advice of the PHA. Further work will be undertaken to develop a proportionate 
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range of effective escalation measures that will achieve the desired outcome of 
improved performance. As part of this work, consideration will also be given to 
identifying appropriate incentives to recognise strong performance and drive 
further improvements.   

 
Conclusion 
 
36. The enhanced arrangements set out in this draft Framework aim to bring more 

closely together the HSC systems for planning and performance, quality and 
safety, and resource management. The draft Framework will be introduced 
during 2017/18 and fully implemented in 2018/19.  

 
37. The Framework will be kept under review and further adapted as appropriate in 

light of ongoing organisational changes and the reform of the delivery of health 
and social care.   
 

 
 
 
DEPARTMENT OF HEALTH 
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Introduction 

This is an overview report, prepared by the Directorate of Social Care and 
Children detailing the requirements, processes and issues arising within Health 
and Social Care Trusts as reported under the Scheme for the Delegation of 
Statutory Functions. 

The Health and Social Care Board (HSCB) and Trusts apply a set of principles to 
govern the Discharge of Statutory Functions.  These state that the Discharge of 
the Delegated Functions should:- 
• ensure clarity as to who is actually responsible on the ground in any

particular case;
• be consistent with the strategic commissioning role of the HSCB;
• preserve the operational freedoms of the Trusts.

The individual reports submitted by each Trust are available, but they 
represent only the beginning of a process of dialogue with the Trusts that 
continues throughout the year. Action notes are produced and agreed with 
each Trust and updated throughout the year. This report provides the HSCB 
with an overview of the current issues and is supplemented by a statistical 
report which is appended.   

Background 

The Scheme for the Delegation of Statutory Functions sets out the 
arrangements between the Health and Social Care Board (hereafter referred to 
as ‘the Board’) for the discharge, under The Health and Personal Social Services 
(Northern Ireland) Order 1994 of relevant Personal Social Services (PSS) 
functions by Health and Social Care Trusts on behalf of the Health and Social 
Services Boards. These functions were transferred to the Health and Social 
Care Board under Section 24 of the Health and Social Care (Reform) Act 
(Northern Ireland) 2009. 

The Scheme describes the fundamental principles, values and accountability 
relationships which will underpin the delivery of services.  It specifies within 
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the Personal Social Care Services programmes of care, including general 
services to people in need, the powers and duties which the HSCB has 
delegated to the Trusts. 

To assist the implementation of the 1994 Order, the, then Department of 
Health, Social Services and Public Safety (DHSSPS) provided guidance on the 
accountability framework and on the arrangements which should exist 
between the Department, Boards and Trusts.     

This has been supplemented by the guidance set out in Departmental 
Circulars, Circular (OSS) 3/2015 HSC Statutory Functions and Circular (OSS) 
4/2015 Professional Oversight of the Discharge of Delegated Statutory 
Functions (these Circulars replaced previous guidance contained within 
Circular HSS Statutory Functions 1/2006 as of the 10th December 2015). 

Accountability is a key element in the Discharge of Statutory Functions and is 
part of the main provisions within the Scheme. 
Trusts, as corporate entities, are responsible in law for the discharge of 
statutory functions delegated to them.  The HSCB is responsible for 
commissioning services to meet the needs of their populations and spending 
monies allocated to them to secure the delivery of Health and Personal Social 
Services in line with the Scheme for the Delegation of Statutory Functions. The 
1994 Order requires the Trust to specify how it will discharge statutory 
functions in line with Departmental and HSCB guidance and current good 
practice. 

The Trust is accountable to the HSCB for the effective discharge of statutory 
functions delegated to them as well as the quantity, quality and efficiency of 
the service it provides. 

The HSCB also has a role in quality assuring the discharge of those relevant 
functions which they have delegated to Trusts. 

The HSCB and the Trusts have adopted a partnership approach to promote the 
welfare and safeguarding of children and vulnerable adults and maintains its 

Exhibit 10
MAHI - STM - 333 - 88



responsibility to keep the Department informed of the outcome of the quality 
assurance arrangements in respect of Trusts’ discharge of relevant functions.  
 
Reporting  
 
The HSCB has agreed the monitoring arrangements with the Trusts together 
with the information that will be provided and at what intervals.  The HSCB 
requires that the Trusts will produce an annual report in the specified format 
on how the Trust has discharged their functions no later than the end of May 
each year. 
 
The HSCB has also agreed arrangements to ensure that at the midpoint of the 
year the Director of Social Care and Children receives a report from the Trust 
Social Care Governance Officer on behalf of the Executive Director of Social 
Work.   
 
This annual report (1st April 2016 – 31st March 2017) highlights issues and 
trends and in particular drawing to the Director’s attention any emerging 
breaches of statutory functions which require immediate action, updates on 
the Trust Risk Registers and the reporting requirements under Corporate 
Parenting duties as specified in Departmental Circular CC3/02 – Roles and 
Responsibilities of Directors for the Care and Protection of Children.   
 
 
 
 
  

Exhibit 10
MAHI - STM - 333 - 89



CHILDREN’S SERVICES 
 
In compiling this section the Health and Social Care Trusts have provided data 
and information reflecting the duties outlined in Department of Health Circular 
CC3/02 ‘Roles and Responsibilities of Directors for the Care and Protection of 
Children’.  
 
Commentary and analysis will therefore focus on the following service areas:- 
• Children in Need, including children with disability, child and adolescent 

mental health services (CAMHS) and unallocated cases; 
• Child Protection; 
• Looked After Children; this will comment on children in residential child 

care, foster care and children placed at home with parents; 
• 16+, Young Homeless and Separated / Trafficked / Unaccompanied 

Children 
• Fostering Services 
• Adoption Services, including Inter-country Adoption; 
• Early Years Services 
• Representations and Complaints 
 
1 CHILDREN IN NEED 

 
1.1 Child Care Population by Trust 

 
The table below sets out the number of children, from birth to 17 years old 
resident within each Trust. While Trusts have a statutory duty for children i.e. 
0-17 years and as relevant young people who had been looked after and to 
whom The Children (Leaving Care) Act (Northern Ireland) 2002 applies, the 
population breakdown helps to demonstrate variations in population across 
Trusts, explain funding arrangements and provides one measure to aid 
performance management and benchmarking.    

Across all age groups, the Northern Trust has the largest population i.e. 25% of 
those resident in Northern Ireland, while the Western Trust has the smallest 
population with 16.8% of the resident population.  
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Twenty three per cent of the total population in N Ireland is aged 0-17 years. 
Under the Leaving Care Act the Trusts have responsibilities extending through 
to young people aged 21 years or 24 years where they are completing a course 
of education. 

Table 1: Population by Trust 0-17 years  

The Northern Ireland Statistics and Research Agency 2016 Mid-Year Estimates 

Age 
Belfast 
Trust 

Northern 
Trust 

South 
Eastern 

Trust 

Southern 
Trust 

Western 
Trust 

NI Total 
Population 
1,862,137 

0-17years 76,161 108,744 81,026 96,257 73,379 435,567 
% Share of 
0-17 year 

olds 
17.5% 25.0% 18.6% 22.1% 16.8% 100% 

 
 
1.2 Children in Need - Referrals 
 
The table below shows the numbers of children referred from April 2014. 
While referral figures continue to fluctuate, activity remains high across each 
of the Health and Social Care Trusts (Trusts).  The South Eastern Trust 
continues to have the lowest regional referral rate while the Belfast Trust has 
the highest overall rate.   
 

Table 2: Children Referred for an Assessment of Need  

 Oct. 16- 
Mar. 17 

Apr 16 – 
Sept 16 

Oct.15  - 
Mar 16 

Apr 15 –
Sept 15 

Oct. 14 – 
Mar 15 

Apr 14 – 
Sept 14 

BHSCT 4830 4812 3944 3424 5041 4372 
NHSCT 4614 5103 4365 4259 5332 4286 
SEHSCT 2841 2659 2585 2951 2771 2797 
SHSCT 3066 2986 2971 3247 3210 3180 
WHSCT 3436 3271 3373 3005 3150 4279 
TOTAL 18787 18831 17238 16886 19504 18914 
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1.3 Total Number of Children in Need by Trust 
 
Table 3 sets out the number of Children in Need known to each Trust.  The 
data reflects a similar trend as that for children who are referred for 
assessment (Table 2).   
 

Table 3: Children in Need by Trust  

 Mar 17 Sept 16 Mar 16 Sept 15 Mar 15 Sept 14 
BHSCT 4262 4778 5153 4939 5739 6416 
NHSCT 5326 5056 4986 5181 5067 4983 
SEHSCT 3837 3721 4146 3657 3731 3809 
SHSCT 4875 4818 5264 5368 4569 4325 
WHSCT 4437 3632 5149 4896 4728 4837 
TOTAL 22737 22005 24698 24041 23834 24370 

 
In relation to ethnicity 78% of children are reported to be from a ‘white’ ethnic 
background, compared to last year when the figure was reported as 73%. This 
data will be monitored given the increasing diversity of the population to 
ensure accessibility of services to all.  
 
 
1.4 Children with Disabilities 

 
Four thousand six hundred and forty six children with disabilities were in 
receipt of services from social care professionals at the 31st March 2017; this is 
an increase of 284 on the September 2016 figure.  The majority of children are 
diagnosed with a learning disability.  This data excludes children supported by 
other Trust services e.g. paediatrics, Allied Health Professionals etc.  

In relation to children with Autistic Spectrum Disorder (ASD), Attention Deficit 
Hyperactivity Disorder (ADHD), Trusts report an increasing number of children 
being referred, for example the referral rate at the 31st March 2013 was 616 
compared to 1,717 at the 31st March 2017.  This increase may be attributed to 
a number of factors including improved referral, recording and diagnosis.  
Work is also well advanced on a new integrated model which brings together 
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CAMHS, ASD, ADHD and behavioural services.  Additional funding has enabled 
Trusts to recruit staff, which should significantly help to reduce the numbers of 
children and young people waiting greater than 13 weeks for a diagnosis. 

The challenge of supporting children with complex health care needs has been 
raised by all Trusts as an increasing service pressure. To this end additional 
funding has been provided to enable each Trust to recruit 6 specialist foster 
carers. Recruitment is progressing.   

A key theme from all Trusts is the area of transition between children’s and 
adult’s services and varying criteria between services and across the adult 
Programme of Care (POC) .  This, given the legislative changes from the new 
Special Educational Needs (SEN) act, will bring challenges and a need for co-
ordinated planning between Trusts and Education colleagues for children in 
the process of  transition. The data returns in respect of children with a 
disability and transition planning remains inconsistent with some Trusts failing 
to provide the data required. 

1.5 Unallocated Cases 
 
The number of unallocated cases within Trusts is constantly monitored.  Table 
4 shows the variability in numbers from March 2013.  
 
At 31st March 2017 there were 281 unallocated cases, the lowest number from 
March 2013.  The South Eastern Trust has had the highest number of 
unallocated cases over the last 3 reporting periods.   The HSCB continues to 
work with Trusts to address this issue. 
Table 4: Unallocated Cases 

 At March 
2017 

At March 
2016 

At March 
2015 

At March 
2014 

At March 
2013 

Belfast 72 104 45 45 24 
Northern 19 37 82 82 91 

South 
Eastern 105 179 150 71 5 

Southern 44 44 27 44 50 
Western 41 15 95 105 66 
TOTAL 281 379 399 347 236 
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1.6 Child and Adolescent Mental Health (CAMHS)  
 

The total number of referrals accepted across all CAMHS services for the 
financial year 2016/17 has shown an almost 17% increase from the previous 
year.  Although the number of referrals to the service increased, the rate of 
acceptance remains consistent with rates of recent years.  Trusts report 
increasing complexity in the referral profile which will be better understood 
through the information being gathered as part of the new CAMHS dataset.   

The numbers of Looked After Children (LAC) waiting to be seen by CAMHS 
across the region at year end totalled 11. Trusts have protocol arrangements in 
place to support access to CAMHS by LAC while ensuring access overall is 
based on clinical need and not on status alone. Improving the service response 
to LAC in respect of their emotional and mental health needs is part of the 
focus of the Review of Regional Facilities which is due to report in August 2017.  

The total number of breaches of the 9 week target at year end 31st March 
2017, was 86.  Eighty four of these were in the Belfast Trust with 2 in Southern 
Trust.  The Western Trust who had been showing a recurring breach position 
reduced to zero following revision of their service model for ADHD which had 
accounted for the majority of their breaches. The breaches in the Belfast Trust 
are in the main due to staffing issues with staff on sick or maternity leave. The 
risk of breaches across the region remains an issue and regular monitoring is 
necessary, paying regard to increases in referrals, and the Trusts’ reports of 
increasing complexity. 

The combined average rates for both DNA (Did Not Attend) and CNA (Could 
Not Attend) (taken from the CAMHS dataset, April – November 2016) for first  
appointments show a notable increase across the region (25%)1. The CNA rate 
for review appointment shows a marginal reduction to 12.5% from 13% as it 
was at the mid-year point. Trusts are proactive in reallocating appointments to 
minimise loss of available clinical time. The HSCB will be working with the 
Trusts to specifically target this area for service improvement.  

1 Figures for 2016/17 are available for the period April – November 2016.  From December – February 2017 the 
new data set was being piloted and figures need to be extracted from Trusts returns for this period and for 
March 17 returns to have consistent data for the full year. 
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The total number of admissions to adult wards for 2016/17 totalled two, both 
having occurred in the first half of the year.  Both young people were 17 years 
old.  This low number of young people admitted to adult wards reflects the 
impact of Crisis Resolution & Home Treatment Teams in reducing admissions.  
This is further reflected in the overall reduction in the numbers of young 
people admitted to Beechcroft.   
 
1.6.1 Children Detained 
 
Twenty two children (11%) were detained under The Mental Health (NI) Order 
1986, all of whom resided within the Belfast and South Eastern Trusts.  Equity 
of access to regional mental health services has been raised within the Review 
of Specialist Regional Facilities. This will be explored further with Trusts in 
order to gain an understanding of issues arising and gain a clearer 
understanding of this apparent anomaly.     
 
1.6.2 CAMHS Strategic developments 
 
1. The HSCB & PHA published the final report of the Sensemaker Audit of 

CAMHS & Paediatric Autism Services undertaken as part of 10,000 Voices 
Project which is designed to capture the lived experience of people who use 
services.  A total of 456 responses were made and the findings and key 
messages have been incorporated into the design of a new service model 
which is pending finalisation and Ministerial approval.   

 
2. The new Integrated Care Pathway has been finalised and work is focused on 

design and formatting.  The new Pathway will be published in the autumn 
2017. 

 
3. The CAMHS minimum dataset was piloted across all Trusts from December 

2016 – February 2017.  The new dataset has been live since 1st April but 
further work is required within Trusts to ensure their respective information 
systems are capable of capturing the data as egionally agreed.  
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4. The establishment of a Managed Care Network for Acute CAMHS remains a 
work in progress. A bid has been made to the Department of Health (DoH) 
for investment to appoint a clinical director and an operational manager 
which is recognised as necessary to support the network but a final decision 
on the availability of funding is still pending.  Nevertheless the members of 
the Partnership Board for the network continue to work to develop a more 
standardised model of service response to young people presenting in crisis, 
regardless of setting and putting arrangements and protocols in place that 
reflect the integrated approach and service model. 

 
5. CAMHS together with children’s services as a whole remains significantly 

underfunded. The HSCB has identified the prioritised investment necessary 
for CAMHS, to address the significant shortfall and to support service 
development based on population need, which has been submitted to the 
DoH. 

 
 

2 CHILD PROTECTION  

The HSCB requires each Trust to keep a register of every child in its area who is 
considered to be suffering from or likely to suffer significant harm and for 
whom there is a child protection plan. The register is a list of children who 
have unresolved child protection issues who are currently the subject of an 
interagency child protection plan (Source Regional Child Protection Policy and 
Procedures section 7.1). 
 
The HSCB continues to collate and monitor statistical information for each of 
the five Trusts on a quarterly basis. Data is shared with the Safeguarding Board 
for Northern Ireland (SBNI) to assist with the discharge of its duties. 
 
As at 31st March 2017 there were a total of 2,132 children on the Child 
Protection Register (CPR), a slight reduction on the March 2016 figure of 2,146 
but a notable increase on the March 2014 figure of 1,914.  Since 2014 there 
has been an upward trend on child protection registrations which peaked in 
March 2011 at 2,401 and then reduced until 2014.  All of these children had an 
allocated Social Worker and a Child Protection Plan implemented.   
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(In general terms the number of children on the CPR has fallen from 2,401 in 
March 2011 to 2,146 in March 2016.  This figure has then subsequently risen 
again slightly to 2,132 as at 31st March 2017).   
 
The Northern Ireland rate per 10,000 of the child population is 49.1, England 
43.1, Wales 49.0 and Scotland 30.0.  It must be noted however the overall 
number of child protection referrals has fallen from 4,804 in 2010/11 to 4,021 
during 2016/17.  The main category of abuse for the CPR is physical abuse at 
34%, followed by neglect at 28%.  Nine per cent of children are on the CPR for 
emotional abuse whilst 7% of children are on the CPR for sexual abuse.  
Neglect and physical abuse remain the highest multiple categories at 18%.   
 
During the reporting period there were 2,139 registrations, 397 of which were 
re-registrations and there was a total of 2,169 young people de-registered 
from the CPR.  
 
The highest age category was 5-11 years with 800 (38%) and there were 
slightly more males (51%) than females on the CPR register.   
 
The Southern and the Northern Trusts had the highest number of children on 
the CPR at 579 and 459 respectively, with the Southern Trust at the highest 
rate at 60.9 per 10,000 for 0-17 year olds.  The Belfast Trust had the lowest 
number at 347 while the Northern Trust had the lowest rate at 42.3 per 
10,000.  The Southern Trust has reviewed the threshold for entry into the Child 
Protection system and has concluded that the cases are being appropriately 
responded to within the child protection process. Further work is required to 
more clearly understand the regional variation.   
 
During the reporting period Belfast, Northern and South Eastern Trusts had a 
decrease in the number of children on the CPR whilst Southern and Western 
Trusts reported an increase on the number of children on the CPR.  From 
March 2011 to March 2017 the number on the CPR had fallen from 2,401 to 
2,132 which represents a fall of 269 children (11%) during the period.   
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During the reporting period there were 40 children on the CPR with a disability 
(8 physical and sensory disabilities, 32 with a learning disability).  Work is 
underway to improve the collection of this data as part of the Understanding 
the Needs of Children in Northern Ireland (UNOCINI) implementation process.   
 
Forty three per cent of children on the CPR were Roman Catholic whilst 10% 
were Presbyterian, 8% were from a Church of Ireland background and 23.2% 
were noted as other denominations.  A further 10% of children on the CPR had 
their religious background recorded as ‘unknown’.  The majority of the children 
on the CPR were recorded as being from a white ethnic background (90%).   
 
The majority of children (69%) are on the CPR for less than one year with 22% 
on the CPR between one and two years, 7% between two and three years and 
2% for three or more years.  All Trusts undertake a review of children and 
young people on the CPR for periods longer than two years to ensure that the 
child protection plans remain appropriate.   
  
The HSCB co-ordinates regional meetings with the Police Service of Northern 
Ireland (PSNI) colleagues to look at and review child protection issues.  These 
meetings take place on a monthly basis and each of the five Trusts have been 
invited to participate in this process.  In addition the Protocol for Joint 
Investigation between Social Workers and Police Officers is currently being 
reviewed and it is intended that this will be issued in the Autmn of 2017.   
 
Senior Practitioners for Child Sexual Exploitation (CSE) are also now co-located 
within the Public Protection Units (PPU) across all five Trusts and further 
consideration of placing social work Achieving Best Evidence trained staff 
within PSNI PPU teams is being explored.   
 
The HSCB conducted a CSE audit as a follow up requirement to the Thematic 
Review undertaken by the Safeguarding Board for Northern Ireland (SBNI) in 
November 2016.  A report was collated in January 2017and subsequently 
submitted to the SBNI.  The SBNI is now integrating Health and Social Care and 
PSNI Reports into a single report which will be submitted to DoH for 
consideration.  
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During 2014 the DHSSPS initiated an inquiry into Child Sexual Exploitation 
(CSE).  The subsequent Marshall Report was published in November 2015 and 
produced a series of recommendations which have subsequently been 
addressed.  The HSC has undertaken a comprehensive review of the 
recommendations and all but one has been completed which is subject to 
ongoing review within the DoH.  
 
Considerable data is collected as part of the Delegated Statutory Functions 
(DSFs) requirements.  Recently the SBNI has set up a sub-group to review Child 
Protection Outcomes which is being co-ordinated by the HSCB and it is 
intended that a report will be made available outlining a process to develop an 
outcomes based accountability process for child protection during the next 
reporting period.   
 
A recurring theme throughout discussion with Trusts has been the increasing 
complexity of situations and children’s needs with which staff are confronted.  
While there is  a range of variables which may account for this, a common 
denominator is the prevalence of and lack of resources regarding domestic 
violence, most notably the lack of provision of perpetrator programmes for 
non-court mandated offenders. 
   
 

3  LOOKED AFTER CHILDREN  

The number of Looked After Children (LAC) has been increasing since March 
2011 when there were 2,511 children looked after by Trusts.  At the 31st March 
2017 this figure had risen to 2,983.  In terms of rate per 10,000 children and 
young people, Trusts compare favouably with other GB countries at 68.7 LAC 
per 10,000.  In England the rate is 60 per 10,000 while in Wales  the rate is 90 
per 10,000 and Scotland  151 per 10,000.  
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Table 5: Looked After Children March 2013 to March 2017 
 

 Belfast 
Trust 

Northern 
Trust 

South 
Eastern 

Trust 

Southern 
Trust 

Western 
Trust Total 

March 2017 743 647 521 484 588 2983 
March 
2016 739 642 477 477 555 2890 

March 
2015 742 679 464 470 550 2875 

March 
2014 

 
721 693 454 467 523 2858 

March 
2013 

 
669 701 513 456 468 2807 

 
During the 2016/17 financial year 859 children became Looked After, the 
majority were placed in foster care.  Sixty seven (8%) were placed in residential 
care. The number of placements and the needs of those being placed has put 
additional stress on an already pressurised fostering services.   
 
The highest number of children becoming looked after took place within the 
Southern Trust while the lowest occurred within the Western Trust.   
 
Of the 859 children becoming looked after, 437 were planned events. 
However, for 234 children their admission was unplanned while 188   children 
experienced an emergency admission i.e. where the child and family was 
unknown to Social Services (146 of unplanned and emergency were admissions 
to kinship foster care).  
 
Unplanned and emergency placements to kinship foster care continue to 
present challenges to Trusts in terms of ensuring assessments are completed 
and approved within the timeframe set out in regulation.  The number of 
unregulated placements has decreased from March 2016 when 143 children 
under 16 were residing in an unregulated placement to 112 children at the 31st 
March 2017.   
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The HSCB continues to remind Trusts that unplanned and emergency 
admissions to care should be exceptional in order to minimise trauma for 
children and to comply with guidance and regulations. An Edge of Care 
Workshop is planned for October 2017, which will hopefully help understand 
the reasons for the volume of such admissions and provide an opportunity to 
further explore interventions to reduce the number of children becoming 
Looked After both planned and unplanned, where it is safe to do so. 
 
The Western and South Eastern Trusts have been Piloting revised Kinship 
Standards, Policy and Procedures, as part of the Care Proceedings Pilot.  The 
outcome of the Pilot will be examined and a subsequent decision will be made 
to determine which set of Standards and accompanying policy and procedures 
will be used regionally. 
 
Sixty one per cent (61%) of children in the care system are subject of a Care 
Order while, 22% are voluntary accommodated.  This is in contrast to the legal 
status of children when becoming Looked After (64%) were on a voluntary 
basis. Wider discussion with Trusts will take place in order to understand this 
and to enable the HSCB to be satisfied that children’s needs and rights are 
being appropriately safeguarded. 
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3.1 Placement of Looked After Children 

Table 6: Placement Type 

 Belfast Northern South 
Eastern Southern Western Total 

 
Residential 

care 44 30 37 24 29 164 

Foster 
Care 

(stranger) 
222 290 195 211 203 1121 

Kinship 
Foster 
Care 

273 203 154 153 254 1037 

Independent 
Sector 

placement 
88 14 43 8 23 176 

Placed at 
Home with 

Parents 
116 84 61 63 40 364 

Other 0 26 31 25 39 121 
Total 

 743 647 521 484 588 2983 

 
The majority of looked after children, (78%) reside in foster care (35% of foster 
care placements are with kinship foster carers) compared to 5.5% in residential 
care.  This is in marked contrast to 2007/08 when 57% of children were in 
foster care and 13% were in residential care.  This trend is expected to 
continue with the usage of residential care becoming more refined and 
specific. 
 
As noted above the increasing foster care population is an additional and 
significant pressure for all Trusts.  
 
3.2 Looked After Children – Education 
 
Across Northern Ireland 456 LAC have a Statement of Educational Needs.  
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Based on information sourced from OC2 returns (2015), DoH at Key Stage 1, 
there has been a steady improvement in LAC achieving Level 2 or above in 
English, rising from 50.7% in September 2008 to 70.3% in September 2015. The 
figure for general school population is 90.1%. 
 
At Key Stage 1, the number of LAC achieving Level 2 or above in Maths has also 
risen from 52.2% in September 2008 to 73% in September 2015. 
 
In contrast, achievement at Key Stage 2 for LAC is notably reduced with only a 
8.6% improvement over the period from September 2008 to September 2015 
(i.e. 27.1% LAC attained Level 4 or above in English in September 2008 
compared to 35.7% at September 2015). Similarly the gap in attainment by LAC 
in Key Stage 2 or above in Maths is significant with 35.7% at September 2015 
compared with 78.5% of the general school population. 
 
Children within the Western Trust achieved better than their peers in Key 
Stage 2 English and Maths level 4 or above (64.3% in both) compared to 
children looked after in the South Eastern Trust where 23.5% achieved Key 
Stage 2 English level 4 or above and the Sothern Trust were 14.3% achieved 
Key Stage 2 Maths level 4 or above. 
 
The educational underachievement of Looked After Children is a priority area 
and, in particular, the notable decline in attainment between Key Stage 1 and 
Key Stage 2.  This is being targeted through a specific initiative under the 
Department of Education and funding from Early Intervention Transformation 
Programme.  
 
3.3  Residential Care 
 
In line with the strategic direction set out in Transforming Your Care, reliance 
on residential care has steadily reduced over the past 10 years and more 
rapidly since 2011/12.  At March 2017 5.5% (164) of children looked after 
resided in residential care compared to 12% in 2006/07. 
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Provision of residential care, as in the number of bed spaces available, varies 
across Trusts with some facilities showing 8 places  per unit and others 
operating to 5 or 6 places per Home which is in line with the direction of travel 
set out in the Review of Residential Care. Across all Trusts, actual occupancy 
rates vary from 50% to 100%. 

While residential care is a positive experience for many young people, all 
Trusts report growing challenges in terms of managing the complexity of the 
young people placed in residential care. Issues such as drugs and mental ill 
health are increasingly prevalent, with the number and nature of assaults on 
staff rising.  

Access to secure care has been restricted in recent months due to major 
staffing issues (a Trust recovery plan is in place with weekly reporting to the 
HSCB and DoH), which has added to service pressures coupled with a reported 
lack of availability to specialist mental health in patient provision.  

3.4 Service Reviews 

The HSCB is currently leading on the regional review of:   

• The four regional facilities, Beechcroft Child & Adolescent Mental Health 
Service Inpatient Unit, Donard - Glenmona, Lakewood Secure Care 
Service and Woodlands Juvenile Justice Centre,  and their interface.  The 
review will also consider whether the specific needs  of young people 
placed in regional facilities  are being met, the pathways of young people 
into and out of these facilities, any service gaps and whether alternative/ 
reconfigured provision needs to be put in place; 

• Progress made in relation to the on-going review of Trust residential 
facilities, whether this is meeting current need, challenges presented, 
interface with regional facilities etc.  

 
In addition a review of fostering services together with workshops on the 
themes of Edge of Care and Family Support Services are planned for late 
summer, early Autumn 2017.  A further workshop on children missing from 
care, jointly delivered by HSCB and PSNI is scheduled for early Autumn 2017. 
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16 17 18 19 20 21+
BHSCT 48 59 72 69 63 49 360 24.5%

NHSCT 60 64 84 74 62 30 374 25.5%

SEHSCT 20 41 50 47 40 19 217 14.8%

SHSCT 33 38 62 54 46 14 247 16.8%

WHSCT 28 43 61 50 60 27 269 18.3%

Total 189 245 329 294 271 139 1467 100.0%

% 12.9% 16.7% 22.4% 20.0% 18.5% 9.5% 100.0%

Category

All Trusts Total
%

The emphasis going forward is on defining the strategic direction for 
placement services and the interface with Family Support and Edge of Care 
Services.  

 

4 16 PLUS, YOUNG HOMELESS AND SEPARATED,  TRAFFICKED AND 
UNACCOMPANIED CHILDREN  

4.1.  16 Plus 

At March 2017, there were 1,467 young people eligible for 16 Plus Services (as 
per Trust Corporate Parenting Reports) while this is a negligible decrease of 8 
on the March 2016 figure the overall trajectory is upward. The largest number 
of care leavers reside within the Northern Trust and the lowest within the 
South Eastern Trust area.    

Table 7 – Care Leavers by Trust as at 31st March 2017 

 

One hundred and thirty nine young people aged 21+ continue to receive 
leaving care support, the majority of these are in the Belfast Trust. 

Nine hundred and seventy three young people have the dual support of a 
social worker and personal adviser, a reduction on the March 2016 figure of 
1026.  Fifty seven young people have a person specific personal adviser. 
Provision of a person specific personal adviser is incorporated into the Regional 
Document on Deployment of Personal Advisers however the Belfast and South 
Eastern Trusts do not report that such arrangements are in place.   HSCB will 
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address this issue with each of the Trusts in question at their interim DSF 
meetings. 

All of the 1,467 young people have an allocated social worker, 228 are awaiting 
allocation of a personal adviser, the majority of these young people are eligible 
(i.e. Looked After aged 16/17).  The majority of those awaiting the 
appointment of a personal adviser are in the Belfast Trust (147 young people 
which is a rise of 15 on the previous year). 

The number of young people without a written pathway plan has reduced from 
70 to 54 during this reporting period, 23 of those without a pathway plan are 
young people within the Belfast Trust. The HSCB has written to the Belfast 
Trust seeking an explanation for this situation and an assurance that the Trust 
is actively addressing this matter. The Trust has responded, advising that 
staffing issues and delays in recruitment had exacerbated the situation, the 
Trust is confident that resolution is in progress. 

4.2.  Care Placements 

There are 413 eligible young people (LAC aged 16/17) while the majority 
continue to reside in a care placement, 42 are in jointly commissioned young 
people’s projects compared to 28 noted in the previous reporting period and 
24 (previously 25) are in unregulated placement arrangements.  The HSCB, 
with Trusts and the Northern Ireland Housing Executive continue to drive the 
development of suitable jointly commissioned supported accommodation for 
vulnerable care leavers.  A reduction in funding announced by Supporting 
People will adversely affect future developments of jointly commissioned 
services to meet the accommodation and support needs of this group of young 
people.  

4.3  Post Care Placements 

A further 78 young people aged 18+ (former relevant) reside in jointly 
commissioned accommodation to support the transition to the community and 
towards independent living.  The Belfast Trust has the highest number, 25, of 
18+ year olds in these living arrangements, followed by the Western Trust who 
has 23.   
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Based on Going the Extra Mile (GEM) monthly reporting by Trusts, 277 young 
people in foster care who reached 18+ were continuing to reside with these 
carers through the G.E.M. Scheme.  

4.4  Young People in Education, Training or Employment 

The majority of Eligible young people (LAC aged 16/17) are continuing in 
secondary or further education, over 13% are not engaged in any form of 
education, training or employment, 3% due to illness, caring responsibilities or 
disability. In terms of future outcomes and economic stability, this status gives 
cause for concern. 

Across the 18+ care leaver population, the number of young people engaged in 
secondary, further or higher education is 262, with a further 168 young people 
not engaged in any form of education, training or employment. 

4.5  Young Homeless 

A total of 160 young people presented or were referred to Trusts as homeless 
during the reporting period. 

4.6  Separated, Trafficked and Unaccompanied Children 

For the period 1st April 2015 to 31st March 2016 there were 13 referrals in 
respect of separated children; for the same period during 16 /17 there were 12 
such referrals. Work is ongoing in relation to the establishment of an 
Independent Guardian Service which will seek to ensure that these children are 
safeguarded.   

 

5 FOSTER CARER POPULATION DATA 
 

Regionally there were 1,999 registered carers, available to Looked After 
Children at the 31st March 2017 an increase of 49 from those registered at 
March 2016.  Of those approved 772 are kinship foster carers. The number of 
placements provided by foster carers has increased from 2,532 at March 2016 
to 2,688 at March 2017 an increase of 156 (6%).  Kinship placements account 
for 1,027 (38%) of those available.  
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The Northern Trust has the largest proportion at 483 of foster carers, followed 
by the Western Trust with 431; the lowest is in the South Eastern Trust at 302. 

 
The registration of kinship foster carers continues to grow with the Western 
Trust showing the highest number of kinship foster carers (223); it is notable 
that kinship foster carers now exceed the number of ‘stranger’ carers within 
the Trust. The South Eastern Trust report the lowest number of kinship foster 
carers at 89.  Regionally 90 kinship carers are in the process of assessment. 
 
The recruitment of foster carers to replenish placement supply presents an 
ongoing and significant challenge for Trusts.  The Regional Adoption and 
Fostering Service are leading on the development of a long term regional 
recruitment strategy which will be taken forward in partnership with all Trusts.  
It is hoped this will be finalised in August 2017.  
 
Kinship foster care, while a positive experience for many children, is resource 
intensive.  Meeting the assessment and approval requirements along with the 
additional support needs of many kinship foster carers remains a challenge for 
Trusts.  As part of the Care Proceedings Pilot the Western and South Eastern 
Trusts have been working to revise Standards, policy and procedures which it is 
hoped will minimise bureaucracy and any delays in decision making while 
ensuring the safeguarding of children and supporting carers. The Pilot will, it is 
intended, help improve service delivery and streamline processes regionally.    

  
 

6 ADOPTION SERVICES, INCLUDING INTERCOUNTRY ADOPTION  
 

Data for the reporting period April 16 to March 2017 shows a decrease in the 
number of inquiries from prospective adopters down from 543 to 383. Possibly 
aligned to this there is a reduction in both domestic and Intercountry adoption 
applications. The regional website and word of mouth remain the major source 
of inquiries, though number for both reduced in the past 12 months.   

The number of adoptive families approved decreased from 134 to 120 for 
domestic adoptions however inter country adoptions increased by 3 to seven 
from 4 the previous year.  Monitoring of this will continue.   
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Of these approved 65 were dually approved concurrent carers, 25 by the 
Northern Trust in comparison to the South Eastern and Southern Trusts who 
respectively approved 6 and 7 carers.    

With regard to freeing applications the Western Trust had the highest number 
of successful freeing orders (22). Of a regional total of 79 freeing applications 
only 3 were not granted.  At the 31st March 2017, 5 children freed for 
adoption, 3 Belfast Trust and 2 South Eastern Trust had not been placed with 
prospective adoptive carers. Three children had been without a placement for 
12 month or more.  

The number of Freeing Orders also decreased by 23 from 102 to 79, however 
there has been a significant increase (20) in the number of adoption orders 
made, at the end of March 2017.  Forty eight of the 139 orders granted were 
granted in respect of children residing within the Northern Trust area.      

Early placement is a good measure of stability for children and it is anticipated 
that the overall effect of the ‘Home on Time’ concurrent planning scheme will 
continue to have a helpful impact on securing early permanence for some of 
our most vulnerable young children. 

In relation to intercountry adoption 15 applications were received during the 
reporting period, at the 31st March 2017 no applications for assessment were 
outstanding.  

At the end of March 2017, 516 children were in receipt of adoption 
allowances, sixty six having commenced during the reporting period.  

Post adoption contact and support present significant challenges for Trusts. 
Adjusting to changes in family structure and routine post adoption are 
substantial for many families.  Adopted children continue to require support to 
address pre care issues and adoptive families need support to understand and 
manage the complex needs of the adopted child.  Trusts have raised concern 
regarding the rise in adoption disruptions.  Work to explore (and potentially 
address) this concern, led by the HSCB, is due to commence.  

    

  

Exhibit 10
MAHI - STM - 333 - 109



7 PRIVATE FOSTERING  

A private fostering arrangement is essentially one that is made privately (that 
is to say without the involvement of the Trust) for the care of a child under the 
age of 16 (under 18, if disabled) by someone other than a parent or close 
relative, with the intention that it should last for 28 days or more (Children 
(Northern Ireland) Order 1995 part 10).   

Historically Trusts report exceptionally few notifications of private fostering.  
Of those received, they tend to be in relation to children being adopted from 
abroad.  

Following publication of the Report of the Inquiry into Child Sexual Exploitation 
in Northern Ireland (November 2014) and the recommendation that the HSCB 
should monitor the arrangements for private fostering, to ensure that 
awareness of CSE is raised, significant efforts have been made to raise 
awareness of Private Fostering and therefore adhere to the recommendation, 
under the auspices of the Regional Adoption and Fostering Team (RAFT).  

Monitoring will continue via the DSF mechanism.  

 

8 EARLY YEARS SERVICES 

8.1  Standards 

In 2012 the Department published the Minimum Standards for Childminding 
and Day Care for Children under12 years of age. The publication of the 
Minimum Standards reflects the importance of having access to an up to date 
framework for the registration and inspection of childminding and daycare 
services. The Implementation Guidance (Version 3) issued since the last 
Delegation of Statutory Functions Report, was developed to be helpful to 
providers and registering social workers.  The Guidance aims to promote a 
shared interpretation of the Minimum Standards for Childminding and Day 
Care for Children under Age12, by providing explanatory information. 
 
  

Exhibit 10
MAHI - STM - 333 - 110



8.2  Places Available 
 
At the 31st March 2017 an additional 698 day care places were available in the 
region, providing a total of 60,903 from 4,524 service providers. This figure 
includes approved home care providers.  
 
The number of registered day nurseries has increased from 333 at March 2016 
to 337 at March 2017.  While the number of playgroups registered decreased 
by 11 the number of places offered by this sector shows an increase of 478.  
Similarly, for out of school care the number of providers decreased by 6 but 
the number of places offered by the remaining providers increased by 1,123. 
 
The number of childminders decreased by 90 across the region, however 
capacity increased by 152 places.  As previously reported this may suggest that 
childminders are maximising the places they offer in order to become more 
viable.  
 
8.3  Inspections 
 
At the end of March 2017 there were 246 outstanding inspections compared 
to 378 in the same position at the same time last year.  Of those outstanding 
146  were in the Western Trust area, while Southern Trust had no overdue 
inspections.  The Western Trust reported on measures being put in place to 
address outstanding inspections, for example monthly targets.  During the 
reporting period a significant overall reduction in the number of outstanding 
Inspections has been achieved.   
 
8.4  Applications 
 
Seventy eight applications were unallocated at the 31st March 2017, 71 of 
these were applications from childminders. Most of these had been waiting for 
less than 3 months. There is a variable picture across the region with 31 of 
these applications being from the South Eastern Trust. 
 
  

Exhibit 10
MAHI - STM - 333 - 111



9 CHILDREN ORDER – COMPLAINTS AND REPRESENTATIONS  

 
All Trusts have confirmed that they have a robust system in place, which 
promotes awareness of the Children Order Complaints and Representations 
Procedure to service users. 
 
In addition, there is access to an independent advocacy and mentoring service 
provided by Voice of Young People in Care (VOYPIC).  Monitoring returns on 
activity are received regularly and scrutinised to consider regional coverage 
and application. 
 
It has also been recognised that Looked After Children can be particularly 
vulnerable and it is extremely important that engagement with children is 
transparent, that children fully understand how they can make a complaint 
and that staff are mindful as to the need to raise any matters of concern with 
Senior Managers.  Each Trust has a Whistle Blowing Policy in place to facilitate 
staff in this regard. 
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ADULT PROGRAMMES OF CARE 
 

1 KEY CHALLENGES ACROSS THE ADULT PROGRAMME OF CARE 
 

1.1 Declaratory Judgements  
 
Declaratory Judgements remain an issue for Trusts across Mental Health, 
Learning Disability and Dementia Services.  Work has been undertaken 
regionally to explore the concerns and share learning.  The DoH proposals to 
address this matter have been delayed by the government impasse.  
 
Belfast Trust has had two useful Declaratory Judgements test cases for the 
region.  One of these (locked door in Adult Family Placement), was deemed an 
appropriate case for a Declaratory Judgement, the other was not considered 
appropriate as Guardianship powers were sufficient to provide the necessary 
safeguards and were implemented correctly. The challenge to the Mental 
Health Review Tribunal was accepted. This is a useful experience for sharing 
with the region with Trusts and Mental Health Review Tribunal members. 
 
1.2 Resettlement   
 
While the resettlement targets are almost met there continues to be 
difficulties in securing suitable accommodation to meet the needs of people 
with mental health issues or learning disability who have challenging 
behaviours, long term care needs and/or forensic histories.  This is exacerbated 
by the perceived poor negotiating position with specialist providers who 
appear to be inflating costs.  The Trusts would like a regional approach to 
growing the market, exploring alternative models and providing more and 
greater variety of provision.  There is also a concern about potential cost 
shifting due to cuts implemented by the Supporting People (SP) Programme.  
Some providers are already approaching Trusts seeking uplift in care costs to 
meet these shortfalls. 
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1.3 Service Demand   
 
A number of Trusts highlighted the increase in demand across the full range of 
services, including short breaks, day care and residential and nursing homes. 
The increase in the number of people with complex needs who are living 
longer and the increasing complexity of those needs was noted.  This is 
presenting the Trusts with additional challenges in meeting their Delegated 
Statutory Functions. 
 
1.4 Approved Social Workers   
 
Trusts are identifying concerns regarding the Approved Social Worker 
workforce. This includes the ageing workforce; staff moving posts, staff in 
other Programmes of Care requesting that they cease this role and low 
numbers applying for training.  The role itself brings particular challenges 
including lone working; co-ordinating admissions under the Mental Health (NI) 
Order with GPs, PSNI and NIAS and the increased demand associated with, out 
of Trust or out of area placements. 
 
 
2 MENTAL HEALTH AND LEARNING DISABILITY 

 
2.1 Mental Health  
 
2.1.1 Risk, Governance Issues and Service Pressures 
 
Recruitment remains slow due to Trust “scrutiny” processes and delays within 
the Human Resources Payroll Travel and Subsistence (HRPTS) system.  This has 
resulted in Trusts using Assessed Year in Employment (AYE) staff from agencies 
as an interim measure.  This brings additional demands for professional 
supervision and also has implications for caseload management and 
investment in training for staff not directly employed by Trusts. 
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2.1.2 Professional Workforce Issues 
 
There is a need for Mental Health Social Work workforce planning with further 
development of career pathways, in particular for staff in Band 7, professional 
and managerial roles, in preparation for implementation of the Mental 
Capacity Act.  We understand that this work is being led by the Department of 
Health. 
 
In addition the revised Adult Safeguarding Policy has put pressure on Social 
Work Team Leaders in Mental Health settings arising from the Designated 
Adult Protection Officers (DAPOs), role.  In some Trusts this role has been 
combined with Band 7 ASWs. 
 
There are a number of patients who have been “unexpectedly” discharged 
from in- patient psychiatry at a Mental Health Review Tribunal.  The Trusts 
report that the term “unexpected” is no longer helpful as patients and staff will 
be prepared for the possibility discharge at every panel.  
 
2.1.3 Service Developments  
 
In the Belfast Trust there are a number of Innovations arising from seeking 
Accreditation for the Community Mental Health Services (ACOHMS) 
Programme via the Royal College of Psychiatrists website.  These include: 
producing an information pack for service users and carers; an enhanced staff 
induction programme; development of the physical health care pathway; a 
renewed focus on outcomes, and increased access to psychological therapies 
within the Teams.  
 
2.1.4 The Recovery College 
 
Peer support workers are now employed in all Trusts following on from the 
Implementation of Recovery through Organisational Change (ImROC) 
approach. The Southern Trust has highlighted that they have employed:  3 
peer support workers  in  Support and Recovery Teams; 4 in Acute in-patient 
wards, and are currently engaged in a recruitment process for 3 more.  
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Think Family focussed practice is gaining recognition and momentum across 
the Trusts with particular achievements noted in the South Eastern and 
Southern Trust reports. 
 
2.2 Learning Disability  
 
2.2.1 Risk, Governance Issues and Service Pressures 
 
Short break provision, day care and domiciliary care continue to pose 
challenges for all Trusts and particularly in the Western Trust, as demand 
continues to far exceed capacity.  
Adult Centre capacity is an issue in the Northern Trust, particularly due to the 
complexity of need of young people who are transitioning from school into 
adult services.  
 
2.2.2 Professional and Workforce Issues 
 
HSCB has led a regional drive to invest in ‘Crisis Response’ services for people 
with Learning Disability in each Trust area.  
 
In the Belfast Trust there is a reported lack of demand for this service.  
However it is noted that there are an increasing number of inappropriate re-
admissions to Muckamore, linked to behaviour challenges as opposed to an 
identified treatment requirement. 
 
The HSCB recommend that the Crisis Response Teams across NI should be 
integrated with the Behavioural Support Teams to provide a comprehensive 
and complementary service.  It is expected that this Team would work closely 
with the voluntary and independent sectors to provide up-front training for 
staff and support if deteriorating behaviours occur.  It is anticipated that this 
will assist in avoiding unnecessary hospital admissions. 
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2.2.3 Service developments  
 
The HSCB commend the co-production methodology employed with carers and 
service users in the review of day services in the Belfast Trust and the review of 
short breaks in the Northern Trust.  
The approach taken by the Western Trust in implementing the Day 
Opportunities model working with all the partners was a very positive step 
forward. 
 
2.2.4 Access to mainstream Mental Health services through Rapid Access  
 
Intervention and Discharge (RAID) for people with Learning Disability in the 
Northern Trust is commended.  Widening access to mainstream Mental Health 
services for people with Learning Disability is a key issue raised by the Bamford 
Monitoring Group this year which will require further consideration in 
2017/18. 
 
 
3 PEOPLE WITH A PHYSICAL AND OR SENSORY DISABILITY  
 
3.1 Introduction 
 
All 5 Trust reports are adequate with some Trusts providing more substantial 
information on the depth and breadth than others.  Most reports explicitly 
reference the Physical and Sensory Disability (P&SD) Strategy and the positive 
impact of its associated Action Plan funding.   
 
3.2 Risk and Governance 
 
There is variability across Trusts in their risk reporting for this Programme of 
Care. In the introductory sections all five Trusts are consistent in highlighting 
the growing numbers of PSD service users with increasing complexity of need; 
however, there is a lack of detail provided in the DSF reports submitted. 
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3.3 Risk Issues 
 
3.3.1 BHSCT has raised Adult Safeguarding and Deprivation of Liberty issues; 
and note that maintaining vulnerable adults and children who have complex 
health and social care needs and enhanced levels of risk within their own 
communities will require a sustained investment in community infrastructure 
and capacity. 
 
3.3.2 SEHSCT continue to highlight the risk issue of providing safe care for 
service users who have Speech and Language Therapist assessed swallowing 
needs.  The Trust also highlight the need for increased investment to address 
the lack of designated living and respite options for people under 65 with a 
physical sensory or neurological condition.  This is compounded by the lack of 
additional funding through Supporting People to develop supported living 
options for people delayed in hospital or where their current home 
circumstances break down. This continued lack of investment will impact on 
the planning and development of options for adults with disabilities to live 
independently within the community. 
 
3.3.3 NHSCT has flagged the safety of service users amidst the increasing 
referrals and management of service users with highly complex needs as an 
area that requires close monitoring. 
 
3.3.4 SHSCT has identified that while the number of young people with 
Physical Disability in transition, remains low, there are some whose nursing 
needs are very complex and challenge the service in terms of provision of 
appropriate day opportunities and day care.  
 
3.3.5 Similar to last year the WHSCT has cited a range of ‘ranked’ risk issues 
(inappropriate placements for ABI clients with challenging behaviour, 
community placements for people with complex and challenging needs, 
domiciliary care and complex care needs). This year they also highlight the 
complexity of referrals and note that the increased volume of young people 
transitioning to adult services, is causing workforce pressures given the need 
for suitably trained staff and appropriate specialist provision. 
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3.4 Governance 
 
3.4.1 All Trusts confirm that they have robust supervision arrangements in 
place within the Service Area. 
 
3.4.2 All Trusts report very strong activity level in their audit processes 
covering Social Work Supervision, Care Management, Direct Payments, Short 
Breaks, Case File Audits, and Day-care.   Additionally Trusts have several 
professional fora in place which meet regularly. 
 
3.4.3 Acquired Brain Injury - a number of the Trusts continue to reference the 
2015 RQIA Review of Brain Injury, their participation in this and subsequent 
actions taken, Trust implementation groups continue to take forward the 
recommendations. 
 
3.5 Professional and Workforce issues 
 
3.5.1 Recruitment of staff is again reported by a number of Trusts as 
problematic either as the result of Trust scrutiny processes, vacancy control 
measures, HRPTS issues or wider regional skill shortages. 
 
3.5.2 The NHSCT has again referenced the restructuring of Physical Disability 
service teams and their integration into the Older People services, Community 
Teams in October 2016. The NHSCT has advised that they maintain protected 
caseloads in three of the 4 localities within the Northern Trust so staff who 
were previously in Physical Disability Teams maintain a caseload of Service 
Users with a physical disability. This has had a mixed response from staff as 
some wished for full integration.  Moving forward, a Task and Finnish Group 
will review practice since October 2016 to determine, what has gone well and 
what needs to be adjusted to enable the Trusts to continue to provide an 
excellent Social Work Service to this group of clients and to maintain good staff 
morale.  
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3.6 Service Developments and Innovations 
 
3.6.1 Physical and Sensory Disability Strategy & Action Plan - it is encouraging 
that all 5 Trusts have reported positively on their participation in the Strategy 
workstreams and use of additional funding for targeted work and how 
targeted funding has been used to address need. 
 
3.6.2 Carers – all Trusts reported on their efforts to ensure that carers’ 
assessments, reassessments and reviews are consistently offered and recorded 
with a number of Trusts reporting improved performance; 
 
3.6.3 Day-care and Day Opportunities modernisation is reported by Trusts and 
the continuing development of proposals on the transformation of Day 
Opportunities. Recurrent HSCB funding is acknowledged as a means of funding 
Community Access and Social Networking innovation.  The SHSCT report that 
in their area the demand for centre based Day Care has reduced as Day 
Opportunities have increased in physical and sensory disability.  The service 
user profile of attenders has simultaneously become more complex and 
dependant. 
 
3.6.4 Most of the Trusts again report on the beneficial impact of the P&SD 
Strategy funding which has enhanced Sensory Services training in meeting the 
needs of people with sensory impairments. Quite a number of examples are 
listed, for example, staff attending deaf-blind, lip reading and tinnitus specialist 
training and the launch and circulation of an e-learning package to promote 
awareness on sensory support needs among Trust staff. 
 
3.6.5 SEHSCT has reported on a new scheme (Meadowvale Court) which 
opened in October 2016, providing independent living opportunities for 
thirteen individuals with acquired brain injury,  neuro-disability and physical 
disability.   
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3.7 Key Issues and Regional Service Pressures 
 
3.7.1 Accommodation – four of the 5 Trusts highlight the lack of designated 
living and respite options for people under 65 years of age with a physical, 
sensory or neurological condition. The current funding uncertainty regarding 
Supporting People is impacting upon a number of proposals regionally. 
 
3.7.2 Domiciliary Care provision – all 5 Trusts highlight the lack of capacity of 
domiciliary care provision in their Trust areas. 
 
3.7.3 BHSCT and WHSCT both specify alcohol related brain damage as an 
ongoing key issue.  Both Trusts are actively addressing this area of work in 
terms of  how best to meet the needs people with such co-existing conditions. 
 
3.7.4 Financial Pressures  are reported by all Trusts. 
 
3.7.5 Transition to and from Adult Services - the issue of high cost care 
packages being ‘programme centred’ as opposed to ‘person centred’ for 
example,  funding linked to the Programme of Care not the individual, is a key 
issue for Trusts. 
 
3.7.6 Day opportunities - all Trusts have previously received additional funding 
to modernise their provision of Day Opportunities and are at different stages 
of implementation.  
 
 
4 OLDER PEOPLE 
 
4.1  Risk, Governance Issues, and Service Pressures 
 
The Western Trust has identified a number of challenges with regard to the 
discharge of Delegated Statutory Functions.  The reform of day care services 
and the closure of statutory residential care homes are on hold pending a 
decision by the Minister.  
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A review of hospital social work has resulted in the development of two 
possible service models for the future.  These are being tested at two sites 
within the Trust and progress will be reviewed at HSCB and Trust update 
meetings. 
 
The Belfast Trust reported that they have to pay privately for capacity 
assessments, with an average fee of £500 being charged for each assessment.  
The HSCB believe that capacity assessments should be undertaken as part of 
normal work practices in-house.  
 
4.2 Domiciliary Care Capacity 
 
The Southern Trust notes there are some elements of some care packages 
outstanding on a daily basis.  Assurances have been provided by the Trust that 
remedial plans have meant that all users are safe and that no-one is waiting for 
a core package.  Some people are waiting for the remaining elements of their 
package to be implemented. 
 
The Northern Trust reports there is currently no waiting list for social work 
assessment of people with critical care needs.  On occasion there may be some 
delay in the delivery of the full level of Domiciliary Care support required, and 
the Trust has developed an escalation process to deal with these cases. 
 
The Belfast Trust highlighted delays across the system (hospital discharge; 
intermediate care beds; Reablement schemes) due to lack of availability of 
Domiciliary Care packages.  Procurement processes are contributing to delays 
and instability in the provider sector. 
 
4.3 Professional and Workforce Issues 
 
The Northern Trust’s Reform and Modernisation Programme continues to roll 
out within the Community Care Division.  There are now fourteen multi-
disciplinary community care teams located in four localities across the Trust. 
The Southern Trust notes that there are no vacancy controls in place at 
present. Issues remain in recruitment of staff to short term or project posts.  
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The use of AYE Social Workers and their need for a protected caseload is also 
having a noticeable impact on caseload management.  
 
The Western Trust highlights that vacancies in some areas of the Trust are 
proving difficult to fill and agency staff are being utilised.  Concerns are being 
expressed about the implications for continuity of care and support for service 
users.  The challenge is particularly apparent in rural areas. 
 
A Workforce Review in the Belfast Trust is leading to a realignment of 
workloads with more focus on professional tasks and a reduction in 
administrative and transactional tasks, in line with the Gerontological model of 
social work.  This workforce development programme will result in phasing out 
the Care Manager role in favour of an Advanced Practitioner role. 
 
The appointment of eight Band 7 social work managers in the Western Trust is 
expected to address challenges identified in previous DSF reports regarding 
workload due to caseload management and ‘high levels of bureaucracy.’  The 
Trust reports improvements in respect of challenges identified in previous DSF 
reports concerning increasing case numbers and safeguarding issues.  
 
The Western Trust reported an increase in the number of Designated Adult 
Protection Officers (DAPOs), the shortage of which had been highlighted as a 
concern in the 2016 DSF report. 
 
4.4 Service Developments and Innovations 
 
A Service Improvement Team has been established in the Western Trust within 
the Primary Care and Older People’s Directorate to take forward 
recommendations arising from the Trust’s ‘Review of Older People’s Journey 
through the Health and Social Care System.’  To date, the Service Improvement 
Team has examined supervision and case load weighting and the Trust reports 
improvements in relation to supervision.  The appointment of eight additional 
Band 7 managers is expected to take levels of supervision to 100% compliance. 
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New models of working are being tested and evaluated within hospital social 
work services across the Trusts, with a view to rolling out best practice across 
the region. The Community Discharge Coordinator post (NHSCT) has been 
developed following restructuring.  This post maximises the acute to 
community interface, to contribute to safe and timely discharge of patients 
from the acute sector who require additional community support to facilitate 
their discharge. 
 
Zoning is being explored as a means of improving how domiciliary services 
could be delivered more effectively and efficiently in the Northern Trust.  This 
will require close partnership working with independent sector providers, 
contract departments and trades unions. 
 
The Southern Trust is taking part in a European Partnership pilot of the Sunfrail 
Care Model which involves piloting a multi-domain screening tool and 
questionnaire, focussing on frailty and functioning in older people.  Completion 
of this aims to generate alerts on conditions and suggests pathways for 
intervention, based on available resources. Further work is required to 
understand how this informs the Northern Ireland Single Assessment Tool 
(NISAT). 
 
 
5 DEMENTIA 
 
The injection of funding through the Delivering Social Change Programme to 
support the implementation of the Regional Dementia Strategy has had a 
significant impact on key areas such as (i) awareness raising, information and 
tackling stigma, (ii) staff training and development and (iii) short-breaks, 
information and support to carers. 
 
Trusts have worked closely with the regional dementia project team to roll out 
a package of measures that has resulted in: 

• appointment of 10 Dementia Navigators (2 per Trust); 
• graduation of 256 Dementia Champions; 
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• more than 1,500 staff trained in the assessment and management of 
delirium; 

• a range of innovative short-breaks and supports to carers; 
• training programmes for carers of people with a dementia. 

 
Initiatives within individual Trusts have, following evaluation, been rolled out 
across all other Trusts.  These programmes included CLEAR training; 
recruitment of Dementia Companions in acute wards and Virtual training. 
Staff have also benefitted from the development of training apps (domiciliary 
care) and from direct investments in equipment, for example diversionary 
therapy materials. 
 
5.1 Specific issues within Trusts include: 
 
5.1.1 Belfast 
 
The review of the long term use and viability of statutory care homes for 
people with a dementia.  Falling occupancy, cost pressures and people with a 
dementia now choosing to remain at home is resulting in the Trust moving 
towards the provision of alternative arrangements, particularly supported 
housing. 
 
A challenge reported by Belfast Trust is the lack of a psychology staff resource 
to be able to carry out assessments or provide psychological therapies. 
 
5.1.2 Northern  
 
The Northern Trust has begun work to support the roll out of the regional 
dementia collaborative on memory service design and dementia care pathway. 
 
5.1.3 Southern  
 
The Southern Trust has been instrumental in developing the Dementia 
Navigator role and developing supports for the roll out of the regional 
dementia care pathway. 
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5.2 General Issues 
 
5.2.1 Trusts are reporting on-going challenges in relation to the provision of 

day care and day opportunities for people with dementia particularly 
those people under 65 years. 

 
5.2.2 A further challenge relates to an ageing learning disability population 

and the increasing rate of dementia within that group.  Trusts have 
established work groups within their respective geographies to address 
these issues and this work is co-ordinated regionally by the HSCB. 

 
5.2.3 Behavioural and Psychological Symptoms of Dementia (BPSD) in care 

homes are resulting in some homes serving notice on residents to 
transfer.  Trusts are working with homes to combat this by providing 
training and support. 

 
5.2.4 The number of service and quality awards to Trusts for work in dementia 

care this year is evidence of increased commitment and service 
improvement and is to be commended. 

 
5.2.5 All Trusts are working with other agencies to promote dementia friendly 

communities and within the Trusts to develop dementia friendly 
hospitals and public service facilities, for example GP Practices. 

 
 
6 SELF DIRECTED SUPPORT (SDS) 
 
SDS is progressing well across the region.  The commitment to Personalisation, 
Co-production and Staff Training is cited across all HSC Trust DSF reports.  
All HSC Trusts are reporting an uptake in SDS activity from the year 2015-16.  
As a consequence the numbers receiving Direct Payments has fallen. 
Some Programmes of Care have noted that they are working to address 
implementation issues within their internal project structures. 
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Factors noted in the reports which are impacting on implementation, include 
working into other Service Improvement Plans and Projects; Infrastructure 
changes and issues with SDS data collection.  The Regional SDS Project 
Management team are aware of all of these through the PRINCE Risk 
Management protocol, and countermeasures have been established to 
minimise any negative impact.  
 
6.1 Trust specific  
 
6.1.1 Southern Trust information data is limited but they have identified 

issues due to limitations of their PARIS system. 
6.1.2 Belfast Trust reports good progress; however it is noted that there is no 

mention of SDS within the Older Peoples POC.  
6.1.3 South Eastern Trust is the only Trust to mention Outcomes (ASCOT) it 

should be noted that this would not have been a frontline focus for the 
other HSC Trusts in 2016-17. 

6.1.4 In the Western Trust since the ‘go live’ date in November 2015, the Trust 
reports a significant increase in the take up of SDS. 

 
 
7 SUPPORT FOR CARERS 
 
7.1 The Belfast Trust reports good performance in carer’s needs 

assessments and services offered in relation to both Mental Health and 
Learning Disability services; and increase in numbers of young carers 
being supported. 

 
7.2 The Southern Trust has highlighted the difficulties in engaging with 

carers even though an active Carers Forum is in place.  The HSCB are 
seeking assurance that the Trust will make the shift from consultation to 
Co-Production as a key priority area moving forward into 2017/18. 

 
7.3 A pilot initiative in the South Eastern Trust has resulted in an increased 

awareness of carers needs and increase in the uptake of assessments.  
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The learning from this pilot is to be shared across the region to improve 
support for carers.  

 
7.4 Carer Support Contract: The Western Trust notes that there had been 

challenges in relation to contract compliance with the current provider.  
These have now been resolved, and the Trust continues to monitor the 
level and type of support the provider offers to carers. 

 
The Carers needs assessment Service Improvement Project in the Belfast 
Trust has led to a significant rise in needs assessment completed (9% to 
46%). 
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8 EMERGENCY RESPONSES / REST CENTRES 
 
Table 7 below shows the number of occasions each Trust has been called upon 
to support Emergency Support Centres (ESCs).  
Table 7 – number of times Trusts called upon to support ESCs 

 
Table 7 reflects a continuing reduction in the regional total of ESCs. 
 
8.1 Emergency Planning 
 
Again in this year’s reporting, only BHSCT has made additional comments 
about Emergency Planning (all Trusts are required to submit an annual report 
to HSCB regarding emergency planning).  BHSCT has advised of a change of 
internal responsibility in that responsibility for assisting with critical incidents 
now rests with the Community Development Team during daytime hours.  The 
reduction in the need for ESCs as reported by Trusts is welcome, however, in 

DSF 
Period 

BHSCT NHSCT SHSCT SEHSCT WHSCT Total 

2016-17 2 5 2 1 2 10 

2015-16 5 4 2 
2* (*4 in total - 
but only req’d 
for 2). 

6 19 

2014-15 5 4 
2* (3 in total 
but not req’d 
for all) 

2*(5 in total but 
not req’d for all) 3 17 

2013-14 26 6 8 6 8 54 
2012-13 14 7 8 0 10 39 
2011-12 17 4 5 3 14 43 
2010-11 9 3 1 4 6 23 

Totals for 
7 year 

period per 
Trust 

78 33 29 18 49 205 

Average 
per year 

(rounded) 
11 5 4 3 7 31 
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light of recent terrorist attacks across the UK it is imperative that all Trusts are 
in a state of preparedness to respond as required.  
 
Additionally, in the aftermath of the Grenfell Tower fire in London, and the 
NIHE Mass Evacuation Protocol which is still being finalised, this remains an 
open and ongoing issue for Trusts and other agencies. 
 
8.2 Palliative Care 
 
Despite the ongoing work within the Regional Palliative Care in Partnership 
Programme following from the Living Matters Dying Matters work programme 
(also note the RQIA Review 2016), Trusts continue to under-report this area of 
Social Work practice.  BHSCT and SEHSCT make reference to Palliative Care as 
part of core work within the Royal Belfast Hospital for Sick Children (RBHSC) 
and the Royal Jubilee Maternity Hospital (RJMH); SEHSCT reference it as part of 
core Hospital Social Work (HSW).  Only SHSCT include additional narrative 
asserting the importance of the SW contribution (P.167): “…A number of 
important recent initiatives, which have advanced the profile and appreciation 
of palliative care social work within the Palliative Care Team are the weekly 
Multi-Disciplinary Team (MDT) case discussions and the co–working on the 
planning, development and delivery of training. 
 
New initiatives:  
 
8.2.1 Palliative care awareness training sessions throughout SHSCT for acute 

and community staff. 
 

8.2.2 Sage and Thyme communication skills training to teach all levels of staff 
a model of “noticing” and “responding” appropriately to “distress” 
where they come across it. 
 

8.2.3 Creating links with non-acute SW team in order to enhance SW role and 
develop service provision. 
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8.2.4 Contributing to the revised “your life your choices” booklet due to be 
launched by PHA soon and ensuring Social Work role is explicit and 
visible in that publication. 
 

8.2.5 Participating in a peer social work supervision pilot as a positive source 
of professional support and learning…” 
All Trusts should make explicit reference to what is happening in this 
increasingly challenging work. 

 
8.3   Hospital Social Work (HSW) 
 
As in previous years, there continues to be no consistency across the region as 
to where HSW is located in terms of Directorate structure within Trusts.  Three 
services are managed within Older People Service Directorates (BHSCT, SEHSCT 
and WHSCT) and two within Acute Hospital Directorates (SHSCT and NHSCT). 
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Table 8 – Hospital Social Work – location within Directorates within Trusts 

Trust Hospital 
Referrals 
2013/14 

Referrals 
2014/15 

Referrals 
2015/16 

Referrals 
2016/17 

SEHSCT 
Ulster Hospital; 

Lagan Valley; 
Downe 

8100 7208 7011 
7078 
(+67) 

BHSCT 

Belfast City; 
Musgrave Park; 
Royal Victoria; 

Mater & Valencia 
Ward  (Dementia 

Project) 

15176 14784 13593 
11985 
(-1608) 

NHSCT 

Antrim; 
Whiteabbey; 

Causeway; Mid 
Ulster; Braid 

Valley 

8023 7807 
7968 

 
8158 

(+190) 

SHSCT 

Craigavon Area 
Hospital; Daisy 

Hill; Lurgan 
Hospital 

9172 
8340 

 
7488 

8126 
(+638) 

WHSCT 
Altnagelvin; 

Waterside; South 
Western 

4286 4,853 4096 
5118 

(+1022) 

 
Key Issues: 
 
8.3.1 HSW departments appear to be almost exclusively focused on discharge 

planning, except for some specialized areas of work.  
 

8.3.2 Lack of consistency – whilst all 5 Trusts have provided narrative on HSW, 
there is a lack of consistency in the level of detail reported across the 
region.  It is noteworthy that the 2 Trusts that have reported 
consistently well over the past number of years have been those 
embedded in the Hospital service, that is NHSCT and SHSCT. 
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8.3.3 Discharge planning is reported across all HSW departments to highlight 
this work in the context of regional discharge targets. 
 

8.3.4 The interface issue between BHSCT and SEHSCT re discharges continues 
to be an issue despite years of effort to resolve. 
 

8.3.5 7 Day working is now established within most HSW departments to 
reflect the regional drive to move patients more efficiently through the 
hospital system, either to home or to an interim care location. 
 

8.3.6 There is still no consistent statistical information provided for HSW 
departments across the region and this makes any analysis of activity or 
performance impossible.  There has been a general reversal in the 
volume of referrals since last year, see Table 8, with four of the Trusts 
showing increased referrals.  SEHSCT is virtually static although they 
have highlighted an increase in complex discharges from 204 up to 309 
in the past 12 months, NHSCT is up by 2% and report an increase in the 
complexity of discharges, SHSCT is up by 8.5% (638), WHSCT has 
increased by a staggering 25% (1,022), but, BHSCT shows a drop of 12% 
(1,608). 
 

8.3.7 A number of the Trusts have indicated previously and currently that they 
wish to or have carried out a review of their HSW service.  There has 
been no outcome to these activities. WHSCT has advised that two pilots 
should be completed in May 2017. 

 
 
 
9 ADULT SAFEGUARDING   

 
9.1 Introduction 
 
This overview is based on the contents of the Local Adult Safeguarding 
Partnership (LASP) Annual Reports and activity data submitted by the 5 HSC 
Trusts. 
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The overview considers the key issues and emerging pressures within adult 
safeguarding, presents an analysis of activity based on Programmes of Care, 
highlights key workforce issues and evaluates each LASP Trust performance in 
2015-16. 
 

9.2    Key Issues and Pressures 
 
9.2.1  Procedures 
 
The implementation of the new Policy and associated procedures has resulted 
in a significant programme of service re-engineering within each HSC Trust 
LASP. In addition to the introduction of new roles such as the Designated Adult 
Protection Officer (DAPO) and the Adult Safeguarding Champion (ASC), HSC 
Trusts are developing new working arrangements internally and in partnership 
with other agencies such as the PSNI.  HSC Trusts are also developing 
innovative alternative safeguarding responses to provide adults in need of 
protection with more person-centred and proportionate options and choices. 
Devising an activity return that captures these alternative responses will be a 
significant task for NIASP in 2017/18. 
 
9.2.2Multi-Agency Risk Assessment Conference (MARAC) and Domestic 

Violence 
 
Adult Safeguarding services continue to contribute significant levels of 
resource to MARAC meetings and to responding to issues of domestic violence 
and abuse.  This area remains a very high priority, but it is becoming 
increasingly difficult for HSC Trusts adult services to absorb the demands of 
this work. 
 
9.2.3 Financial Abuse 
 
In 2016-17, each HSC Trust LASP dealt with complex safeguarding 
investigations involving different types of financial abuse.  There are significant 
challenges in this work, both in recognition of abusive situations and 
identifying the correct source of assistance or support, which may well sit 
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outside the HSC Trust structures.  Further work will be done in 2017/18 to 
provide improved guidance for social work staff on this topic. 
 
9.2.4 Prevention Agenda 
 
Each HSC Trust LASP has reported on prevention activity undertaken in 2016-
17.  The majority of activities to date have focussed on prevention at an 
individual service user level, with only a small number of more strategic 
approaches being undertaken.  It is acknowledged that some of this work is 
dependent on the production of a regional prevention plan through the 
Northern Ireland Adult Safeguarding Partnership (NIASP).  Once this is 
available, LASPs will reflect those requirements in their own plans.  In the 
meantime, however, LASPs are encouraged to think more creatively about how 
to use the partnership more effectively to promote the prevention agenda. 
 
9.2.5 Audit  
 
The main focus of regional safeguarding audits this year has been in rolling out 
the survey of user experience using the tool devised with service users and 
based on the 10,000 Voices methodology.  Information available to date has 
provided important feedback on user experiences and has also provided 
invaluable information on service user based outcomes from the adult 
safeguarding process. 
 
9.2.6 Research  
 
In 2016-17, 2 papers on adult safeguarding in Northern Ireland have been 
accepted for publication by peer reviewed journals.  These are scheduled to 
appear in print in 2017-18. 
 
 
9.3 Activity 
 
Activity collection and analysis was influenced by a number of significant 
challenges in 2016-17: 
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9.3.1 New procedures are influencing practice, but the current data return 

does not capture new activity, for example it does not provide 
information on the use of alternative safeguarding interventions. HSCB 
and HSC Trusts have not yet reached agreement on the core data set 
under the new procedures and this is a priority for 2017-18.  Resources 
to develop a revised data return are very limited; and 
 

9.3.2 the transition from a manual to an electronic data collection is proving 
problematic as the new systems are being introduced within HSC Trusts 
on an incremental basis.  This means that some service areas in HSC 
Trusts are progressing electronic recording, while other service areas in 
the same HSC Trust are still reliant on a manual return. 
 

In 2016/17, 6,579 referrals were received.  This is a fall of 1,200 referrals (15%) 
compared to 2015/16. 
This represents 46 in every 10,000 of the 18+ population or 1 referral to every 
215 people aged 18+ of the projected referrals for 2016/17.  
 
There are a number of possible reasons for this decrease in numbers, 
including: 
 
9.3.3 The phased implementation of the new procedures and the transition to 

the use of new definitions is resulting in higher numbers of concerns 
being “screened out” of the safeguarding system; 
 

9.3.4 The gradual move to Adult Safeguarding Gateway Teams has resulted in 
the concentration of expertise and experience in scrutiny of referrals, 
with more concerns being re-directed back to core services than in 
previous years; 
 

9.3.5 An increase in the number of concerns being dealt with in core services 
has made staff more confident in dealing with the presenting issue; and 
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9.3.6 The development of alternative safeguarding responses such as the use 
of Family Group Conferences has meant that more users are being 
offered proportionate and effective responses without having to enter 
the protection system. 
 

As in previous years, the highest percentage of referrals was received from 
Older People 2,407 (37%) followed by Learning Disability 2,296 (35%).  
 
For the first time, a small number of referrals were received from colleagues in 
the Primary Care Programme.  This is reflective of the requirements of the new 
policy and the increasing levels of awareness among colleagues working in 
primary care settings.  
 
Belfast Trust continues to receive the highest number of referrals, 2,934 (45% 
of the total).  The Western Trust continues to report the lowest number of 
referrals,  at 545 (8% of the total). 
 
Regionally, almost 1 in every 2 referrals has a care and protection plan 
implemented. In the Northern trust, however, 73% of all referrals result in a 
care and protection plan being put in place. 
 
Twenty eight per cent of all investigations took place in residential or nursing 
homes, and 27% involved adult mental health units, including assessment and 
treatment facilities for people with Learning Disabilities. 
 
In 2016-17 there were 383 investigations carried out under the Protocol for 
Joint Investigation.  Analysis of the activity shows a decrease of approximately 
40% in Joint Protocol activity every year over the last 3 years.  While this 
requires continued careful monitoring, it is likely that this decrease is a 
reflection of the thresholds for referral set out in the revised Joint Protocol and 
the concentration expertise and decision-making in the Central Referral Unit of 
the PSNI.  
 
In 2016-17, 1527 cases were closed to adult safeguarding.  Again there is 
variation in the number of cases closed across the region which reflects the 
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pattern of referrals, with the Belfast Trust closing nearly 50% of cases in-year, 
and the Western Trust closing approximately 14% of cases. 
Physical abuse was the presenting cause for concern in 2,954 (45%) of the 
referrals made to adult safeguarding.  Of these, almost 80% were in relation to 
older people or people with a learning disability. 
 
Financial abuse accounted for 772 or 12% of referrals. 
 
However, it should be borne in mind that the current system of data collection 
only allows the Trust to record the presenting or primary type of abuse 
experienced by the individual and it is highly likely that an individual will 
experience more than one form of abuse. 
 
There is anecdotal evidence that the new definition of an adult at risk is 
starting to have an impact on HSC Trust core services and referrals in relation 
to people who do not meet traditional PoC thresholds or definitions are 
increasing from the Ambulance Trust and local Concern Hubs . 
 
 
9.4 Programme Specific Issues 
 
9.4.1 Older People 
 
The number of referrals involving older people has reduced regionally. 
However, it is noticeable that the number of referrals from services supporting 
people with cognitive decline has increased slightly.  
 
HSC Trusts continue to be challenged by the number and complexity of 
safeguarding investigations that area occurring in residential or nursing care 
settings. While the primary focus of any investigation is on ensuring that the 
adult at risk is safe from further harm, HSC Trust responses frequently require 
significant resource commitment from a range of functions and services such 
as Finance, Quality Assurance, specialist Nursing etc.  HSC Trusts must also 
work with and respond to concerns and requirements of other agencies such 
as Regulation and Quality Improvement Authority (RQIA). 
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The Commissioner for Older people in Northern Ireland (COPNI) is currently 
conducting an enquiry into a facility on the outskirts of Belfast.  The relevant 
HSC Trusts are seeking to respond as fully as possible while maintaining other 
protection regulatory activities in the facility. 
 
This is the first time that COPNI has exercised this power and the learning from 
the enquiry will undoubtedly have implications across the HSC. 
 
9.4.2 Mental Health 
 
Referrals from the Mental Health Programme of Care remain low when set 
against the number of adults accessing treatment and support. HSC trusts have 
worked hard to increase awareness of adult safeguarding with this user 
population and colleagues within the multi-disciplinary teams.  
 
It is possible that more safeguarding activity within Mental Health will be 
captured as HSC Trusts develop methods of capturing information on 
alternative safeguarding responses.  HSC Trusts are also taking a variety of 
steps to ensure that there are adequate numbers of Band 7 Social Workers in 
place with the Programme to take on the requirements of the DAPO role and 
provide the necessary leadership in adult safeguarding. 
 
9.4.3 Learning Disability 
 
Referrals in relation to people with a Learning Disability (2,296) remain the 
second highest for the region.  The most common presenting issue remains 
physical abuse, but it should be borne in mind that this can vary from slapping 
and pinching through to a serious physical assaults.  It should also be 
remembered that most people will experience more than one form of abuse. 
 
The pattern of referrals in relation to people with Learning Disabilities is similar 
to safeguarding information available from other jurisdictions, for example 
Wales and is reflective of the limited prevalence data for this client group. 
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That does not mean that HSC Trusts and other providers are complacent about 
the number of service users experiencing some form of abuse neglect or 
exploitation every year.  Information from the service user survey (see above) 
will be used to further develop prevention activities targeting people with 
learning disabilities in 2017-18. 
 
9.4.4 Physical Disability and Sensory Impairment 
 
The number and type of referrals to adult safeguarding from this Programme 
of Care remains steady, with only small fluctuations in activity.  
 
In 2016-17 HSC Trust LASPs sought new ways to inform people with sensory 
impairments about adult safeguarding and the options available to them.  The 
production of material for use by talking Newspapers is a very concrete 
example of an initiative originating in one HSC trust area being shared on a 
regional level.  
 
9.4.5 Acute  
 
Referrals originating in the acute sector remain low.  This is surprising given the 
number of people who use acute sector services.  
 
The referrals made to adult safeguarding services are all appropriate and have 
in some cases highlighted significant issues within community settings. 
 
It is possible that the low level of referrals is due to lack of awareness of adult 
safeguarding amongst healthcare professionals.  In the absence of any 
additional funding to support training and awareness-raising activities, HSC 
trust training teams continue to prioritise safeguarding training for social care 
staff in the community. 
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9.5 Professional Workforce Issues 
 
In previous years, HSC Trusts had highlighted a concern that there are 
insufficient numbers of appropriately trained and experienced social workers 
in post within adult services to meet the requirements of the new adult 
safeguarding policy and associated procedures. 
 
In the absence of dedicated new resources, HSC Trusts have, in general, been 
flexible and innovative in addressing this issue through: internal re-structuring; 
the development of new job descriptions to include Investigating Officer and 
Designated Adult Protection Officer roles, and, the use of rotational 
arrangements.  
 
Challenges remain in relation to the Mental Health Programme of Care where 
the available social work resource is already limited and this is an area that 
could usefully be addressed through regional workforce planning mechanisms. 
 
The new Policy and the related procedures have placed significant demands on 
HSC Trust training teams.  The lack of additional resource to support policy 
implementation has meant that training at Investigating Officer and 
Designated Adult Protection Officer roles has been prioritised along with 
training in the new requirements under the Joint Protocol.   As a result some 
other, more generic adult safeguarding training has not been delivered. 
 
It has proved increasingly challenging for HSC Trusts to continue to provide 
multi-disciplinary training in adult safeguarding from within the social services 
training budgets.  Trust training teams are committed to the concept of multi-
disciplinary training wherever possible, but providing this training on behalf of 
the Trust by drawing exclusively on social services training budgets is no longer 
a sustainable position. 
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9.6 Trust Specific Commentary 
 
9.6.1 Southern Trust 
 
The Southern LASP has a well-developed culture of partnership working and 
this is clearly reflected in its Annual Report. 
 
The LASP provides strong and clear leadership in relation to adult safeguarding 
across sectors and user groups.  As a result, the LASP is well placed to develop 
positive “prevention” activities or interventions through the work of the local 
Councils, Police and Community Safety Partnerships and local community 
groups. 
 
The LASP has a clear strategic focus, as evidenced through the SHSCT corporate 
blueprint for implementation of the new procedures and the production of 
practical advice for practitioners, for example the Domestic Violence Legal 
Remedy Workshops. 
 
The LASP and the HSC Trust have a number of initiatives underway which will 
require closer scrutiny in 2017/18.  These include the roll-out of the proposed 
Achieving best Evidence Rotation Pilot and the adoption of the corporate 
blueprint for policy and procedures implementation. 
 
9.6.2 Northern Trust 
 
The Northern LASP continues to meet on a regular basis, although it has faced 
some challenges to its effectiveness due to organisational changes within some 
partner organisations.  Nevertheless, the members continue to display a strong 
commitment to partnership working.  This is evidenced by a number of 
successful local initiatives. 
 
The LASP has a history of delivering high quality training in adult safeguarding 
and is to be commended for the willingness with which it has led on such 
regional priorities as training for F2 Grade doctors and dentists. 
 

Exhibit 10
MAHI - STM - 333 - 142



The LASP, in common with all partnerships, struggles to meet the increasing 
demands of adult safeguarding with, at best, static and frequently reducing 
resources.  The strong and effective governance arrangements in place have 
contributed to the successful identification of some additional resources for 
adult safeguarding. 
 
The LASP has also developed a very effective and inclusive approach to the 
issue of inappropriate management of patient anduser finances.  The approach 
models a “working together” approach and has been evaluated very positively 
by independent sector colleagues. 
 
9.6.3 Western Trust 
 
The Western trust LASP Report outlines how the Trust and its partners have 
delivered improving adult safeguarding services over the last year.  However, 
the LASP met formally on only 2 occasions in 2016/17 which makes true 
partnership working more challenging.  Nevertheless, the LASP has developed 
some very positive initiatives, most notably in relation to the Working Together 
to Keep Me Safe Programme which primarily targets older people. 
 
Appropriate governance arrangements appear to be in place to support 
practice, enhance accountability and improve outcomes for service users. 
 
The Trust has been involved in a number investigations involving cross-
boundary working.  These investigations are inevitably complex and resource 
intensive and it is important that any potential barriers to full and complete 
communication are minimised.  The HSCB would therefore recommend that 
the Western HSC Trust and LASP standardise the title of specific adult 
safeguarding functions and tasks as outlined in the regional policy and 
associated procedures. 
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9.6.4 South Eastern Trust 
 
The South Eastern LASP continues to build on a strong culture and tradition of 
partnership working and is particularly active in terms of awareness-raising and 
prevention activities. 
 
The LASP has cultivated a very positive working relationship with local councils 
and the benefits of this relationship are clearly evidenced throughout the 
report. 
 
The LASP has very clear governance and accountability systems in place.  These 
have greatly assisted the LASP in the promotion of adult safeguarding in 
general and the implementation of new procedures in particular. 
 
The LASP is working effectively on both a strategic level through the 
development of quality assurance tools and the annual workplan, and on a 
very practical level through the production of awareness raising material for 
Talking Newspapers. 
 
9.6.5 Belfast Trust 
 
The Belfast LASP continues to provide leadership and support to a range of 
partner organisations through regular meetings and sharing of practice and 
experience. 
 
The Report records some apprehension that the new policy and associated 
procedures will lead to increased numbers of referrals and associated 
increases in workloads.  To date this has not proved to be the case but will 
require careful monitoring. 
The Trust notes that internal governance arrangements in relation to adult 
safeguarding have been further strengthened by the establishment of a Trust 
Adult Safeguarding committee which feeds in to key social care governance 
structures. 
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It is concerning to note that there appear to be 3 distinct pathways for Adult 
Safeguarding referrals within the Trust. A more streamlined approach would 
not only assist external bodies and agencies in making referrals, but also 
maximise use of existing resources within the Trust. 
 
The LASP continues to play a leading role in relation to developing responses to 
adult victims of human trafficking. 
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CONCLUSION 
 
This report provides an overview of the Trust monitoring reports.  The HSCB 
has determined that each Trust has submitted a satisfactory report 
supplemented by statistical data with the exception of those Trusts that have 
not returned data on Personal Advisers.  This will be addressed with the Trusts 
concerned.  It should be noted that these returns are currently collated 
manually and consequently are resource intensive for the Trusts.  The 
statistical information is published by DoH and contributes to benchmarking 
across the four countries.   
 
A number of issues are highlighted in individual Trust reports and these will be 
reflected in Trust Action Plans and progress monitored on a regular basis.   
 
The report also highlights a number of service developments in areas such as 
CAMHS and inter agency working. 
 
In addition, there are issues highlighted by each Trust as challenges and 
pressures including:  
 

• Domestic Violence – linking with the DoH work on the implementation 
of the regional strategy; 

• Transition of young people into adult services; 
• Post adoption support; 
• Children with complex needs, including placement options; 
• Meeting the needs of adults with complex and long term mental health 

needs, and learning disability including accommodation support; 
• Approved Social Work and workforce planning; 
• Domiciliary care and short breaks – meeting the increasing complexity of 

care required for people at home; 
• Workforce pressures in relation to Adult Safeguarding. 
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Overall, Trusts report increased pressures due to rising demand and 
complexity of need across all Programmes of Care.   
 
It should be noted that each Trust has included a range of innovative projects 
to improve the delivery of statutory functions and the outcomes for service 
users and cares.  These are being collated with a view to sharing the learning 
across Trusts.   
 
As we move forward, and reflecting the renewed focus on outcomes within the 
Programme for Government the HSCB will build on its current work on 
outcomes based monitoring and review the DSF reporting arrangements 
accordingly. 
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Executive Summary 

 

1. 

provide safe and compassionate care was significantly undermined by the abuse of 

patients at Muckamore Abbey Hospital (MAH) which came to light in 2017. An 

Independent Review Team was commissioned by the Health and Social Care (HSC) 

Board and Public Health Agency at the request of the Department of Health to review 

leadership and governance arrangements within the Belfast HSC Trust between 

2012 and 2017 to ascertain to what degree, if any, said leadership and governance 

arrangements contributed to the abuse of vulnerable patients going undetected.  An 

Independent Team was appointed in January 2018 to conduct a level three Serious 

Adverse Incident (SAI) investigation of patient safeguarding at MAH. The outcome of 

that review, the A Way to Go report, was published in November 2018. The 

Department of Health (DoH) considered that that report had not explored leadership 

and governance arrangements at MAH or the Belfast HSC Trust sufficiently. The 

current review commenced in January 2020. 

 

2. MAH opened in 1949 as a regional hospital for children and adults with learning 

disabilities. Initially, the hospital principally provided long-term inpatient care.  In 1984 

the Hospital was one of the largest specialist learning disability hospitals in the UK 

with around 1,428 patients. During the 1980s the policy direction was to provide care 

for people with learning disabilities within the community. From that time the intention 

was to reduce the number of patients and to develop resettlement options. The 

range of support services by 2002;  have a commitment that long term institutional 

care should not be provided in traditional specialist hospital environments; and 

following the Bamford Reviews and the 2011 publication of Transforming Your Care, 

targets were established to close long-stay institutions and complete resettlement by 
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2015. The rate of ward closures and the numbers resettled progressed significantly 

with targets monitored for compliance. The current review took place within the 

context of retraction and resettlement which had significant implications for staffing, 

patients, and their relatives and carers. By July 2020 there were fewer than 60 

patients at MAH. 

 

3. The Review Team conducted the review by examining a range of Trust documents 

and by interviewing key staff at Muckamore Abbey Hospital, Belfast Health and 

Social Care Trust, the Health and Social Care Board and Public Health Agency, and 

the Department of Health. It also visited MAH during February 2020 and met staff 

and patients during visits to the wards. The Review Team met with a number of 

parents, advocates, a Member of Parliament, the PSNI, the Regulation and Quality 

Improvement Authority (RQIA), the Patient and Client Council (PCC), the Permanent 

Secretary of the Department of Health, and the Health Minister. Representatives of 

the Review Team also had the opportunity to attend a meeting of the Muckamore 

Abbey Departmental Advisory Group.  The Review Team acknowledges the 

cooperation afforded to them by all those they met. It regrets that due to the Covid-19 

lockdown it was not able to meet with more patients, relatives, and carers. Only three 

retired members of staff did not meet with the Review Team for a number of reasons. 

 

4. The Belfast HSC Trust is one of the largest integrated health and social care 

organisations in the UK. It has appropriate governance structures in place with the 

potential to alert the Executive Team and the Trust Board to risks pertaining to safe 

and effective care. The Trust Board and Executive Team rarely had MAH on their 

agendas. Issues which were discussed at that level generally focused on the 

resettlement targets. The annual Discharge of Statutory Functions Reports did not 

provide assurance on the degree to which statutory duties under the Mental Health 

Order 1986 were discharged. The Review Team saw no evidence of challenge at 

Trust, HSC Board, or Department of Health level regarding the adequacy of these 

reports. The Review Team was informed that matters came to the Trust Board on an 

issue or exceptionality basis and that the acute hospital agenda dominated. In 
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addition, the Review Team was advised that the emphasis was on services rather 

than facilities, such as MAH. The comprehensive governance arrangements were not 

a substitute for staff at both MAH level and Director level in the Trust exercising 

judgment and discernment about matters requiring escalation. The Review Team 

was informed that there was a high degree of autonomy afforded to Directors and 

concluded that there was a culture within MAH of trying to resolve matters on-site. 

The location of MAH at some distance from the Trust and the lack of curiosity about it 

at Trust level caused the Review Team to view it as a place apart. Clearly, it operated 

outside the sightlines and under the radar of the Trust. 

  

5. The leadership team at MAH was dysfunctional with obvious tensions between its 

senior members. There was also tension around the intended future of the hospital 

with some managers viewing its future as a specialist assessment and treatment 

facility while others perceived it as a home for patients; many of whom had lived in 

the hospital for decades.  There was a lack of continuity and stability at Directorate 

level and a lack of interest and curiosity at Trust Board level. Visits of Trust Board 

members and other Directors to MAH were infrequent. Leadership was not visible. 

The Review Team was told that staff at MAH were not always clear which Trust 

Director had responsibility for services on-site. As the A Way to Go report noted, staff 

felt a loyalty to one another rather than to the Trust. Leadership was also found 

wanting at Director level as issues relating to the staffing crisis at MAH and its impact 

on safe and compassionate care were not escalated to the Executive Team or Trust 

Board as a means of finding solutions. One Director told the Review Team of his 

efforts to undertake regular walkabouts at MAH as a means of understanding the 

issues confronting staff and patients. Other Directors referred to occasional visits to 

the site but not on a structured or regular basis. The value base of the Belfast Trust is 

well articulated in its strategies and leadership frameworks. Unfortunately, there were 

no effective mechanisms in place to ensure that these values were cascaded to staff 

at MAH. The value base of some staff was antithetical to that espoused by the Trust 

as an organisation. 
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6. The Review Team considered three events at MAH to structure its review of 

leadership and governance. The first was the Ennis investigation which commenced 

in November 2012 following complaints from a private p

and verbal abuse of patients in the Ennis Ward. The investigation was carried out 

Joint Protocol 

processes. It resulted in two staff members being charged with assault. One staff 

member was not convicted whil appeal. The 

investigation took eleven months to produce a final report. The Review Team 

considered the Ennis investigation to be a missed opportunity as it was not escalated 

to Executive Team or Trust Board levels for wider learning and training purposes. It 

was not addressed in the Discharge of Statutory Functions Reports nor was there 

evidence in the documentation examined that its findings were disseminated to staff 

and relatives/carers. The Review Team considered that the Ennis Investigation 

merited being addressed as an SAI, as a complaint, and as an adult safeguarding 

matter. Each of these additional processes would have provided a mechanism to 

bring matters at Ennis to the Trust Board. The HSC Board for some considerable 

time pressed the Trust to submit an SAI in respect of Ennis. When the Trust accepted 

that it was in breach of requirements by not conducting an SAI, the Board let the 

matter rest. The Review Team considered the situation at Ennis to be an example of 

institutional abuse. Learning from Ennis therefore had the potential to identify any 

other institutional malpractice at an earlier stage. 

 

7. The second issue considered by the Review Team was the installation of CCTV 

initially at Cranfield in the male and female wards and in the Psychiatric Intensive 

Care Unit (PICU), as well as in the Sixmile wards. The concept of installing CCTV for 

the protection of patients and staff was first raised around August 2012. A business 

case was developed and approved in 2014. In 2015 CCTV cameras were installed in 

Cranfield and Sixmile wards. From an extensive examination of all documentation, 

the Review Team concluded that the CCTV system was operational and recording 

from July 2015. There was no policy nor procedure to inform the use of CCTV. The 
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Review Team identified extensive delay in finalising a CCTV policy; some 25 months 

after the cameras were installed. During July/August 2017 notices were displayed in 

Cranfield and Sixmile wards advising that the CCTV cameras would become 

operational from the 11th September 2017.  

 

8. The Trust paid for regular maintenance of the cameras following their installation. 

The system on which the CCTV cameras operate is one where the cameras are 

triggered by motion. Recordings are due to overwrite after 120 days. Due to the 

motion activation of the cameras it is likely that recordings were of longer duration 

than the 120 days. The Review Team concluded that the footage now available had 

overwritten previous footage.  

 

9. CCTV footage in late August/early September 2017 revealed abuse and poor 

practice in several of the wards. The CCTV cameras had been recording for a 

considerable amount of time, apparently without the knowledge of staff or 

management. The discovery of historical CCTV recordings prompted by the 

intervention of a concerned parent, revealed behaviours which were described as 

very troubling, professionally and ethically, which were morally unacceptable and 

indefensible. It is apparent from extensive discussion with staff at all levels that there 

was no awareness that the cameras were operational. The MAH staff member 

(retired) most likely to be in a position to clarify matters regrettably did not respond to 

the request to meet with the Review Team.  

 

10. 

20th September 2017. This was at least two to three weeks after the situation was 

identified at MAH. Immediate steps were taken at Trust Executive Team level to 

inform the police about the existence of CCTV footage in relation to an alleged 

assault which occurred on 12th August 2017 as well as other incidents.  Information 

provided by the Trust indicates that files on seven employees have been sent to the 

Department of Public Prosecutions; at least 59 staff have been suspended, while 47 

staff are working under supervision as a result of incidents viewed on CCTV. Despite 
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the scale of the abuse it is important to note that carers and families have frequently 

attested to the care and professionalism of many staff working at MAH. 

 

11. The third incident considered was a complaint about an assault on a patient at PICU 

which occurred on 12th August 2017. This a

father until 21st August 2017. The father was understandably concerned about the 

delay in notifying him especially as he was used to being regularly contacted by the 

staff about his son. A thorough review of all of the evidence led the Review Team to 

safeguarding policy rather than an attempt to hide misdoings. The incident of the 12th 

August 2017 was immediately reported by a staff nurse who witnessed it. The Nurse 

in Charge failed to initiate the adult safeguarding arrangements at that time. Instead 

he emailed the Deputy Charge Nurse (DCN) seeking to meet in order to discuss a 

concern. At the meeting on the 17th August the DCN considered the information to be 

vague and emailed the staff nurse for details as he was on leave. As soon as matters 

were brought to the attention of the Charge Nurse on 21st August all appropriate 

action was taken in a timely manner, including notificatio  

 

12. Following a meeting with MAH staff on 25th August the father complained to the 

Trust. Due to an incorrect email address, this was not received by the Complaints 

Department until the 29th August. In a letter to the father dated the 30th August 2017 

he was advised that at the completion of the safeguarding investigations any 

outstanding matters could be addressed through the complaints procedure. The 

safeguarding investigation concluded in November 2018. The complaint remains 

open and incomplete. The Review Team considered this unacceptable. 

 

13. The Review Team intended to visit centres of excellence to provide comment on best 

practice. Due to lockdown this was not possible. The Review Team has however, 

provided comment which it considered appropriate to the development of a person-

centred rights based model of care for patients in learning disability hospitals. 
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14. The Review Team concluded that the Trust had adequate governance and 

leadership arrangements in place but that these were not appropriately implemented 

at various levels within the organisation. This failure resulted in harm to patients. The 

Review Team concluded that while senior managers at MAH may not have been 

aware of the culture of abuse, that their responsibility for providing safe and 

compassionate care remained. The Review Team made twelve recommendations to 

the Department, HSC Board, and the Trust in order to improve future practice. These 

recommendations took account of the improvements already implemented by the 

Trust. 

 

15. The Review Team acknowledges the recent efforts made by the Belfast HSC Trust to 

promote and monitor a safe person-centred environment at MAH. 
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1. Introduction 

 

1.1 At the request of the Department of Health (DoH), the Health and Social Care 

Board (HSCB) and Public Health Agency (PHA) commissioned a review to 

examine 

(Belfast Trust) leadership and governance arrangements in relation to Muckamore 

Abbey Hospital (MAH).1 The review  spans the period from 2012 to 2017.2  

This five year period preceded serious adult safeguarding allegations that came to 

light in August 2017. Under its Serious Adverse Incident policy the Belfast Trust 

commissioned a review into these allegations by appointing a team of independent 

experts in January 2018. 

 

1.2 The expert team in November 2018 published its report, A Way to Go: A Review of 

Safeguarding at Muckamore Abbey Hospital. The HSCB/PHA and the DoH 

concluded that leadership and governance issues in MAH and within the Belfast 

Trust merited further examination. It was therefore decided that a further review 

focusing on leadership and governance be conducted in order to 

leadership and governance arrangements were in place and failed, and, if so, 

how/why; or were effective sy 3 

 

1.3  A complaint and allegations made in 2017 that vulnerable patients were physically 

and mentally abused by staff at Muckamore Abbey Hospital resulted in the police 

and the Belfast Trust initiating investigations Safeguarding of 

Vulnerable Adults policy, Complaints policy, and its Serious Adverse Incident 

policy.  A considerable volume of video evidence exists in relation to the alleged 

abuse; the PSNI has a lead role in these investigations given their criminal nature. 

                                                           
1 Terms of Reference, Appendix A(i) 
2 During that period there were three key events around which the Review Team focused its attention: November 2012 
allegations made regarding the care and treatment of patients in the Ennis Ward; August 2017 complaints by a parent regarding 

 
3 Purpose of Review, Terms of Reference, January 2020 
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A number of MAH staff and ex-staff have subsequently been arrested, some of 

whom have been referred to the Public Prosecution Service (PPS), while others 

have been suspended from their jobs. Information provided by the Trust indicates 

that files on seven employees have been sent to the Department of Public 

Prosecutions, 59 staff have been suspended, while 47 staff are working under 

supervision as a result of incidents viewed on CCTV. The PSNI has confirmed that 

the scale of the evidence has required the establishment of a dedicated 

investigation team.  

 

1.4 During 2018/19 the Belfast Trust and DoH set up a series of measures to address 

the serious allegations and evidence that was emerging regarding the safety of 

patients at MAH. This included the establishment of: the Way to Go Review Team 

by the Belfast Trust; as well as the Muckamore Abbey Hospital Departmental 

Assurance Group (MDAG)  Chief Social Services 

Officer and the Chief Nursing Officer.  

 

1.5 From the outset the leadership and governance Review Team decided to accept 

the safeguarding concerns raised in the following reports, rather than re-examine 

these events:  

 

- November 2012 in the Ennis Ward; 

- the incidents evident in CCTV footage available from March to August 2017; 

and 

- 7 

alleged abuse by staff. 

 

 The Review Team has accepted these events as key events in its review of governance 

and leadership and will consider them within that context in Section 8 of the report.  
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2. Terms of Reference

2.1 The Terms of Reference (ToR) were agreed between the HSCB/PHA and the 

Department in consultation with the MDAG. The full Terms of Reference are 

available at Appendix 1. The ToR can be summarised as follows:  

Review and evaluate the clarity, purpose and robustness of the leadership, 

management and governance arrangements in place at Muckamore Abbey 

Hospital in relation to the quality, safety and user experience. Drawing upon 

families, carers and staff  experience; conduct a comparison with best 

practice and make recommendations for further improvement. When carrying 

out this review account should be taken of the following: 

- Strategic leadership across the Belfast Trust.

- Operational management

- Professional / Clinical leadership

- Governance

- Accountability

- Hospital culture and informal leadership

- Support to families and carers

2.2 The ToR also requires that the Review Team: 

- interview key individuals and scrutinise relevant documentation;

- establish lines of communications with all the organisations impacted by the

review; and

- act fairly and transparently and with courtesy in the conduct of its work.
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3. The Review Team  

 

 

3.1 The HSCB and PHA established a three-person review team with organisational, 

clinical, and professional expertise from their previous work experiences within 

health and social services in Northern Ireland. Review Team members comprised: 

 

David Bingham  

 

Maura Devlin  

 

Marion Reynolds  

 

Katrina McMahon  Project Manager 

 

Appendix 2 sets out brief curriculum vitae in respect of each of the Review Team 

members. 
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4. Methodology  

 

4.1 The methodology provided by the HSCB/PHA was based on the establishment of 

a team of independent members with extensive experience of leadership and 

management within the health and social care sector (See Para 3.2). 

 

4.2 The Review T t task was to establish lines of communication with all 

those likely to be impacted by the review. The Belfast Trust was the main focus of 

the review. Others contacted included: the DoH; HSCB; PHA; RQIA; families and 

carers as well as their representatives; advocacy services; the Patient and Client 

Council (PCC); other HSC Trusts with patients in MAH; and the PSNI. 

 

4.3 The Review Team met with senior staff from each of these organisations and a 

number of family members. On 21st February 2020 the Review Team visited MAH 

to meet with patients and staff. The Review Team determined the type and range 

of documentation required to establish the policies and operational protocols 

extant during the period under review. The Belfast Trust was asked to provide 

extensive documentation to enable the Review Team to assess its governance 

and leadership arrangements. This included Trust policies on controls assurance, 

management of risk, complaints, and serious adverse incidents. Details of 

organisation charts, minutes of management, Directorate, and Board meetings 

were also sought. The Review Team experienced some difficulty in acquiring 

documentation due to Lockdown. Other organisations were also asked to provide 

relevant documentation. The list of documentation examined by the team is set out 

in Appendix 3 

 

4.4 Having examined documentation furnished by the Belfast Trust the Review Team 

met with key individuals in the Trust and other organisations. It also identified 

further documentation it required. The purpose of these interviews was to establish 

how leadership and governance were exercised between 2012 and 2017 and to 
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ascertain the degree of adherence with extant policies and protocols. A list of 

those interviewed is provided in Appendix 4. Three retired senior managers of the 

Belfast Trust did not engage with the review process:  

 

- a retired Service Improvement and Governance manager and Co-Director of 

Learning Disability Services at MAH4 replied to a request to meet with the 

Review Team stating she was not willing to participate; 

 

- a retired co-Director for Learning Disability Services who retired from the 

service in September 2016 would not meet with the Review Team as his 

request to the Trust for an extensive range of documents to examine prior to 

interview was not met. He requested that the Review be extended in order to 

facilitate his review of documents. This request could not be met by the 

Review Team due to the time frame set for completion of this Review and the 

view that his request for an extension was unreasonable;   

 

- a retired Business and Service Improvement Manager at MAH made no 

response to repeated requests, made through the Trust, for an interview with 

the Review Team. 

  

In each of these cases the Review Team informed the individual that it would 

reach its conclusions on the basis of the documentary evidence available to it and 

comments made by other interviewees. A former Chief Executive of the Trust was 

also not available for interview within the time scale set for the Review. The 

Review Team regrets that its conclusions were not informed by input from these 

individuals.  

 

                                                           
4 Service Improvement and Governance until October 2016 when then promoted to Co-Director for Learning Disability 
Services 
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4.5 A timeline for the Review was established by the HSCB and PHA. The Review 

Team commenced its work in January 2020 with an agreed target date of 30th April 

for an interim report with the full report being produced by 30th June 2020. It was 

recognised that there was a particular urgency to this work given the need to 

reassure family members, carers, staff, and the public that the serious 

safeguarding issues that had arisen in MAH had been identified and addressed, 

and that lessons had been learned and acted upon. 

 

4.6 The lockdown and social distancing measures that followed the start of the 

Coronavirus pandemic in March 2020 meant that the Review Team had to 

suspend its work for a period of six weeks. The Review Team resumed its 

examination of documents and interviews in mid-April 2020 using online 

conferencing technology, namely Zoom.  The HSCB/PHA set a new date for a final 

report of 31st July 2020. It was also agreed that the interim report stage would be 

omitted to minimise the  Plans to visit 

centres of excellence to inform Best Practice had to be shelved and replaced by a 

literature review. 

 

4.7 During lockdown the Review Team was unable to meet with as many patients, 

relatives, and friends as it would have wished. It deeply regrets that it was unable 

to meet with more service users. It did, however, benefit from interviews with: 

 

- three parents/relatives; 

- The Chair of Friends of Muckamore Abbey; 

- representatives of Bryson House and Mencap which provide advocacy 

services to patients at MAH; and 

- a representative of the Patient and Client Council which the Department 

had engaged to provide independent support for  Families and Carers who 

became involved with the review process.  
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Representatives of the Review Team attended one meeting of the Muckamore 

Abbey Departmental Advisory Group in March 2020. The Review Team also 

issued a general invitation through a representative of the Action for Muckamore 

group, to meet with any relatives/carers who wished to meet either in person or via 

Zoom. No further requests for interview were received. 

 

4.8 The Review Team would appreciate an opportunity to meet with patients, relatives 

and carers at the conclusion of the Review to provide feedback to them about its 

conclusions and recommendations. 
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5. Background to Muckamore Abbey Hospital 

 

 

5.1 This section provides a brief historical overview of Muckamore Abbey Hospital 

and the plan to resettle patients in community settings. 

 

 

A. Muckamore Abbey Hospital  A Brief Historical Overview 

 

 

5.2 Muckamore Abbey Hospital opened in 1949 as a regional service for children 

and adults with learning disabilities. It is located in a rural setting outside of 

Antrim town. The opening of the hospital enabled children and adults to be 

admitted over time from six mental health hospitals; some 743 patients of whom 

120 were children. 

 

5.3 Initially, the hospital principally provided long-term permanent inpatient care for 

its patients.  Services provided have undergone significant changes over the 

years, reflecting evolving policy imperatives for people with a learning disability.  

The function of the hospital has therefore expanded over time to include: 

supervised activity for a minority of patients; return to the community; and a 

an Assessment and Treatment centre with no patient living there long term. 5  

 

5.4 The A Review of Safeguarding at Muckamore Abbey Hospital: A Way to Go 

report sets out a timeline for the hospital, from 1946 to 2016 which notes that 

nurse training began at the hospital in 1955; followed by the opening of a special 

needs teacher training college in 1963.6  

                                                           
5 A Review of Safeguarding at Muckamore Abbey Hospital: A Way to Go, November 2018, Page 46 
6 Op. Cit., Pages 46 - 51  
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5.5 In 1966 Muckamore Abbey Hospital had 880 patients. By the late 1960s and 

early 1970s there was a growing realisation that treatment and training should 

take place outside of a hospital setting. There was also a problem with 

overcrowding at the hospital.7 By 1980 the hospital had more than 20 units on its 

site. During 1984 the hospital was one of the largest specialist learning disability 

hospitals in the UK with around 1,428 patients.  

 

5.6 From the 1980s attempts were made to provide care in the community for 

patients. The delivery of this obj

 and there was a lot of criticism that 

those were not met. We are talking about a long period; certainly, in my 
8 In 1986 a Rehabilitation Unit was 

established at the Hospital to promote a return of patients to community settings. 

  

5.7 The 1992/97 Department of Health and Social Services (DHSS) Regional 

Strategy, Health and Wellbeing into the New Millennium, required that Boards 

and Trusts: 

 

- develop a comprehensive range of support services by 2002, and 

- have a commitment that long term institutional care should not be provided in 

traditional specialist hospital environments; and  

- reduce the number of adults admitted to specialist hospitals.  

 

The target established by the Regional Strategy for the resettlement of all long-

stay patients from learning disability hospitals by 2002 was not met.9  

 

                                                           
7 Ibid, Page 48 
8 Committee for Health, Social Services and Public Safety Transforming Your Care  Learning Disability Services: 
DHSSPS Briefing 16 October 2013, Mr. Aidan Murray, Page 6 
9 By that time, half of patients had been resettled and none of the three hospitals had been closed to long-stay 
patients. Between 1992 and 2002 the number of long-stay patients in such facilities dropped from 878 to 453. 
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5.8 In 1993 the number of patients in the Hospital had reduced to 596.  Despite the 

Regional Strategy the hospital argued for the retention of a specialist 

Assessment and Treatment service on the site. In 1994 a Forensic Unit was also 

established. The A Way to Go Report noted that, -1990s the presence 
10  The removal 

of children from the Hospital was achieved with the establishment of the Iveagh 

Centre an inpatient service for children. 

 

5.9 In 1998 Pauline Morris  study of long stay hospitals for patients with a learning 

disability was published.11 The study criticised the medical model of care and 

recommended a socio-therapeutic model in which training was deemed as 

important as nursing and medical functions. There was however, a lack of 

community resources in Northern Ireland to support the discharge of long-stay 

patients from the hospital. It was therefore acknowledged that patients who had 

been resident for 30 to 40 years would remain in hospital.  

 

5.10 Due to inappropriate living conditions seven of the h

in 2001. Around this time a survey of admissions to the hospital found, 

 most of whom 
12  In 

2003 a business case for a new core hospital was submitted to the Department. 

This resulted in the building of a 35 bed Admission and Treatment Unit and a 23 

place Forensic Unit. Both facilities were completed in 2006/07 at a cost of £8.4m. 

The hospital at that time had three distinct patient treatment groups: 

 

- Admissions and Treatment; 

- Resettlement; and 

                                                           
10 Ibid, Page 49 
11 Morris, Pauline Put Away: A Sociological Study of Institutions for the Mentally Retarded Taylor & Francis, 2003  
First Published in 1998 
12 A Review of Safeguarding at Muckamore Abbey Hospital: A Way to Go, November 2018, Page 49 
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- Delayed discharges. 

 

5.11 In 2002 the Department of Health, Social Services and Public Safety (DHSSPS) 

established the Bamford Review to inquire into the law, policy, and services 

affecting people with a mental illness or a learning disability. A key message 

emerging from the Bamford Review was an emphasis on a shift from hospital to 

community-based services. The second report from the Bamford Review, 

pu

a learning disability which envisaged that hospital should not be considered as a 

home for learning disabled people. Equal Lives included a target that all people 

with a learning disability living in a hospital should be resettled in the community 

by June 2011. For the purposes of monitoring progress towards this commitment 

to resettlement, individuals who had been living in a long stay learning disability 

hospital for more than a year as of 1st April 2007 were defined as Priority Target 

List patients. There have been two Action Plans (2009-2011 and 2012-2015) 

 

 

5.12 In 2005 the Hospital had 318 patients and a target was set that this would reduce 

to 87 by 2011. By December 2011 however, 225 patients remained.13 

 

5.13 In 2011 The Minister for Health published Transforming Your Care: A Review of 

Health and Social Care (TYC)14. TYC sets out 99 proposals for the future of 

health and social care services in Northern Ireland, concluding that there was an 

unassailable case for change and strategic reform. It restated the Bamford 

Review commitment to closing long-stay institutions and completing the 

resettlement programme by 2015. 

 

                                                           
13 Ibid, Page 50 
14 http://www.transformingyourcare.hscni.net/wp-content/uploads/2013/11/Transforming-Your-Care-Strategic-
Implementation-Plan.pdf 
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5.14 

reform of the health and social care system in Northern Ireland was the move 

from hospital-based care towards an integrated model of care delivered in local 

Strategic Implementation Plan (SIP) was developed.15 In terms of learning 

disabilities, the SIP focused efforts on resettlement, delayed discharge from 

hospital, access to respite for carers, individualised budgets, day opportunities,  

Directly Enhanced Services (DES), and advocacy services.16 

 

5.15 As of April 2020 the Hospital has under 60 patients and operates from six 

wards17 providing inpatient assessment and treatment facilities for people with 

severe learning disabilities and mental health needs, forensic needs, or 

challenging behaviour.  From a regional hospital with more than 20 units and at 

one time over 1,400 patients, the hospital is now greatly reduced in both the 

number of wards and the number of patients. The following table18 demonstrates 

the reduction in number of patients between 2012 and 2019: 

  

                                                           
15 DHSSPS (2012) Transforming Your Care; Draft Strategic Implementation Plan, Pages 39-40 
16 DHSSPS (2012) Transforming Your Care; Draft Strategic Implementation Plan, Pages 39-40. 
17 Ardmore for female patients, Cranfield 1 and 2 for male patients, Sixmile Assessment and Sixmile Treatment wards 
which deal mainly with forensic patients, and Erne wards for male and female patients with complex needs. 
18 The figures in the Table include Iveagh Unit which is a 6 bed unit caring for children aged under 12 years of age. 
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5.16 Although originally a regional service, the hospital now largely serves the Belfast 

HSC Trust which manages it, and the Northern HSC Trust in whose area it is 

located, as well as the South-Eastern Trust. Remaining Trusts have 

arrangements in place to meet the needs of their learning disabled residents 

without recourse to the hospital. 

 

 

B. Resettlement 

 

 

5.17 Various plans and targets aimed at resettling patients from the hospital to 

community settings have been in place since the 1980s (see Paras 5.6  5.13). 

 

resettlement of long-stay residential patients with a learning disability from 

facilities such as Muckamore Abbey Hospital to community living facilities. In 

1995 a decision was taken by the Department of Health and Social Services to 

resettle all long-stay patients from the three learning disability hospitals in 

Northern Ireland to community accommodation. 

 

5.18 Efforts to secure this strategic objective in relation to the hospital are evident in 

the 1992/97 Regional Strategy, the Bamford Review (2002 and 2005), and TYC 

(2011) as well as associated action plans. The reasons for delay are complex 

and include: 

 

- the difficulty in moving patients from a facility which they have regarded as 

their home. As noted in Para. 5.9 there was an acknowledgement that patients 

who had been resident for 30 to 40 years could remain in hospital; 

 

- the lack of community resources to support the discharge of long-stay patients 

from the hospital;  
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- the fact that many people living with a learning disability have associated co-

morbidities, such as physical and mental health conditions, including epilepsy 

and autism. Mental health conditions and certain specific syndromes may also 

be associated with other physical conditions and challenging behaviour. 

Patients currently remaining in the hospital have, therefore, very complex 

needs which makes their resettlement particularly challenging. 

 

5.19 A senior Medical Adviser in her evidence to an Assembly Committee in 2013 set 

out the broad policy thrust of the Department of Health in relation to mental 

health and learning disability services. She stated that, in the January 2013 

Bamford action plan that scopes 2012-15 - the emphasis across mental health 

and learning disability was on early intervention and health promotion; a shift to 

community care; promotion of a recovery ethos, largely in respect of mental 

health; personalisation of care; resettlement; service user and carer involvement; 

advocacy; provision of clearer information; and short break and respite care. 19 

 

5.20 The evaluation of the second Bamford Action Plan 2013 - 2016 was completed in 

2017. It found that the resettlement programme was nearing completion. Of the 

347 long-stay patients in learning disability hospitals in 2007, only 25 remained in 

long-stay institutions in 2016. Since then further progress has been made. By 

early 2020 there were ten inpatients from the original Priority Target List 

remaining in the hospital, with a further individual undergoing a trial resettlement 

in the community.  

 

5.21 The increased focus on the resettlement of patients driven forward by the 

Bamford Review and TYC resulted in the closure of wards and the bringing 

together of staff and patients into new living arrangements. The Review Team 

                                                           
19 Committee for Health, Social Services and Public Safety Transforming Your Care  Learning Disability Services: 
DHSSPS Briefing 16 October 2013, Page 2 
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concluded that the focus on resettlement had a negative impact on the culture of 

the hospital with insufficient attention being afforded to the functioning of the 

inpatient wards.   

 

5.22 The criticism that the 1980s resettlement objective was progressed slowly, was 

due in to the arrangements which were established 

to monitor delayed discharges and patient discharges post the Bamford Review. 

The scale of the resettlement achieved was significant with a decrease from 347 

long-stay patients in learning disability hospitals in 2007, to 25 by 2016 and 10 by 

2020. From the information available to the Review Team they concluded that 

the hospital in its totality. 

 

5.23 The resettlement plan caused anxiety among the staff team. During its 

orientation visit to the hospital in February 2020 and afterwards in written 

comments made in 2012 by hospital staff, the Review Team found that in 

addition to anxiety around job security and staff recruitment, there were a number 

of concerns including: 

 

- the adequacy of staffing levels and skill mix on wards; 

- the staffing rota which was heavily supplemented by bank staff which led to 

tiredness and increased sickness levels; 

- insufficient staffing to run the resettlement programme. An email sent in 

October 2012, to an Operations Manager (part-time) by a Sister in one of the 

Wards, stated that resettlement could not continue due to staffing levels; 

- the resettlement process which increased workload in respect of 

assessments; 

- patient activities which were curtailed due to staff shortages; 

-  and 

competing; 
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- 

reservations expressed regarding the decision to place specific patients within 

a given ward; 

 

There was also a view that the resettlement wards are not up to 21st Century 

standards . 

 

5.24 The drift associated with earlier resettlement plans from the 1980s was possibly 

also associated with the resistance of some staff and families to the plan to close 

the hospital. In the opinion of the Review Team this may explain why the post 

Bamford resettlement plans were advanced without the benefits of feedback 

systems capable of monitoring how the roll-out impacted upon matters such as: 

the operation of wards; staff sickness and absences; untoward incidents; and 

patient safety. Such a process would have ensured that core hospital functions 

could have been maintained safely while the resettlement model was 

progressed.  

 

5.25 At the hospital there were two competing service models: a medical model which 

informed the core hospital services and a social care model focused on resettling 

patients into the community. The A Way to Go hospital requires 

focus regarding its role and place in the future of learning disability services in 
20 s stated that 

Patients were remaining in hospital units for a 

long time and were transferred between hospitals when alternatives in the 

community could have been considered. The average length of time was found 

to be five years, with one patient staying for 49 years. People should only stay in 
21 

 

                                                           
20 Way to Go, November 2018, Page 5, par. 5 
21 
https://www.ldw.org.uk/hospital-should-never-be-anyones-home/ 
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5.26 Resettlement needs a cultural shift in thinking about the resourcing of learning 

disability services. It also requires an approach which provides adequate 

financial resources and community infrastructure to support resettlement 

objectives and to successfully maintain discharged patients in the community. 

Section 9 on Best Practice considers this cultural shift in greater depth.  

 

5.27 In conclusion, in undertaking its review the Review Team wants to place the key 

events listed in Para. 1.5  and in Appendix 5 in the context of a comprehensive 

understanding of the hospital, its culture, and the resettlement programme which 

it actively pursued after the two Bamford Reviews.  
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6.  Review of Governance 

 

6.1 The following section considers: 

 

i. what governance is 

 

ii. corporate and clinical/professional governance  

 
iii. the Effectiveness of Corporate and Clinical/Professional Governance 

 

i.  What governance is 

 

 

6.2 In undertaking its review of governance the Review Team considered a range of 

definitions and guidance which was available at all levels within the Health and 

Social Care system in Northern Ireland in order to decide on which definition to 

ctures and 

arrangements.  

 

6.3 The Social Care Institute for Excellence (SCIE) notes that the quality of services 

provided are the responsibility of individual staff members and their employers: 

ality social care. 

Social care governance is the process by which organisations ensure good 

service delivery and promote good outcomes for people who use services.22  

 

6.4 

framework within which health and personal social services organisations are 

accountable for continuously improving the quality of their services and taking 
                                                           
22 Social care governance: A practice workbook (NI) 2nd edition, SCIE, 2013, Page 1 
http://www.belfasttrust.hscni.net/pdf/Social-Care-Institute-for-Excellence-Social-care-governance.pdf 
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corporate responsibility for performance and providing the highest possible 

 (Best Practice, Best Care, DHSSPS, 200223).  

 

6.5 The Department of Health (DoH) cites in its Introduction to Governance24 Her 

M  Treasury (HMT): the system by which an organisation directs and 

controls its functions and relates to its stakeholders.   DoH noted that this 

influenced the way in which organisations: 

 

- manage their business; 

- determine strategy and objectives; and 

- 25 

 

6.6 The Health and Personal Social Services (Quality, Improvement, and Regulation) 

(Northern Ireland) Order 2003 confers a statutory duty of quality on each health 

and social care organisation in Northern Ireland.26 To facilitate the achievement 

of service improvements the Quality Standards for Health and Social Care were 

published in 2006. These standards require governance arrangements which 

, and 

responsibilities in place to plan for, deliver, monitor and promote safety and 

quality improvements in the provision of 27 

 

6.7 The Quality Standards also require the RQIA to commence reviewing clinical and 

social care governance within the HPSS in 2006/07, using the five quality themes 

                                                           
23 https://www.scie-socialcareonline.org.uk/best-practice-best-care-the-quality-standards-for-health-and-social-
care/r/a11G000000182tdIAA 
24 https://www.health-ni.gov.uk/topics/governance-health-and-social-care/governance-health-and-social-care-introduction 
25 https://www.health-ni.gov.uk/topics/governance-health-and-social-care/governance-health-and-social-care-introduction 
26 Article 34. (1) Each Health and Social Services Board and each [F1HSC trust] shall put and keep in place arrangements for 
the purpose of monitoring and improving the quality of  
(a)the health and [F2social care] which it provides to individuals; and 
(b) the environment in which it provides them. http://www.legislation.gov.uk/nisi/2003/431/article/34 
27 The Quality Standards for Health and Social Care: Supporting Good Governance and Best Practice in the HPSS, Page 1, par. 
1.3, March 2006 https://www.health-ni.gov.uk/articles/quality-standards-health-and-social-care  
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contained within them.28   encouraging 

improvements in the quality of services commissioned and provided by the HSC 

by promoting a culture of continuous improvement and best practice through the 

inspection and review of clinical and social care governance arrangements.29 

 

6.8 The Quality Standards comprise three key themes, one of which is clinical and 

social care governance. The Quality Standards note that to promote service 

organisational structures, functions and the manner of delivery of services 

currently in place. Clinical and social care governance must also apply to all 

services provided in community, primary, secondary and tertiary care 
30 

 

6.9 Standard 1 of the Quality Standards, Corporate Leadership and Accountability of 

Organisation, has as its Standard Statement: The HPSS is responsible and 

accountable for assuring the quality of services that it commissions and provides 

to both the public and its staff. Integral to this is effective leadership and clear 

lines of professional and organisational accountability. 31 

 

6.10 The criteria by which compliance can be assessed are: 

 

a) 

appropriate to the needs, size and complexity of the organisation with clear 

leadership, through lines of professional and corporate accountability; 

 

                                                           
28 Ibid, Page 5 par. 1.7 and 1.9 Quality themes: 1. Corporate Leadership and Accountability of Organisations; 2. Safe and 
Effective Care; 3. Accessible, Flexible and Responsive Services; 4. Promoting, Protecting and Improving Health and Social Well-
being; and 5. Effective Communication and Information. 
29 Ibid, Page 4, par. 1.8 
30 Ibid, Page 6, par. 2.1 
31 Ibid, Page 10, par. 4.2 
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b) has structures and processes to support, review and action its governance 

arrangements including, for example, corporate, financial, clinical and 

social care, information and research governance; 

 
c) has processes in place to develop leadership at all levels including 

identifying potential leaders of the future; 

 
d) actively involves service users and carers, staff and the wider public in the 

planning and delivery, evaluation and review of the corporate aims and 

objectives, and governance arrangements;   

 
e) has processes in place to develop, prioritise, deliver and review the 

 

 
f) ensures financial management achieves economy, effectiveness, 

efficiency and probity and accountability in the use of resources;  

 
g) has systems in place to ensure compliance with relevant legislative 

requirements;  

 
h) ensures effective systems are in place to discharge, monitor and report on 

its responsibilities in relation to delegated statutory functions and in 

relation to inter-agency working; 

 
i) undertakes systematic risk assessment and risk management of all areas 

of its work; 

 
j) has sound human resource policies and systems in place to ensure 

appropriate workforce planning, skill mix, recruitment, induction, training 

and development opportunities for staff to undertake the roles and 

responsibilities required by their job, including compliance with: 
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- Departmental policy and guidance;  

-  professional and other codes of practice; and 

 - employment legislation 

 
k) undertakes robust pre-employment checks including: qualifications of staff 

to ensure they are suitably qualified and are registered with the 

appropriate professional or occupational body: 

 

-  police and Protection of Children and Vulnerable Adults checks, as 

 necessary;  

- health assessment, as necessary; and references.  

 

l)  has in place appraisal and supervision systems for staff which support 

continuous professional development and lifelong learning, facilitate 

training, education and workforce development;  

 

m) has a training plan and training programmes, appropriately funded, to 

meet identified training and development needs which enable the 

organisation to comply with its statutory obligations; and  

 

n) has a workforce strategy in place, as appropriate, that ensures clarity 

about structure, function, roles and responsibilities and ensures workforce 

development to meet current and future service needs in line with 
32   

 

6.11 The Review Team considered the Quality Standards approach appropriate to its 

task, particularly as these were the basis upon which the RQIA served four 

Improvement Notices in respect of failures to comply on the Belfast HSC Trust in 

                                                           
32 Ibid, Pages 10 -11, par. 4.3  
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November 2019. The Quality Standards require governance arrangements 

roles and responsibilities in place to plan for, deliver, monitor and promote safety 

Para 

6.6). By doing so the Review Team will be facilitated by having access to a 

number of the criteria established (see Para 6.10) to determine the robustness of 

 

 

 

ii.  Corporate and Clinical/Professional Governance 

 

6.12 The Review Team considered corporate and clinical/professional governance 

arrangements within the Trust as it related to MAH. 

 

 Corporate Governance 

 

6.13 The Trust was formed under the Belfast Health and Social Services Trust 

Establishment Order (Northern Ireland) 2006. It came into existence on 1st April 

2007 with the merging of six Trusts, namely: 

 

- the Royal Group of Hospitals and Dental Hospital Health and Social 

Services Trust 

- the Mater Hospital Health and Social Services Trust 

- North and West Belfast Health and Social Services Trust 

- South and East Belfast Health and Social Services Trust 

- Green Park Health and Social Services Trust 

- Belfast City Hospital Health and Social Services Trust. 

 

6.14 The Belfast HSC Trust is a complex organisation with an annual budget of over 

£1.3bn and a workforce of over 20,000 full time and part time staff.  It is one of 
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the largest integrated health and social care Trusts in the United Kingdom 

delivering integrated health and social care to approximately 340,000 citizens in 

Belfast. In order to ensure the best possible delivery of these services they have 

been grouped into ten Directorates. The Trust also provides the majority of 

regional specialist services in Northern Ireland and comprises the major teaching 

and training hospitals in Northern Ireland. The following section considers 

governance under two headings: 

 

A. Organisational Structures; and 

B. Information Systems. 

 

(A) Organisational Structure 

 

6.15 The Belfast Trust provides a range of disability services in the community, at 

home, and in hospitals. The Review Team examined the systems and 

information systems established by the Belfast HSC Trust to enable it to assure 

Para 6.9). The Trust  

organisational structure in 2012/13 encompassed the following: 

 

 a Trust Board of five Executive Officers and seven non-Executive Directors, 

including the Chairman. Accountable directly to the Board were four 

committees (Remuneration, Charitable Trust Funds, Audit, and Assurance) 

which met on a bi-monthly basis. The Executive consists of the Chief 

Executive and the Executive Directors of Finance, Medicine, Social Work, and 

Nursing. The Board is responsible for the strategic direction and management 

  It is accountable, through its Chairman, to the 

Permanent Secretary at the Department of Health and ultimately to the 

Minister for Health; 
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 the Executive Team which is accountable to the Trust Board in regards to the 

day to day operational management and development of the Trust. It meets 

on a weekly basis. It receives reports from Executive and Operational 

Directors based on information received from Co-Directors who have 

operational responsibility for service areas such as: Learning and Disability 

Services; Mental Health; and Health Estates. Information was also provided 

from the Assurance Group;  

 

 an Assurance Group. The 

committee structures for Clinical and Social Care Governance and risk 

management.  The Framework describes the mechanisms to address 

weaknesses and ensure continuous improvement, including the delivery of 

the delegated statutory functions and corporate parenting responsibilities. 

Five groups report to The Assurance Group: 

 

- the Governance Steering Group, which covers 15 areas including: risk 

management; policies; control assurance; and information governance. 

The steering group was served by two sub-committees; 

 

- a Safety and Quality Steering Group which was served by five sub-

committees; 

 

- a Serious Adverse Incident (SAI) Board which reviewed each SAI; 

 

- a Social Care Steering Group which was served by three sub-committees; 

and 

 

- an Equality, Engagement and Experience Steering Group which was 

served by three sub-committees. 
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6.16 The organisational governance structure remained largely consistent throughout 

only change to the structure, which occurred in 2013/14, was that the SAI Group 

was merged with the Governance Steering Group; no longer was it a stand-alone 

entity. In the 2015/16 business year the Social Care Committee structure was 

altered so that it had a direct relationship with the Trust Board.  

 

6.17 Structurally therefore the Belfast HSC Trust had arrangements in place capable 

of assuring the quality of the services which it provided. The structure is complex 

with a significant number of Committees, Steering Groups, and Sub-Committees. 

This structure placed significant demands and challenges on senior and middle 

management staff. The range of services provided by the Trust and their 

complexity inevitably requires systems which are complex.  

 

6.18 The change to the status of the Serious Adverse Incident (SAI) Group in 2013/14 

outlined in par. 6.15 may have contributed to the failure to address the Ennis 

Safeguarding Vulnerable Adults Policy. This meant that the ensuing investigation 

focused exclusively on the allegations as a means of acquiring the evidence in 

order to either substantiate the allegations or to discount them. Wider issues 

relating to the organisation of services, pressures within the Ennis ward in terms 

of caring for patients with complex and at times conflicting needs, the adequacy 

of staffing, and the skill mix available to care for patients were not subject to fuller 

investigation. 

 

6.19 

Trust dated between the 6th February 2013 and the 3rd September 2015 it is 

apparent that repeated requests from the Board for the Ennis allegations to be 

dealt with as an SAI were not met. In September 2015 the HSC Board wrote 
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asking that the Trust accept that this was a breach of requirements. On 7th 

September 2015 the Trust responded accepting that it was in breach of the SAI 

procedures [both the 2010 and 2013 procedures] but as the allegations were not 

substantiated by the safeguarding investigation it was content to live with the 

procedural breaches.  

 

6.20 At MAH level governance arrangements were also in place during the period 

under review. On site was a Service Improvement and Governance member of 

staff. On a weekly basi -Director for Learning Disability Services 

convened a multidisciplinary meeting at MAH comprising the Service 

Improvement and Governance manager and hospital and community staff.  

 

6.21 The minutes of these meetings show that they were well attended by all staff and 

comprehensive minutes were taken of the proceedings. A community-based 

social worker regularly attended these meetings as one of her duties was to 

complete the Statutory Functions Report for the learning disability programme of 

care.33 None of the minutes examined provided information on the following: 

 

- the information which would be provided to the HSC Board in respect of the 

Discharge of Statutory Functions; or 

- issues arising from the Ennis investigation and follow-up actions. 

 

6.22 Information was available on the receipt of RQIA inspection reports; there was, 

however, no indication from the MAH records examined that findings from these 

inspections were viewed as negative or requiring remedial action. This finding is 

confirmed by an examination of governance meetings chaired by the Service 

                                                           
33 The requirement for an unbroken line of professional oversight of the discharge of Delegated Statutory Functions (DSFs) from 
Health and Social Care Trusts (Trusts) to the Health and Social Care Board (HSCB) and ultimately to the Department of Health, 
Social Services and Public Safety (Department) has been in place since 1994. The Chief Social Work Officer (CSWO) in the 
Department, the Director of Social Care and Children in the HSCB (the HSCB Director) and the Executive Director for Social Work 
(EDSW) in each of the Trusts are individually and collectively responsible for the effective operation of an unbroken line of 
professional oversight of DSFs. CIRCULAR (OSS) 4/2015: STATUTORY FUNCTIONS/PROFESSIONAL OVERSIGHT 
https://www.health-ni.gov.uk/sites/default/files/publications/health/CIRCULAR%28OSS%29-4-2015.pdf 
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Improvement and Governance manager. The minutes regularly reference an 

RQIA announced or unannounced inspection at wards within the hospital. From 

these minutes information was not available to indicate any serious concerns 

being raised by the Regulator. As noted in Para. 6.11 it was not until November 

2019 that RQIA served four Improvement Notices in respect of failures to comply 

on the HSC Trust, in respect of the MAH site. Improvement Notices had 

previously 

Review Team was advised by RQIA that there was significant learning emerging 

from its inspection of Iveagh which, had it been applied, could have improved 

practice at MAH. The Review Team found that issues arising from complaints 

and incidents or RQIA reports were not discussed. Therefore they did not inform 

the education plans for staff in MAH.  

 

(B) Information Systems 

 

6.23 The only way in which any organisation can know how it is performing is to have 

access to all the relevant data describing its performance in meeting the relevant 

legislation and regulatory and professional standards. As the inquiry into the 

the collection of data and information is insufficient alone to prevent what has been 

described here. It is how information is analysed and used, and then made 

available to the public, which determines its value. Managers and those charged 

with governance do not always interrogate data well, but instead seem to look for 
34 

 

6.24 The Review Team therefore considered the range of data collated by the Trust, 

how it was analysed, and how it was used by the Trust to monitor and review 

performance with particular reference to MAH.  

                                                           
34 The report of the Independent Inquiry into the issues raised by Paterson, Page 2 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/863211/issues-raised-by-
paterson-independent-inquiry-report-web-accessible.pdf 
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6.25 The Trust had a number of systems in place to record and monitor adverse 

incidents, serious adverse incidents, and complaints as part of its risk 

management strategy. Risk management involves the establishment of systems to 

understand, monitor, and minimise risks to patients and staff. It involves learning 

from mistakes/incidents in order to improve the quality of patient care and to inform 

apparent that Governance and Core Group meetings at MAH regularly had access 

to a wide range of data (see Para 6.83). 

 

6.26 MAH was also monitored by its regulator, the RQIA, which over the course of its 

inspections, collated significant information on practice within wards and also 

acquired verbal feedback from patients and staff.  The scale of the significant 

concerns revealed by the CCTV footage (2017) or the Ennis investigation 

(2012/13) was not identified through inspections. Regulators, such as senior 

managers, rely on the information provided to them as well as what they can 

reasonably be expected to identify in the course of inspection activities.  

 

6.27 A relevant backdrop to how information was divulged is provided by the A Way to 

Go was advised of the presence of staff who are related at 

the Hospital, including families who have worked there for generations. Also, since 

primary loyalties of people who are related or in intimate relationships are unlikely 

to be to the patients. There was no reference to conflict of interest declarations in 
35  

 

6.28 Learning from mistakes or near-misses requires staff to be open to a review of 

their practice and to be willing to challenge when they observe concerning 
                                                           
35 Op. Cit Para. 32, Page 13 
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professional practices. From the Ennis Report (2013) and the CCTV footage it is 

apparent that the challenge function was generally not evident among the staff 

team. In respect of the Ennis complaints, the verbal and physical abuse of patients 

was not raised by ward staff but rather staff from a private provider who were 

working on the ward to prepare a number of patients for discharge to their facility. 

Similarly, the very significant number of alleged assaults on patients captured on 

CCTV footage which, to date, has resulted in seven members of staff being 

reported to the PPS by the PSNI, 59 have been placed on temporary suspension, 

with a further 47 staff working under supervision. The nature and scale of events 

 

 

6.29 The Trust had corporate and clinical/professional arrangements in place. The 

Review Team concluded however, that the nature of the hospital as somewhat of a 

ongoing issues around its future, meant that staff loyalties were with their 

colleagues rather than the patients or their employer. There is also no indication 

from the records examined that staff from different professional groups were 

voicing concerns about the level or the nature of adverse incidents, serious 

adverse incidents, complaints, or the issues likely to be associated with staffing 

deficits and limited behavioural supports for patients.  

 

6.30 In conclusion, governance structures were in place at Board and Trust level to 

enable the Trust to assure itself of the quality of the services it provided at MAH. 

The next section considers governance specific issues. 

 

 Clinical and Professional Governance  

 

6.31 

accountable for continuously improving the quality of their services and 

safeguarding high standards of care by creating an environment in which 
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excellence in clinical care will flourish. 36  It covers activities which help sustain 

and improve high standards of patient care. Clinical governance is a means of 

reassuring the public that the care they receive within the health and social care 

system is of the highest standard. 

 

6.32 Clinical governance is often thought of in terms of the following seven constructs: 

 

 

6.33 The British Medical Journal In short, it's doing 

the right thing, at the right time, by the right person - the application of the best 

evidence to a patient's problem, in the way the patient wishes, by an 

appropriately trained and resourced individual or team. But that's not all - that 

individual or team must work within an organisation that is accountable for the 

actions of its staff, values its staff (appraises and develops them), minimises 
37 

                                                           
36 Scally G and Donaldson LJ (1998) Clinical governance and the drive for quality improvement in the new NHS in 
England. British Medical Journal 317(7150) 4 July pp.61-65 
37 BMJ 2005;330:s254 https://www.bmj.com/content/330/7506/s254.3 
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6.34 As noted in Para. 6.6 the Health and Personal Social Services (Quality, 

Improvement, and Regulation) (Northern Ireland) Order 2003 confers a statutory 

duty of quality on each health and social care organisation in Northern Ireland. 

Clinical governance is a means by which the duty of quality can be achieved for 

service users of health and social care services in Northern Ireland. Clinical 

standards of the best. It hopes to reduce unjustifiable variations in quality of care 
38 

 

6.35 In 2012 in the battle against 

serious quality failures in healthcare: 39  

 

- frontline professionals, both clinical and managerial, who deal directly with 

patients, carers, and the public and are responsible for their own 

professional conduct and continued competence and for the quality of the 

care that they provide; 

- the Boards and senior leaders of healthcare providers responsible for 

ensuring the quality of care being delivered by their organisations who are 

ultimately accountable when things go wrong; and 

 

- the structure and systems that are external, usually at a national level, for 

assuring the public about the quality of care. 

 

6.36 The legislative framework within which the health and social care structures 

operates is the Health and Social Care (Reform) Act (Northern Ireland) 2009. The 

roles and functions of the various health and social care bodies and the systems 

that govern their relationship with each other and the Department, alongside the 
                                                           
38 Clinical Governance in the UK NHS. DFID Health System Resource Centre 
https://assets.publishing.service.gov.uk/media/57a08d59ed915d622c001935/Clinical-governance-in-the-UK-NHS.pdf 
39 The King's Fund (2012), Preparing for the Francis report: How to assure quality in the NHS, [online], accessed September 
2019.  https://1vju531mjrgz2givvt3vgvrr-wpengine.netdna-ssl.com/wp-content/uploads/2019/10/MPAF_WEB.pdf 
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roles and responsibilities devolved from the Department, which are taken forward 

on behalf of the Department by the PHA/HSCB are set out in the Health and 

Social Care Assurance Framework (2011). 

 

6.37 Service Frameworks set out the standards of care that individuals, their carers, 

and wider family can expect to receive from the HSC system. The standards set 

out in a service framework reflect the agreed way of providing care by providing a 

common understanding of what HSC providers and users can expect to provide 

and receive.  

 

6.38 

of the Executive Team in ensuring that effective governance arrangements are in 

place within their areas of responsibility. Key elements of professional, clinical, 

and social care governance are identified within the roles of the:  

 

- Executive Director of Nursing and User Experience who is responsible 

for advising the Trust Board and Chief Executive on all issues relating to 

nursing and midwifery policy as well as statutory and regulatory 

requirements. The post holder is also responsible for providing 

professional leadership and ensuring high standards of nursing, midwifery, 

and patient client experience in all aspects of the service. In addition to 

other responsibilities the post holder also holds professional responsibility 

for all Allied Health Professions; 

 

- Director of Social Work who is responsible for ensuring the effective 

discharge of statutory functions across all social care services; reporting 

directly to the Trust Board on the discharge of these functions. The post 

holder is also responsible for providing leadership and ensuring high 

standards of practice to meet regulatory requirements for the social work 

and social workforce; 
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- Medical Director who is responsible for advising the Trust Board and 

Chief Executive on all issues relating to professional policy, statutory 

requirements, professional practice, and medical workforce requirements. 

The post holder is also responsible for ensuring that the Trust discharges 

its delegated statutory medical functions, alongside providing professional 

leadership and direction. 

 

6.39 There is also a service framework pertinent to the services provided at MAH 

which applies to all those working with patients namely, the Service Framework 

aims to improve the health and wellbeing of people with a learning disability, their 

carers and families, by promoting social inclusion, reducing inequalities in health 

and social wellbeing and improving the quality of health and social care services, 
40 

 

6.40 Professional Governance Frameworks are underpinned by legislation and a 

range of standards and policies set by the Department of Health alongside 

standards set by professional regulators. A robust assurance framework provides 

clarity about professional responsibility and evidence that structures and 

processes are in place to provide the right level of scrutiny and assurance across 

the professions. 

 

6.41 Since its formation in 2007 the Belfast Trust has had in place a structure to 

support the Executive Directors of Nursing, Social Work, and Medicine to provide 

assurance to the Chief Executive, Executive Management Team, and the Trust 

Board. Muckamore Abbey Hospital is medically led by a Clinical Director. The 

largest workforce on site is drawn from the nursing profession and healthcare 

assistants. There was a small social work team and a number of Allied Health 
                                                           
40 Ministerial Foreword, Service Framework for Learning Disability, https://www.health-
ni.gov.uk/sites/default/files/publications/dhssps/service-framework-for-learning-disability-full-document.pdf 
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Professionals based at the hospital. Although MAH is a hospital and is led as 

such by medical personnel, the day-to-day operation of MAH was in practice left 

to nurse managers and their staff. The following section therefore focuses 

strongly on the governance arrangements within nursing, which also 

encompasses healthcare assistants (see Para 6.38). 

  

6.42 The Review Team examined the systems and information established by the 

Belfast Trust to enable it to ensure that patients in MAH were receiving high 

quality, safe, and effective care. The Trust organisational structure in 2012/13 

comprised a Central Nursing and Midwifery Team which was  led by the 

Executive Director of Nursing comprised Co-Directors and Associate Directors of 

Nursing. The Co-Directors were full time members of the Central Nursing and 

Midwifery Team fulfilling a pan-Trust professional role in respect of the nursing 

and midwifery workforce, nursing education, and governance. The Associate 

Directors of Nursing held managerial roles within the Directorates of the Trust. It 

was envisaged that they would dedicate 70% of their time to their Directorate role 

and 30% to their professional role as Associate Directors of Nursing.  

 

6.43 This structure remained in place until 2016/17 when it changed following a review 

by the HSC Leadership Centre, commissioned to assess the effectiveness of the 

Associate Director role in providing professional assurance to the Executive 

Director Nursing.  It introduced Divisional Nurses who had no operational 

responsibilities. They were appointed into leadership roles to provide nursing and 

midwifery assurance to the Directorate and Executive Director of Nursing.  

 

6.44 The Executive Director of Nursing met formally on a monthly basis with Co-

Directors and senior nurse leaders. The meeting provided regular reports from 

Divisional Nurses on nursing and midwifery practice, workforce issues, 

regulation, and any other issues of concern. Since 2016 reports focused on three 

key areas namely:  
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- patient, quality and safety; 

- patient experience; and  

- professional nursing. 

 

Nurses in Difficulty meetings were held quarterly and were chaired by the 

Executive Director of Nursing. These meetings were attended by Divisional 

Nurses and provided an opportunity for the Executive Director of Nursing to 

discuss, advise, and seek assurance that all follow-up actions to ensure onward 

referral to the regulator or internal capability processes had been taken forward.  

 

6.45 Directors of Nursing, according to A Partnership for Care, Northern Ireland 

Strategy for Nursing and Midwifery (2010-2015), were required to be proactive in 

identifying future nursing workforce requirements. The Executive Director of 

Nursing in a Trust is also responsible for advising the Trust Board and its Chief 

Executive on all issues relating to nursing workforce requirements. On a bi-

monthly basis the Executive Director of Nursing held a Nursing and Midwifery 

Workforce Steering Group. This group comprised senior nurse leaders, the Co-

Director for Workforce and Education, and a representative from HR, Finance, and 

staff-side organisations. This meeting addressed all workforce issues relating to 

nursing and produced a workforce trends analysis. 

  

6.46 In addition to the Workforce Steering Group meetings, the Trust had processes in 

place to provide assurance to the Executive Director of Nursing on all issues 

relating to the nursing workforce requirements in MAH. Learning Disability Nursing 

workforce issues were discussed regularly at the senior nurse meetings which 

were held on a monthly basis in MAH and at the Core Group meetings chaired by 

the Co-Director for Learning Disability services. Discussion also took place at 

Divisional Nurse meetings chaired by the Executive Director of Nursing. 
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6.47 During the period under review, professional nursing governance arrangements 

existed within MAH, as indicated by the previously noted senior nurse meetings, 

which took place on a monthly basis. Those in attendance included senior nurse 

managers, ward managers, and the nurse development lead. Additionally, there 

was a Professional Senior Nurse Forum. These meetings were chaired by the 

Service Manager for Hospital Services and included senior managers from MAH 

and the Directorate along with the Nurse Development Lead. The agenda for these 

meetings focused on nurse-sensitive indicators including supervision, appraisal, 

and mentorship along with training, education, and staff development.  

 

6.48 The Nursing and Midwifery Council (NMC) sets the standards of practice and 

behaviour applicable to all registered nurses. These standards are outlined in the 

Code (2015).41 They are a means to promote safe and effective practice.  

 

6.49 The commitment to professional standards is fundamental to nursing and 

reinforces professionalism. As such all nurses and healthcare assistants in MAH 

are required to: 

 

-  prioritise people; 

-  practice effectively; 

-  preserve safety; and 

-  promote professionalism and trust. 

 

6.50 The NMC Code established a common standard of practice for all those on its 

register. Guidance to nurses was also provided by the Northern Ireland Practice 

Education Council for Nursing and Midwifery (NIPEC) as professionally they 

continued to be accountable for the tasks delegated by them to healthcare 

assistants. Nurses are required to ensure that delegated tasks are completed to a 

                                                           
41 The Code: Professional Standards of Practice and Behaviour for nurses, midwives and nursing associated, NMC,   
https://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf 
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satisfactory standard.42  The framework supports the healthcare staff in becoming 

competent to complete delegated record keeping on the care they have provided 

and maintaining these records. 

 

6.51 Standards for Nursing Assistants employed by HSC Trusts published by the 

Department In February 2018 apply to all healthcare assistants. This document 

recognised that n of the healthcare team. 

They provide a vital role supporting the registered nursing workforce to deliver high 
43 In MAH it was apparent that at times healthcare assistants 

made up a greater proportion of staff on wards due to the difficulties experienced 

in recruiting and maintaining an adequate number of nursing staff. This matter is 

discussed further in paragraph 6.96. 

 

6.52 The Trust collated and analysed a range of information as a means to identify 

nursing concerns. The Review Team 

information, along with the minutes of professional and operational management 

meetings. The key sources of information were: 

  

-   Professional Governance Frameworks; 

-    RQIA Inspection findings; 

-    Nurses in Difficulty reports; 

-    Risk Registers; 

-    Vulnerable Adult reporting; 

-    Use of Physical Intervention; 

-    Quality Improvement Plans; 

-    Key Performance Indicators; 

                                                           
42 Support Resources for Record Keeping Practice Framework for Nursing Assistants. NIPEC 
https://nipec.hscni.net/download/projects/previous_work/highstandards_practice/record_keeping_practice_framework_for_n
ursing-Assistants/SUPPORT-RESOURCE-NA-Framework-Final.pdf 
43 Standards for Nursing Assistants employed by HSC Trusts. Foreword, 
https://nipec.hscni.net/download/professional_information/resource_section/nursing_assistants/standards-for-nursing-
assistants.pdf 
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-    Commissioned Education; 

-    Staff absence management and recruitment; 

-    Professional Nursing Reports; and 

-    Alerts or issues for escalation.   

 

6.53 Since its formation in 2007 t  has been an 

integrated approach where clinical and wider organisational risks are managed 

within a single integrated Assurance Framework. Key elements of clinical 

governance include: 

 

- clinical audit and research;  

- incident reporting;  

- education and training;  

- supervision and appraisal; and  

- the adoption of evidence-based practice to ensure safe and effective care. 

 

Arrangements are also in place within the Trust for the management of 

professional concerns about nurses and midwives. Issues relating to healthcare 

assistants were dealt with through line management arrangements.   

 

6.54 

governance arrangements was evidenced in the regular multidisciplinary meetings 

-Director who had a social work background and 

comprised the Clinical Medical Director, the Nursing Service Manager, and the 

Service Improvement and Governance manager at MAH. Attendance by other 

professionals or Operational Managers was dictated by the agenda for each 

meeting. 

 

6.55 The nursing governance arrangements within the Trust were deemed fit for 

purpose by the Review Team on its examination of processes and the information 
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detailed above. The Review Team was however concerned that the effectiveness 

of these governance arrangements was undermined by ongoing staffing issues at 

MAH. 

 

6.56 Professional Accountability for medicine arrangements were outlined as follows: 

  

ts are accountable via the line 

management structure. That is to the Service Manager/Co-Director. Professionally 

they are accountable via the medical line management structure which is Clinical 

Lead to Clinical Director to Associate Medical Director to Medical Director. Where 

concerns are raised about medical staff these concerns are shared by the Clinical 

Director with the Associate Medical Director and are managed using Maintaining 

High Professional Standards Guidance, a framework set out by the Department of 

Health in 2003. Where appropriate the Trust will also invoke the services of the 

 

 

6.57 The Review Team had no access to medical workforce data. A review of senior 

staff meetings referenced however, a range of the workforce issues faced by the 

medical team on site. Between 2012 and 2016, minutes of the Core Group 

capacity to 

provide 24-hour cover at the hospital. There were efforts over an extended period 

of time to commission GP services and a GP out-of-hours service. Concerns were 

also noted about the ability of on-call doctors to complete the admission criteria 

assessment. A GP out-of-hour service was commissioned in November 2013. 

 

6.58 Consultant medical staff shortages were also evident and were raised frequently 

by the Clinical Director at Core Group meetings. The management of sickness 

absence among medical staff was also difficult. Records indicate that locum cover 

was hard to secure.  
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6.59 In July 2103 the Clinical Director wrote to the HSC Board to secure additional 

consultant sessions. The resettlement assessment process placed additional 

demands on medical staff and the Review Team noted ongoing concerns 

expressed by the Clinical Director about patient safety resulting from the mix of 

patients on some wards and the consequent demands placed upon medical staff. 

 

6.60 Nursing staff advised of some difficulties in securing timely access to medical 

review once an episode of seclusion was activated. There were also difficulties in 

securing Multidisciplinary Team (MDT) input into comprehensive risk 

assessments. 

 

6.61 In respect of social work since 1994 Executive Directors of Social Work in Trusts 

and Boards have been required to hold a social work qualification and to be 

included on Trust Management Boards44. Arrangements for professional oversight 

are designed to ensure that statutory functions are discharged45 in accordance 

with the law and to relevant professional standards within a system of delegation. 

Executive Directors of Social Work are accountable to their Chief Executives for 

compliance with legislative requirements and for ensuring that systems, 

processes, and procedures are in place to effectively discharge statutory functions 

in respect of: 

 

- child care;  

- mental health services;  

- disability services,  

- community care; and  

- the social work and social care workforce. 

                                                           
44 Health and Personal Social Services (Northern Ireland) Order, 1994 
45Para. e all functions under the Adoption (NI) Order 1987; the 

n) 
and the Carers and Direct Payments Act (NI) 2002. Other relevant functions are specified under the Health and Personal Social 
Services (Northern Ireland) Order 1972; the Chronically Sick and Disabled Persons (NI) Act 1978 and the Mental Health (NI) 
Order 1986. 
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6.62 Executive Directors of Social Work have a number of specific areas of professional 

responsibility including:  

 

- professional governance;  

- standards and practice across all services for children, families and adults;  

- development of the social work workforce;  

- management and/or development of social work and social care services 

generally; and  

- oversight of statutory functions discharged by the HSC Trust.  

 

6.63 In addition to the aforementioned areas of professional responsibility, social 

workers also have a role in the general management of the HSC Trust, including 

sharing in corporate responsibility for policy making, decision making, and the 

 

 

6.64 HSC Trusts are accountable to the DoH through the HSC Board for their 

performance which includes accountability for the discharge of delegated statutory 

functions. Schemes of Delegation of Statutory Functions46, which are documents 

sealed by the Department, the HSC Board, and each HSC Trust, provide a specific 

legal mechanism to monitor and report on the discharge of statutory functions on 

an annual basis. The Scheme of Delegation requires that there are unbroken lines 

of professional accountability from frontline social work practice in HSC Trusts 

through the HSC Board to the Chief Social Services Officer (CSSO) and ultimately 

to the Health Minister. 

 

6.65 Paragraph 

in the discharge of Delegated Statutory Functions (DSF). The Department, as the 

parent sponsor body of the HSCB and Trusts, carries ultimate responsibility for the 
                                                           
46 CIRCULAR (OSS) 4/2015: Statutory Functions  Professional Oversight 
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performance of these organisations, including the discharge of DSFs within a 

system of delegation. This responsibility is not transferable to any o

Paragraph 3.2 also notes that, responsibility for the performance of the HSCB and 

who is required to account for this as part of the formal Assurance and 

Accountability processes between the Department and its ALBs [Arms Length 

 

 

6.66 All social care workers and professional social workers receive supervision within 

the organisation. A Supervision Policy exists to inform practice. In unidisciplinary 

teams, professional social work supervision must be provided by professionally 

professional practice and accountability for the standard of his/her practice. Within 

integrated teams social workers received monthly supervision from their line 

managers. Where the manager was not a social worker, professional supervision 

was required from a social work manager on a three-monthly basis. Both 

managers were required to meet with the social worker to discuss operational and 

professional practice on a bi-annual basis. The Review Team was advised that 

audits relating to social work supervision were conducted. The audits did not 

confirm compliance with all aspects of the supervision policy, particularly in relation 

to the bi-annual meetings with managers. 

 

6.67 Audits were also conducted at MAH which were independently commissioned by 

the Trust.47 In respect of the 

policies were out of date when the policy was written; e.g. NMC and NICE 

Guide

in November 2016 and thi

draft DHSSPS guidance on Restraint and Seclusion had not been used to inform 

                                                           
47 Cannon F. & Barr O, Report of Independent Assurance Team Muckamore Abbey Hospital, June 2018 
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Trust policies in these areas.48 The Review Team noted that the Southern HSC 

Trust had used the draft guidance to inform its policy. The DHSSPS draft guidance 

unfortunate that final guidance was not provided by the Department.  

 

6.68 Arrangements were in place to promote social work practice across client groups. 

ding 

committee which was established in 2015, although managerially he did not have 

responsibility for this client group until June 2016 when the Trust as a cost 

improvement measure removed a number of senior management posts at 

headquarters and MAH levels.  

 

6.69 The Adult Safeguarding committee was modelled on child protection arrangements 

which were well established within the Trust and provided a model for improving 

safeguarding arrangements for vulnerable adults. A Professional Social Work 

Forum was also in place within the Trust prior to 2012. Managers at Grade 8B and 

above, at  social work governance lead, chaired the forum 

which addressed professional development and performance across the Trust. 

The 8B staff member with responsibility for social work services at MAH also 

attended the Professional Forum.  T

this Forum, at times, to provide updates on adult safeguarding issues. 

 

6.70 There was an unbroken professional line from the frontline social worker to the 

 required legislatively. There were 

however, insufficient numbers of social workers at MAH to provide a service to all 

wards or to have the time to visit the wards regularly thereby acquiring an overview 

of patient care and treatment.  

 

                                                           
48 Human Rights Working Group on Restraint and Seclusion: Guidance on Restraint and Seclusion in Health and Personal Social 
Services, August 2005 
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6.71 The Review Team was informed that there was a picture of the safeguarding 

social worker and contact details on ward notice boards so that patients and family 

members would have had details of a contact point should they have concerns. 

The Executive Director of Social Worker also outlined a number of walk-around 

visits he made to MAH during his period in post (from June 2016 to August 2017), 

during which he met with staff and patients. He acknowledged that from these 

visits he was conscious of tensions in managerial relationships within the hospital, 

unease about its future, and low staff morale. He stated that he had no indication 

of the patient care issues which subsequently emerged once CCTV footage came 

to light. 

 

 

iii. The Effectiveness of Corporate and Clinical/Professional Governance 

 

6.72 The Trust identified delivering safe, high quality care as a key priority. It measured 

and collected a wide range of data as a means of learning from and improving 

outcomes and experience for service users. To consider effectiveness of 

professional governance the following section considers: 

 

a. audit; 

b. KPIs; 

c. discharge of statutory functions;  

d. workforce planning; 

e. education training and continuing professional development; and 

f. overview.  
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a. Audit 

 

6.73 During the period covered by the Review, 2012 - 2017, the Trust held bi-monthly 

Mental Health and Learning Disability Audit meetings. It was intended that the 

agenda for these meetings would be informed by two audit forums, one 

representing Learning Disability, the other Mental Health. From 2012 to 2015 a 

total of 14 audits were completed: 

 

- six audits - led by medical staff; 

- five audits - led by an Occupational Therapists; 

- one audit - led by a forensic Psychologist; 

- one audit - led by a safeguarding officer who was a social worker; and  

- one audit - led by a resource nurse. 

 

6.74 Audit activity undertaken by nursing staff outside the formal clinical audit cycle was 

not noted in minutes of professional nursing meetings but referenced in RQIA 

reports. These audits are inclusive of Nursing Care Plans, risk assessments, and 

behaviour support plans. 

 

6.75 Minutes from the Audit meetings show that they were poorly attended, and that 

Mental Health dominated audit topics. Staff representing Learning Disability 

services frequently acknowledged difficulty in engaging staff to gather data. 

Completed audits often failed to produce Action Plans capable of providing future 

measurements to demonstrate improvement and impact over time. During 2014 

the Audit Forum for Learning Disability was stood down due to poor attendance 

and engagement. It subsequently merged into a single forum with Mental Health. 

 

6.76 At a subsequent Governance meeting chaired by the Co-Director for Learning 

Disability, it was acknowledged that the lack of engagement and the failure to 
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contribute to the prioritisation of audit topics was a missed opportunity to address 

areas of concern within learning disability services.  

 

b.      KPIs 

 

6.77 Key Performance Indicators (KPIs) are measurable indicators that demonstrate 

progress towards a specific target. They are essential in order to drive 

improvements in safety, efficiency, quality, and effectiveness as well as evaluating 

performance. During the period under review there were a number of KPIs against 

which nursing care at MAH was monitored. These were corporate KPIs used 

across all care settings. There were no person-centred or care specific KPIs for 

inpatient learning disability services. Additional performance indicators were 

identified by learning disability staff. These included nursing supervision, appraisal, 

mandatory training, and workforce. 

 

6.78 The Trust also used NICE Guideline (NG11)49 which were published and endorsed 

by the Department of Health in 2015. NICE guidelines are accepted as best 

practice. These guidelines cover interventions and support for adults with a 

learning disability and behaviour that challenges.  

 

6.79 Workforce Steering Group minutes indicate that in 2015, MAH was progressing 

through The Quality Network National Peer Review. This is a standards-based 

quality network that facilitates the sharing of good practice. At the same time 

efforts were being made to introduce ward-based outcome measurement tools. 

 

6.80 In January 2016 there was an agreement between senior nursing staff that the 

hospital should sign up to the Restraint Reduction Network50. The Network exists 

to support organisations to reduce reliance on restrictive practices. 

                                                           
49 https://www.nice.org.uk/guidance/ng11 
50 Restraint Reduction Network @THERRNETWORK  
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6.81 During the period under review the Trust achieved a high rate of compliance with 

the Corporate Nursing KPIs. This is reported in the annual report of the Director of 

Nursing on the Key Challenges and Achievements which are reported to the Trust 

Board on an annual basis. 

 

6.82 The Standards for supervision in nursing were met with exceptions recorded for 

some Bank and Agency staff. These reports were presented annually to the Trust 

Board and sent to the Chief Nursing Officer. 

 

6.83 Data pertaining to vulnerable adults, physical intervention, restraint, and seclusion 

was collected and discussed generally on a fortnightly basis at Governance and 

Core Group meetings. There was no evidence of an analysis of the data or the 

production of trend data. At times it was noted that staffing levels, the admission of 

a new patient, or ward changes impacted upon the number of incidents recorded. 

There was no evidence that the information collated was used in a proactive 

manner to address factors known to relate to challenging behaviours on wards. 

There was also no reference to measurement of compliance with the NICE 

Guidelines in the documentation provided to the Review Team. The failure to use 

information to affect changes in practice led, in the opinion of the Review Team, to 

the over-use and misuse of physical intervention, restraint, and seclusion as found 

in the A Way to Go report (November 2018).  

 

6.84 Regular audits of Nursing Care Plans, Risk Assessments, and Behaviour Support 

were not discussed at professional or operational meetings. Those topics were 

however, subsequently introduced into these meetings as part of findings 

emerging from RQIA inspections. Routine audit findings were not evident in any of 

the documentation examined by the Review Team.  

 

6.85 The A Way to Go Report considered 61 RQIA reports and found that, the RQIA 

inspection reports and Patient experience interviews do not provide a single 
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overview of Muckamore Abbey Hospital. They present dispersed and sequential 

further noted that, 

hundreds of recommendations, the process would reveal more about repeated 

recommendations than in understanding the Hospital as a whole, its contexts and 

the explanatory frameworks of involved parties than about ways of abating or 
51 RQIA reports, audit reports, and an ongoing 

analysis of the range of data collected by the Trust provided professional leads 

with the opportunities to work preventatively rather than reactively to events at 

 

 

6.86 Senior nursing staff advised the Review Team that Care Plans were often 

incomplete and activity records at various times were poor. From the 

documentation available to the Review Team it was unclear whether the Quality 

Network National Peer Review initiative was pursued to completion (see Para 

6.75). 

 

6.87 Membership of the Restraint Reduction Network was to be discussed at the Core 

Meeting in Feb 2016. The Review Team found no reference to this discussion or 

that membership was ever taken up. It is clear however, from the A Way to Go 

report that in 2018 restraint, physical interventions, and seclusions were still being 

used extensively

absence of an agreed, consistent, proactive behavioural management 

system of governance to ensure that incidents that result in the use of physical 

intervention, seclusion or PRN admi 52 

References to boredom, the environment, and/or the absence of proactive 
                                                           
51 A Way to Go, December 2018, par. 7 - 8, Pages 7 - 8 
52 Ibid, Para. 95, Page 29 
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behavioural support strategies were regularly noted when incident data were 

reviewed. Yet the information did not inform revised ways of working with patients 

with complex and/or challenging needs. 

 

c.    Statutory Functions Reporting  

 

6.88 

Reports from 2012 to 2017. The legal significance of these reports has been set 

out in paragraphs 6.58 and 6.59. The reports were largely repetitive and gave little 

sense of the extent of compliance with statutory functions. A Safeguarding Report 

was provided separately from the Discharge of Statutory Functions Reports. 

Despite repeated requests the Review Team did not receive copies of these 

associated reports.  

 

6.89 The DSF Reports gave no specific details about how statutory duties under the 

Mental Health Order 1986 were discharged. Article 121 of the Order addresses the 

ill-treatment of patients.53  The Review Team considered the absence of 

information on DSF Reports providing assurances on the treatment of patients to 

be an omission. The DSF Reports did not report to the HSC Board on the Ennis 

Report, on its conclusions, or how recommendations were being taken forward. 

The 2014 DSF report did not report on approval for the installation of CCTV at 

three wards in MAH to improve safeguarding arrangements. Neither was the 

subsequent installation of CCTV during July 2015 reported. 

 

                                                           
53 Mental Health Order 1986, Ill-treatment of patients 

121. (1) Any person who, being an officer on the staff of or otherwise employed in a hospital, private hospital or nursing 
home or being a member of the[F1 Board or a director of the [F2HSC trust] managing] a hospital, or a person carrying on a 
private hospital or nursing home  
(a)ill-treats or wilfully neglects a patient for the time being receiving treatment for mental disorder as an in-patient in that 
hospital or nursing home; or 
(b)ill-treats or wilfully neglects, on the premises of which the hospital or nursing home forms part, a patient for the time being 
receiving such treatment there as an out-patient, 
shall be guilty of an offence. 
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6.90 The Review Team was informed that during the period of its review there had been 

discussion about altering the structure of the DSF Reports due to their 

repetitiveness. The view then was that the DSF Reports needed in the future to be 

a more outcome-focused reporting system. In the absence of a new DSF structure, 

reporting continued to lack specificity. 

 

6.91 The HSC Board met annually with Belfast HSC Trust to review its DSF report. The 

Review Team had access to extracts of reports from the HSC Board to the Trust. 

Comments regarding MAH related to missing resettlement targets. The emphasis 

on resettlement is a recurrent theme in the management of MAH, at times to the 

detriment of the core hospital and the quality of patient care (see Para 5.21). There 

was no information in DSF Reports regarding 

future which was causing problems in staff recruitment and retention. The 

associated issues surrounding the use of bank and agency staff and the 

implications for the quality and continuity of care for patients was not evident in 

DSF reports. 

 

6.92 As currently structured and reported upon, the DSF Reports examined by the 

Review Team did not provide sufficient assurances about the discharge of 

statutory functions as they related to learning disabled patients. 

 

d.   Workforce Planning 

 

6.93 

nursing staff it is evident that nursing staff shortages were directly impacting on the 

deemed to be a red risk and was added to the hospitals risk register. Minutes of 

the monthly Senior Nurse meetings held in 2012 - 2017 make frequent reference 

to:  
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- staffing at crisis level; 

- staff working excessive hours; 

- high reliance on bank and agency staff; 

- qualified staff not being in place;  

- high levels of sickness absences; 

- poor staff morale; 

- high levels of staff turnover; 

- early ward closures designed to relieve staffing pressures; 

- staffing deficits recorded on the Datix information system; 

- day care activities restricted for patients to maintain safe staffing levels on 

wards; and 

- the increase of adult safeguarding incidents which was attributed to staff 

shortages.   

 

6.94 RQIA inspection reports also reported on staff shortages and resulted in a number 

of whistle-blowing concerns being raised with RQIA during the period under 

review. The Review Team did not have access to workforce plans or 

documentation identifying safe or minimum staffing levels and associated skill mix 

ratios for years 2012 - 2017.  Senior nursing staff did report the use of the Telford 

assessment tool but recognised that this did not take into account the complexity 

and acuity of patient needs. Nonetheless there is no evidence in any of the 

documentation reviewed of any systematically applied objective assessment of 

staffing needs across the hospital. The A Way to Go Report also noted that 

 

 

6.95 Short term workforce planning resulted in the recruitment of staff on temporary 

contracts, reflecting the assumption that the required staffing establishment would 

be exceeded post resettlement. This strategy was in place from 2012-2016. This 

approach to staffing resulted in high levels of staff turnover and recruitment 

difficulties. A competitive recruitment market to establish a new community 
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infrastructure further compounded the downward trend in staff retention. This was 

matched with the absence of a career development framework. This resulted in 

Learning Disability Nurses leaving the service to train as Health Visitors. 

 

6.96 Failures in recruitment resulted in changes to skill mix on wards. The Director of 

Nursing advised the Review Team that she believed the skill mix at its lowest was 

40:60.  The Service Manager advised the Review Team that on some wards the 

skill mix was as low as 20:80 making it difficult to ensure that there was more than 

one registrant on the ward at any given time. The Review Team noted that 

healthcare assistants rather than nurses dominated staffing on some wards. The 

Review Team considered this ratio to be material in determining the quality of 

professional oversight available over the 24/7 work roster.  

 

6.97 The Review Team was advised by the Director of Nursing that she was not 

assured that the staffing ratios were sufficient to provide safe and effective care. 

She issued a directive stating the need for a minimum of at least two registrants 

per shift. When interviewed she advised the Review Team that she believed 

current ratios and the skill mix were not an accurate reflection of the acuity of the 

remaining patients. This will undoubtedly result in poorer outcomes for patients 

and inhibit nursing innovation and improvement. The Review Team noted that the 

Director of Nursing was not the financial budget holder for the nursing workforce. 

 

6.98 Throughout the period under review there was clear evidence of recurrent 

recruitment drives for staff at MAH. The regional challenges associated with 

recruiting Registered Learning Disability Nurses was noted by the Review Team. 

The 

programme was also noted. The staffing crisis meant that those specialist staff 

were needed to meet the core staffing needs of the wards. Their skills and 

expertise were not therefore available to use in developing and supporting person-

centred nurse developments. 
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6.99 The uptake of training was also adversely affected by staffing shortages. During a 

2017 Listening Exercise the Trust found 

that the high vacancy and turnover rates also impacted up

develop staff to meet new and emerging best practice developments. 

 

6.100 An examination of correspondence between the ward Sister of Ennis and her line 

manager confirmed that on a number of occasions the level of staff available on 

the ward and their skill set was, in her opinion, inadequate to meet the needs of 

patients or to progress the resettlement agenda. The issue of staffing numbers had 

been placed on the  during the 

Spring/Summer of 2012 as a high risk. Yet this risk was n

Corporate Risk Register . 

 

6.101 Immediately after the Ennis complaint (November 2012) came to light the 

Executive Director of Nursing asked a Co- Director of Nursing with a Trust-wide 

remit for nursing workforce and education to work in support of the Service 

Manager and to provide assurance to its Executive Team on the Ennis 

Investigation. This staff member had regular supervision with the Director of 

Nursing throughout this deployment. An assessment of nursing within the Ennis 

Ward was undertaken. This assessment identified a number of shortcomings 

around matters which included:  

 

- staff induction;  

- the student learning environment;  

- staffing;  

- care planning; and  

- monitoring.  
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A number of improvements were put in place which included enhanced staffing, 

staff appraisal, and training while remedial action was taken to improve the ward 

environment. 

 

6.102 While there was an agreed formula (The Telford Formula) to determine staffing 

levels in learning disability hospitals, it is evident from documentation considered 

by the MAH Review Team that there were ongoing issues relating to the adequacy 

of staffing numbers and qualifications. CCTV footage showed patients being 

harmed by staff in the Psychiatric Intensive Care Unit (PICU), which had the 

highest staffing levels and ratios of qualified staff. Yet no safeguarding referrals 

were made and no members of staff spoke out.54 There is therefore no 

straightforward linkage between staffing levels and abuse. That being said, over-

stretched and tired staff are more likely to be less resilient when dealing with 

patients with complex and/or challenging needs.  

 

6.103 Inspection reports from RQIA and minutes of senior staff meetings confirmed that 

the hospital was operating without the full range or availability of a multidisciplinary 

team (MDT). In 2012 it was reported that the hospital had: 

 

- no Occupational Therapists;  

- only 1.5 whole time equivalent (WTE) Speech and Language Therapists 

based in Day Care;  

- 0.5 WTE Dietician,  

- one psychologist;   

- two WTE Physiotherapists, which was subsequently reduced to 1.5 WTE 

to meet cost improvement targets.  

 

In addition there were three social workers and a small number of behaviour 

support nurses or assistants. 

                                                           
54 Op. Cit. par. 4, Page 4 
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6.104 Senior staff advised the Review Team that much of the focus of the MDT was 

directed to the resettlement wards. Psychology input was evident in PICU but 

efforts to secure funding to extend psychology services across the hospital were 

unsuccessful. The Review Team found that restricted access to psychology had a 

detrimental effect on the ability to develop, educate, and support nursing staff to 

deliver therapeutic interventions. The Review Team acknowledged the role of the 

Behaviour Support Service but noted that staff and RQIA both reported 

inconsistent availability of these staff, 

management plans which were poorly documented. 

 

6.105 Minutes of senior nurse managers meetings recorded difficulties in accessing MDT 

input into comprehensive risk assessment.  

 

e.   Education Training and Continuing Professional Development 

 

6.106 The Trust has committed to building the capacity of its workforce through 

education, learning, and development with a range of clinical and leadership 

opportunities.55  An integral part of good governance is education, training, and 

continuing professional development activities for staff. These are also essential in 

enabling the Belfast HSC Trust to achieve its objective to deliver safe and effective 

care. Access to continuing professional development and leadership opportunities 

through a relentless focus on quality improvement. 

 

6.107 The Trust has in place structures and processes to support education training and 

induction for all staff including Health Care Assistants (HCAs). These are 

translated into functions within the HR Directorate and embedded in professional 

                                                           
55 https://belfasttrust.hscni.net/working-for-us/staff-development/ 
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assurance structures. These structures include a Co-Director of Nursing for 

Education and Learning who is a member of the Central Nursing and Midwifery 

Team along with a senior nurse  for Nursing Research and Development. Similar 

arrangements are in place for the medical profession where a Deputy Medical 

Director is employed with responsibility for education and workforce issues. 

 

6.108 For social work the Trust employed a governance specialist at Director level with 

responsibility for the professional development of social workers and for wider 

governance assurances and policy developments in respect of social work and 

social care issues. By chairing a Professional Forum of social work managers at 

Level 8B and above, the Executive Director of Social Work was able to promote 

consistency of professional social work practice across all Directorates. This also 

provided an opportunity for updates on professional practice by, for example, input 

 

 

6.109 Professional regulators, such as the NMC, the General Medical Council (GMC), 

and the Northern Ireland Social Care Council (NISCC) also require Continuous 

Professional Development of their registrants. Professional development in the 

Trust must be offered to comply with such requirements. A wide range of 

Education Programmes and learning opportunities are available to staff which are 

accessed through Queen s University Belfast, the Ulster University, the Open 

University, and a range of other providers such as the Royal Colleges, the Clinical 

Education Centre, and the Leadership Centre. 

 

6.110 Service led education commissioning for nurses in the Trust is translated into a 

learning needs analysis. This needs analysis is informed by: 

 

- individual review/appraisal;   

- incidents and accidents; 

- service developments; and 
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- professional developments and complaints. 

 

6.111 Additionally, education delivered by the Clinical Education Centre was also 

available to staff under a Service Level Agreement with the Trust. This education 

was provided under the auspices of full or half-day programmes, short courses, or 

bespoke education at the request of the Trust. 

 

6.112 The Belfast Trust has a long history of promoting and supporting Practice 

Development as a means of changing and improving practice. Much of this work is 

undertaken in partnership with the Ulster University. It is widely published and is 

recognised on an international level. Practice Development is seen as a complex 

intervention and one that embraces attitudinal and behavioural change. The 

ultimate purpose of practice development is the development of person-centred 

culture delivering safe and effective person-centred care.56   

 

6.113 Post-Registration Education Commissioning for nursing was a robust process 

undertaken on an annual basis. It is difficult from the information provided to 

discern what education was commissioned specific to staff at MAH as records 

refer only to Learning Disability. Trust records of commissioning requests between 

2012 and 2017 include a range of requested programmes: 

 

- the Management of Actual and Potential Physical Aggression (MAPPA) 

Training;  

- Developing Practice in Health Care;  

- Principles of Assessing People with Learning Disability and Mental Health 

problems; 

- Contemporary issues in Learning Disability;  

- Fundamentals in Forensic Healthcare; 

- Specialist Practitioner Learning Disability (2015 and 2016); and 
                                                           
56 McCance T. & McCormack B. Person Centred Nursing: Theory and Practice, Wiley, 2010 
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- A range of RCN programmes to support the development of ward managers. 

 

6.114 The number of places requested was small with the exception of MAPPA Training 

which had approximately 50 places and the Specialist Practitioner Programme 

which had 12 places and required staff to be released from practice to study full 

time during the academic year.  

 

6.115 The Review Team commend the commissioning of the Specialist Practitioner 

programme and MAPPA training. The Review Team noted, however, that little 

priority was given to therapeutic, evidence-based learning. This is against the 

backdrop of the 2015 NICE Guidelines and a growing body of evidence to support 

therapeutic intervention. 

  

6.116 At the beginning of 2016 minutes of a senior nurse managers meeting at MAH 

reflected discussions and a desire to strengthen positive behaviour support. 

Reinforce Appropriate, Implode Disruption (RAID) training was discussed and 

training offered to Band 6, Band 7, and Band 8A staff. The Review Team noted 

that further training was planned but staffing on the wards remained challenging 

and psychology support was insufficient because of limited resource. The Review 

Team noted that the RAID approach like MAPPA is reactive in nature to short term 

management of violence and aggression and is less relevant to NICE Guideline 11 

(NG11) (see Para 6.78) which promotes preventative approaches leading to a 

reduction in restrictive interventions.  Approval of the policy to support the roll-out 

of the Positive Behaviour Strategy in MAH was not received until October 2017. 

 

6.113 The Review Team further noted that whilst Practice Development was encouraged 

and supported across other programmes of care, the opportunities for staff in MAH 

were very limited. The Review Team found no evidence of Practice Development 

Initiatives other than the Productive Ward/Releasing Time to Care series in 2012. 
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6.114 Induction Training was predetermined for all staff working in MAH and was 

essential for the preparation of Health Care Assistants. The review team did not 

access training records for these staff but noted in 2012 that the Co-Director of 

Nursing for Education and Workforce reported there was little evidence of 

adequate induction and staff lacked knowledge of the safeguarding framework. 

The Service Manager was asked to put in place an appropriate induction plan, 

which was monitored and reported upon, in subsequent RQIA Inspections. The 

findings of these inspections confirmed that induction training was available but 

often compromised because of staffing shortages. 

 

6.115 Mandatory training was also specified for all staff working in MAH. Compliance 

was monitored by the ward managers and formed part of the appraisal process. It 

was also reviewed by RQIA during its inspections which found that the uptake of 

mandatory training was inconsistent across the hospital site. The A Way to Go 

Report supports these findings, as does the Listening Exercise with staff 

conducted in 2017. 

 

           f. Overview 

 

6.116 At corporate and clinical levels the Belfast HSC Trust had in place a range of 

structures, reporting arrangements, professional managerial systems, risk 

monitoring, educational and professional development processes, and information 

systems capable of ensuring good governance at MAH. RQIA in its 2016 Report 

(Review of Quality Improvement Systems and Processes),57 noted that the main 

areas of activity for the Belfast Trust were acute hospital care, community care, 

and social care. The limited focus on a learning disability hospital was also evident 

 

 

                                                           
57 https://rqia.org.uk/RQIA/files/cc/cc11ffbd-7f69-4605-b637-ab763e049b1e.pdf 
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6.117 The Review Team in its meetings with senior Trust personnel and MAH staff 

formed the view that MAH was not only geographically distant from the Trust but 

minutes from Trust Board meetings and Executive Team meetings up until until 

August 2017 showed that the hospital operated with minimal attention at Trust 

level.  

 

6.118 The values of the Belfast Trust are: 

 

- working together; 

- excellence; 

- compassion; and  

- openness and honesty.58 

 

These values did not pervade the care provided by some staff at MAH to 

vulnerable adults as evidenced by the Ennis investigation and the events captured 

on CCTV during 2017. The reasons for such lapses are complex and the Review 

Team considers it too simplistic to attribute it solely to staffing difficulties when one 

considers that the events in PICU in 2017 occurred on the ward with the highest 

staff to patient ratio and a greater number of registrants to healthcare assistants. 

Similarly, governance arrangements do not adequately answer why problems 

occurred and went undetected and un-remedied.  

 

6.119 RQIA listed a number of specific drivers to embed a Quality Improvement (QI) 

culture in MAH which included: 

 

·    learning from Serious Adverse Incidents (SAI)  

                                                           
58 Working Together - We work together to achieve the best outcome for people we care for and support. 
Excellence - We deliver safe, high quality, compassionate care and support to everyone including you.   
Openness and Honesty - We are open and honest with each other and act with integrity and sincerity. 
Compassion - We are sensitive, caring, respectful and understanding towards people we care for. 
https://belfasttrust.hscni.net/working-for-us/hsc-values/ 
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·   the ability to meet Key Performance Indicators  

·    listening and learning from patient experience and service user feedback  

· empowerment and ownership by staff to innovate and improve based on clinical     

evidence.59 

 

6.120 The Review Team saw limited evidence of a learning culture from the minutes it 

reviewed or of a willingness to interrogate the significant amount of information 

which was collated regularly and brought to Governance and Core Group 

meetings at MAH. An Executive Director senior 

clinicians at MAH. The fact that MAH information, staffing, or performance were 

rarely on the agenda for Trust Board or Executive Team meetings showed that a 

lack of curiosity. Any focus at Trust and HSC Board levels on MAH appeared 

restricted to resettlement matters and failure to meet these targets.  

 

6.121 In commenting on the closed nature of relationships at MAH the A Way to Go 

Report states that 

relationships are unlikely to be to t Paras 6.27 and 6.29) This 

could potentially explain why despite the systems which were in place at corporate 

and professional levels, abuse at MAH went largely unreported and appeared 

normalised. The Review Team considers that the problem was not in governance 

its own set of norms and values and with loyalty to the group rather than the 

patients or their employing Trust. 

 

 

 

 

                                                           
59 Op Cit. Review of Quality Improvement Systems and Processes, RQIA, Page 13 
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Summary Comments and Findings 

 

 The Trust is one of the largest integrated health and social care 

organisations in the UK. Its governance structures were complex and 

appropriate. 

 

 The organisational governance structures remained largely consistent 

between 2012 and 2017. Had they been used appropriately, they had the 

capacity to alert the Executive Team and Trust Board to matters of 

concern at MAH. 

 

 Complaints about professional practice in Ennis ward in November 2012 

were not raised as an SAI or a complaint. 

 

 Inspection findings from RQIA were Ward specific. A single overview of 

the hospital was not provided. RQIA reports resulted in multiple 

recommendations which were frequently repeated. There was no 

indication of wider learning or action plans to implement the 

recommendations from inspection reports. RQIA did not serve 

Improvement Notices on the Trust in respect of MAH until November 

2019. 

 

 Clinical audit was dominated by mental health services. Learning 

disability services were reluctant to engage with audit. This was a 

missed opportunity to address issues of concern with this directorate. 

 

 KPIs were generic rather than specific to inpatient learning disability 

services and lacked a person-centred focus. 

 

 Discharge of Statutory Functions (DSF) Reports were largely repetitive 
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narrative documents which provided limited information regarding the 

discharge of functions under the Mental Health Order 1986. Generally, 

comments on these reports from the HSC Board related to resettlement 

targets. There was insufficient challenge at Trust Board, HSC Board, 

and Departmental levels to ensure DSF Reports were outcome focused. 

 

 Staffing shortages and the lack of an MDT directly impacted on the 

provision of safe and effective care. 

 

 Wards closed earlier than planned without due regard to the impact on 

patients or the required skill mix within the staff team. A low ratio of 

nurses to healthcare assistants was reported. The dominance of 

healthcare assistants compromised the quality and scope of 

professional nursing oversight. 

 

 Patient activities were curtailed due to staffing shortages which resulted 

in increased levels of boredom and behavioural challenges with an over 

reliance on restrictive practices.  

 

 Consistent recruitment drives resulted in temporary appointments due 

to the moratorium on recruitment which was driven by the plan to close 

large portions of MAH under the resettlement agenda.  

 

 The lack of a career development pathway resulted in staff leaving to 

take up positions in Health Visiting. 

 

 The hospital operated without the full range or availability of a 

multidisciplinary team which reduced the behavioural support available 

to patients.  
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 The focus on education and training was on mandatory training rather 

than therapeutic evidenced based learning. The lack of investment in 

staff training and development meant that challenging behaviours were 

poorly understood. Staff attendance at mandatory training was also 

poor because of staff shortages. 

 

 A comprehensive range of data was collected on a monthly basis and 

presented at Governance and Core Group meetings. There was no 

evidence of analysis or triangulation of this data or its use to inform 

patient care or staff training. 

 

 There was a clash of values between MAH and the Trust. 
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7. Review of Leadership 

 

 

7.1  This section considers leadership in the Belfast Trust at the following levels: 

 

i. leadership requirements for a HSC Trust; 

ii. leadership and management arrangements within the Belfast HSC Trust; and 

iii. leadership performance across the HSC Trust, MAH, the Learning Disability 

Directorate, Director, and Trust Board levels. 

 

 

i. Leadership Requirements for a HSC Trust 

 

 

7.2  The Belfast HSC Trust was established in April 2007 as part of the Review of 

Public Administration (RPA): a major reorganisation of public sector bodies in 

Northern Ireland. Prior to this reorganisation there were 19 HSC Trusts, with four 

commissioning HSC Boards providing integrated health and social care services to 

the population of Northern Ireland on behalf of the Department of Health under the 

provisions of the Health and Personal and Social Services (Northern Ireland) 

Order 1972. The RPA resulted in the reconfiguration of the 19 Trusts into six 

Trusts. The four HSC Boards were replaced by a regional HSC Board. 

 

7.3 When established the Belfast HSC Trust was the largest of the new Trusts with a 

budget of £1.1billion, employing more than 20,000 staff. Four of the six Trusts 

which merged to create the Belfast HSC Trust were acute hospital Trusts: the 

Royal Group of Hospitals, the Belfast City Hospital, the Mater Infirmorum Hospital, 

and Greenpark Trust. The remaining two Trusts were community health and social 

care Trusts serving the North and West Belfast and the South and East Belfast 
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populations of Belfast. Prior to the RPA Muckamore Abbey Hospital had been 

managed by the North and West Belfast Community Trust.  

 

7.4 The Health and Personal Social Services (Quality, Improvement, and Regulation) 

(Northern Ireland) Order 2003 established the Regulation and Quality 

Improvement Authority (RQIA) (Article 3). Article 35 of the Order defines the role of 

RQIA. The legislation also conferred a statutory duty of quality on each health and 

social care organisation in Northern Ireland (Article 34(1)60.  

 

7.5 In 2006 the Department published standards61 (Quality Standards) to support good 

governance and best practice within the HSC. The five key quality themes within 

these Standards are: 

- corporate leadership and accountability of organisations; 

- safe and effective care; 

- accessible, flexible and responsive services; 

- promoting, protecting and improving health and social wellbeing; and 

- effective communication and information. 

7.6 In publishing the Standards the Department stated that, 

HSC organisations, services users and carers, will agree how the standards will be 

interpreted to assess service quality. Specific tools will be designed to allow the 

RQIA to measure that quality and assist HSC organisations to assess themselves. 

RQIA will provide a report on its assessment of governance from 2006-2007 

 

 

                                                           
60 34. (1) Each Health and Social Services Board and each HSS trust shall put and keep in place arrangements for the 

purpose of monitoring and improving the quality of  
(a) the health and personal social services which it provides to individuals; and 
(b) the environment in which it provides them. 
61 Quality standards for health and social care https://www.health-ni.gov.uk/articles/quality-standards-health-and-social-care  
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7.7 

HSC Trust. In this regard the first quality standard, Corporate Leadership and 

Accountability, is most relevant to the Review. This standard establishes a number 

of criteria by which RQIA and HSC organisations can determine the degree to 

which each organisation complies with it. Relevant criteria when reviewing 

leadership and determining compliance levels include: 

 

- Has a coherent and integrated organisational and governance strategy 

appropriate to the needs, size and complexity of the organisation with clear 

leadership, through lines of professional and corporate accountability. 

 
- Has structures and processes to review and action its governance 

arrangements. 

 
- Ensures effective systems are in place to discharge, monitor and report on its 

responsibilities in relation to delegated statutory function and in relation to 

interagency working. 

 
- Undertakes systematic risk and risk management of all areas of its work. 

 
- Has a workforce strategy in place that that ensures clarity about structure, 

function and roles and ensures workforce development to meet current and 

future service needs in line with Department policy and the availability of 

resources.  

 

7.8 Section 6 of this report examined the range of governance issues within Belfast 

HSC Trust relevant to Standard 1 of the Quality Standards, namely: the 

governance structures; risk management arrangements; assurance in respect of 

the discharge of statutory functions; and workforce strategy. 

 

 

Exhibit 11
MAHI - STM - 333 - 227



 

 

73 

 

ii. Leadership and Management Arrangements in the Belfast HSC Trust 

 

 

7.9 The Belfast Way was published by the Belfast Trust in 2008. It set out a strategic 

direction for the Trust. Its objective was to offer guidance and motivation to all 

those involved in serving its resident population. It stated that the Trust would work 

within government policy to secure the purpose of the Trust which was to improve 

the health and wellbeing of its population and to reduce health inequalities. The 

Belfast Way had five strategic objectives: 

 

i) Safety and Quality - continuous improvement in the quality of our services 

and a focus on safety is a priority for all our people, from the Board of 

Directors to the teams providing care and services. 

 

ii) Modernisation - We believe it is timely to modernise the way we deliver our 

health and social care. We want to reform and renew our services so that 

we can deliver care in a faster, more flexible, less bureaucratic and more 

effective way to our citizens. 

 
iii) Partnerships - working in partnership with individuals and communities 

leads to more appropriate care and treatment, improved outcomes, better 

experience by our service users, improved health outcomes and wellbeing 

for communities and greater social inclusion. 

 
iv) Our People - Our vision is to be seen as an excellent employer within the 

health and social services family and beyond. Our people will feel valued, 

recognised and rewarded for their endeavours. They will be supported in 

their development and their worth as individuals will be respected in the 

application of their skills in delivering our vision and purpose. 
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v) Resources - Our financial strategy will ensure that the income we receive 

from Government provides services which add value, are affordable and set 

within the organisations overall risk and assurance framework. The 

organisations duty of care to the public is paramount in all expenditure 

 

 

7.10 These strategic objectives were underpinned by a set of values which include: 

 

- respect;  

- dignity;  

- accountability;  

- openness;  

- trust; and  

- learning and development. 

 

7.11 In 2009 the Trust set out its approach to leadership in a document titled 

-

advised that this strategy document was replaced in 2016 by a Leadership and 

ting our Commitment of Collective 

Para 7.25) 

 

7.12 The Leadership and Management Strategy sets out how it supported 

five corporate objectives contained in The Belfast Way. It also considered the 

of leadership and management is to provide direction, gain commitment, facilitate 

change, and achieve results through the efficient, creative, and responsible 

 

 

-  

 employing specific behaviours and strategies, the activities of an individual 
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 or organised group towards goal setting and goal achievement in specific 

 situations.  

 

-  Management, in contrast refers to the co-ordination and integration of 

 resources through planning, organising, directing and controlling to 

 accomplish specific work related goals and  

 

7.13 The strategy included a management and leadership charter. The charter set out 

the principal actions, knowledge, and guiding behaviours required of leaders and 

managers in the Belfast Trust and reiterated the values that were set out in The 

Belfast Way, (see Para 7.10). During the period under review (2012 - 2017) the 

Trust had three different Chief Executives, one of whom served on a part time 

basis. There was also a six month period during which an Interim Chief Executive 

was in place pending the appointment of the new Chief Executive. During the 

review period responsibility for learning disability services also rested with three 

different Directors. 

 

7.14 In 2007 the Trust Board approved the management structure to provide leadership 

within the new organisation. Responsibility for MAH was included in the 

, and Adult and Primary 

Care Services. This was a huge Directorate which accounted for approximately a 

quarter of the total spend of the Trust.  When the Director retired in 2012 the post 

was split into two with the creation of a Director of Social Care and a Director of 

Adult and Primary Care. Under each Director were a number of Co-Directors, each 

of whom had responsibility for a discrete service area. MAH came under the remit 

of the Co-Director for Mental Health and Learning Disability Services. In addition to 

the Director with operational responsibility for MAH, the Executive Director of 

Nursing was responsible for professional matters in respect of nursing. 
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7.15 

until the Director of Adult and Primary Care retired in the summer of 2016. At that 

Directorates. He was reluctant to do so but agreed to undertake the role for an 

initial period of six months during which time he would prepare a position paper on 

the proposed structure. The Review Team was not able to test out the rationale for 

this proposal with the then Chief Executive. The Review Team had access to the 

position paper which set out a range of significant shortcomings associated with 

the conflation of both Directorates. These included: 

 

- The structure had been tried before, prior to 2012, and senior staff in both 

Directorates felt the portfolio was unworkable; 

- It diluted the community voice within the organisation and specifically at 

Trust Board level; 

- It unbalanced the make-up of the Executive Team; 

- The job was huge in volume and complexity (comprising a third of the 

-holder considering that at times 

 

- The span of control with 11 direct reports was too great; 

- Other Trusts had three persons in post discharging the functions required of 

the post-holder. 

 

7.16 The Director recommended a return to two Directorates which occurred in the 

latter part of 2017. In addition to merging the two Directorates in June 2016, the 

Co-Director Learning and Disability Services post was surrendered when that post-

holder retired circa September 2016 as a cash releasing exercise. A Band 8B post 

at MAH was also surrendered in 2016 on the retirement of the incumbent. The 

Review Team was advised on the effort taken by the Director of Social Work, 

, and Adult and Primary Care Services to secure 

the re-instatement of both these posts.  
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7.17 There was no evidence available to the Review Team that having one Director 

specifically with an Adult and Primary Care remit resulted in MAH being afforded a 

greater level of attention. The Director did hold a number of meetings on site but 

according to interviewees, staff at MAH were not aware of who was responsible for 

the hospital at Executive Team and/or Trust Board levels. The Review Team was 

told that the decision to surrender the Co-Director Learning Disability Service and 

the Band 8B posts for cash releasing purposes in 2016 was made by the Director 

of Adult and Primary Care immediately prior to her retirement without any 

discussion with staff at MAH or Executive Team colleagues. There is no evidence 

available relating to how the decision to release staff was made. The incoming 

Director stated that he spent much of the next year working to have these posts 

reinstated; an objective which he secured. The Co-Director post was filled during 

Service Improvement and Governance 

manager. 

 

7.18 There is no information from Executive or Trust Board minutes of a greater focus 

being afforded to MAH when the Director Adult and Primary Care was in post from 

2012 to 2016. The Review Team had the benefit of interviewing this retired staff 

member. Although the Ennis investigation took place during 2012/13, the Director 

of Adult and Primary Care could not recall any engagement she had with the 

investigation process. She did, however, state that she had read the report. The 

Report had not been tabled at Executive Team or Trust Board meetings as the 

Director of Adult and Primary Care considered the matters to have been 

appropriately addressed. Much of the focus of the Director of Adult and Primary 

Care related to the resettlement agenda at MAH and the cash releasing targets set 

by the Department at that time.  

 

7.19 The Executive Director of Nursing was aware of the Ennis investigation. She was 

aware that approximately £500,000 was provided to fund the 24/7 monitoring on 

Exhibit 11
MAHI - STM - 333 - 232



 

 

78 

 

that ward as a consequence of the investigation. Like the Director of Adult and 

Primary Care, the Director of Nursing did not bring the Ennis investigation or the 

subsequent report to the attention of Executive Team colleagues or the Trust 

Board. The Review Team was concerned that multiple alleged abuses of patients 

by more than one perpetrator was not considered of significant enough priority to 

bring it to the attention of the Executive Team or the Trust Board. 

 

7.20 Structural changes at Executive Director level had an impact on the operational 

oversight and support available to managerial staff based at MAH. The fact that 

one Executive Director described being uncomfortable about having time only to 

skim over issues and information (Para 7.15) concerned the Review Team. This 

which he engaged with staff and patients in an effort to identify issues relating to 

The staff team were reported to have low morale with anxieties about their future 

given the resettlement agenda and planned closure of wards. His efforts to elicit 

information directly from staff and/or patients proved unsuccessful. He advised the 

Review Team that he thought this failure to acquire information was possibly due 

 The Director of Nursing also advised the Review Team that 

she made several visits to MAH during the period under review but detected no 

issues of concern.  

 

7.21 Para 8.20). It was also 

informed of dysfunctional working relationships among the MAH management 

team. An anonymous letter was sent in January 2017 in respect of the 

performance of the Service Manager indicating the views expressed were those of 

a number of staff. This led to a period of supervised practice with support provided 

by the Co-Director of Nursing for Workforce and Education and the Leadership 

Centre.  
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7.22 Documentary evidence confirmed that efforts by the Service Manager to highlight 

the staffing difficulties through the hosp

her and the Service Improvement and Governance manager who asked her to 

downgrade it from a serious to a moderate risk . The Service Manager also 

provided a SAI to the governance department on 1st September 2017 in respect of 

the incident of 12th August 2017 which was returned to her because it was deemed 

not to meet the criteria (see Para 8.104). The 

service level should be escalated to its Corporate Risk Register. The reason for 

this omission in respect of staffing at MAH was, in the view of the Review Team, a 

failure of the Service Improvement and Governance manager to escalate it 

appropriately.     

 

7.23 At the end of August 2017 the Director of Social W

Services and Adult and Primary Care Services retired. The post, as per his 

Position Paper recommendation, was split again into two Directorates.  

 

7.24 In 2016 the Trust 

Commitment of Collective Leadership and Growing our Community of Leaders at 

.62 The purpose 

where everyone at every level has the capability to deliver improvements for the 

Trust stated that its 

ambition was to make Belfast Trust a world leader in the provision of health and 

 that the Trust be recognised as a high performing organisation. 

Our focus is on continual learning and the improvement of care that is safe, 

effective, high quality, 

elopment strategy, 

 living our value of maximising learning 

 

 
                                                           
62    Leadership & Management Framework 
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7.25 The Collective Leadership strategy aimed to embed leaders at all levels in the 

organisation working towards high performance and imp

dependent on position, grade or role and has the potential to more effectively 

transform the organisation and our Trust Ambition. All staff can be leaders and can 

ught to place 

responsibility for the success of the Trust as a whole while being successful in 

current culture, look at what works well and identify what needs to be improved. 

 

 

7.26 The characteristics of culture set out in the strategy were: 

 

- an inspiring vision; 

- clear objectives and priorities at every level; 

- supportive people management and leadership; 

- high levels of staff engagement; 

- learning and innovation the responsibility of all; and 

- high levels of genuine team working and cooperation across boundaries. 

 

7.27 The values expected of staff set out in the strategy were: 

 

-  

- showing compassion for those who need our care;  

- acting fairly;  

- acknowledging the good work of others;  

- supporting others to achieve positive results; 

- communicating openly and consistently;  

- listening to the opinions of others and acting sensitively;  

- being trustworthy and genuine;  

- ensuring that appropriate information is shared honestly; 
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- actively seeking out innovative practice;  

- participating in new approaches and service development opportunities;  

- sharing best practice with others;  

- promoting the Trust as a centre of excellence; 

- acting as a role model for the development of others;  

- continuing to challenge my own practice;  

- fulfilling my own statutory and mandatory training requirements; 

- actively support the development of others; 

- taking responsibility for my own decisions and actions; 

- openly admitting my mistakes and sharing learning from others; 

- using all available resources appropriately; and 

-  

 

7.28 The Review Team was informed that the community sector of the Trust did not 

respond well to the collective leadership strategy. The reaction was described by 

a former Director 

the strategy was more appropriate to the acute sector. Interestingly, in reference 

to medical engagement the Leadership Framework stated that, 

growing evidence that there is a direct relationship between medical engagement 

and clinical performance. The evidence of that association underpins the 

argument that medical engagement is an integral element of the culture of any 

healthcare organisation and the system and therefore one of the highest priorities 

engagement between managers and medical staff on the MAH when it came to 

the quality and safety of patients. 

 

7.29 The Review Team saw no evidence of work being undertaken at MAH on a 

review of culture or of a learning and staff development programme to support 

the implementation of the Collective Leadership strategy. The practices which 

were captured by the CCTV footage from August 2017 also were not informed by 
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the value statements set out in the strategy. Training and staff development have 

been addressed at Section 6 (Paras 6.106 - 6.115).  

 

 

iii. Leadership performance across the HSC Trust, MAH, the Learning 
Disability Directorate, Director, and Trust Board levels 

 

 

7.30 There were at various times four Executive Directors with professional and 

managerial responsibilities for staff based at MAH namely: the Director of Adult 

and Primary Care; Director of Social Work; Director of Nursing; and clinical 

leadership which was provided by the Clinical Director. There was limited 

information on the documentation examined of the extent of the role at MAH. A 

copy of the Clinical Job Description references the role in clinical 

leadership. The post-holder was accountable to the Co-Director of Learning 

 

and from 2016 to the Associate Medical Director.63  

 

7.31 The Clinical Director regularly attended a range of senior management meetings, 

including Governance and Core Group meetings. In his evidence to the Ennis 

investigation he stated that he completed a weekly ward round whereas the 

specialist doctor for the ward would have had a daily presence on the ward. 

Overall, he concluded that the ward was effectively managed by nursing 

personnel. There is evidence that at times the Clinical Director was not supportive 

of approaches recommended by ward staff and the Service Manager in relation to 

developing care and protection plans for patients. His view was that the suggested 

                                                           
63 
the Service Group across the Trust and participate as a member of the clinical service senior management team. He/ she will 
provide professional advice to the Co-Director and Associate Medical Director on professional medical issues of the service. 
He/she will have a key role in developing clinical leadership and ensuring ownership of new strategies and policies within the 
clinical service area and of ensuring excellent communications between clinicians and the management team of the Clinical 
Service area as well as Service Group. The appointee will be professionally accountable to the Associate Medical Director for 
medical professional regulation within the service. 
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approach was required for forensic patients only. The follow-up action required of 

medical staff as part of policy when patients were subject to restraint, seclusion, or 

physical intervention was not always evident. The staffing pressures on the 

medical side and the difficulty in recruiting medical staff, which was regularly 

documented, likely contributed to a number of these omissions. 

 

7.32 There is limited evidence of the Clinical Director promoting positive behavioural 

support approaches to patient care or of challenge to the high levels of restraint 

and seclusion which were used regularly especially in respect of a small cohort of 

patients. It is evident from minutes of meetings attended by the Clinical Director 

that he was aware of these matters and was very familiar with specific patients and 

their needs. The Clinical Director regularly attended Core Group meetings at the 

hospital where data regarding these practices were routinely shared. There is no 

evidence of a challenge function being exercised in an effort to change practice as 

a means of reducing incidents. The A Way to Go Report found that: 

 

- 

 interventions. 

- The use of seclusion was not monitored. Its intensive use by a small 

 number of patients is anti-  

- 

 with some clinicians determining whether patients may contribute to 

 in 64 

 

These findings confirm for the Review Team that clinicians at MAH did not 

contribute to ensuring that safe and effective treatment was available at all times 

on site. 

 

                                                           
64 Op. Cit. par. 4, Pages 4 - 5 
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7.33 The Review Team also found the absence of either medical or nursing staff at 

MAH competent to address the physical health needs of patients to be concerning. 

needs remained undiagnosed and untreated for unacceptable lengths of time. The 

health inequalities which exist between learning disabled and the general 

population are well recognised.65 There is evidence in the documentation 

examined of efforts made to procure GP and out-of-hours medical cover from 

services local to MAH. There was significant delay in procuring such services. As a 

hospital service the Review Team are of the view that greater pressure should 

have been applied to ensure the Trust took corrective action in respect of this 

shortcoming. 

 

7.34 The Clinical Director th September 2017 

immediately after viewing the CCTV footage at the PICU of the assault on a 

patient on 12th August 2017. He also informed the Medical Director that the 

footage also showed ill-treatment of another patient and the inaction of other staff. 

T draw a conclusion that 

team [at P On learning of events on PICU the Medical Director 

requested that an independent SAI be established to review events at MAH; she 

extended this review to other wards. 

   

7.35 When the Review Team met with Clinical Director he stated that in addition to his role at 

MAH, he also held the regional lead for forensic services and provided outpatient clinics. 

He was managerially responsible for medical personnel at MAH until after 2017 

when his role changed. He advised that he had submitted requests to the 

commissioning Board for additional medical input. He was unsuccessful in 

securing additional staffing in either case.  He noted the significant delay in 

                                                           
65 People with a learning disability have worse physical and mental health than people without a learning disability. On average, 
the life expectancy of women with a learning disability is 18 years shorter than for women in the general population; and the 
life expectancy of men with a learning disability is 14 years shorter than for men in the general population (NHS Digital 2017). 
Mencap https://www.mencap.org.uk/learning-disability-explained/research-and-statistics/health/health-inequalities 
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discharging patients due to the absence of a sufficient range of community 

resources. At the time of interview he noted that there were fewer than 60 

patients in the hospital of whom around five required treatment or assessment. In 

discussing the use made of data provided at meetings which he attended 

regarding incidents involving vulnerable adults; physical intervention, seclusion, 

and restraint, the Clinical Director agreed that prior to 2017 information was 

viewed on a meeting by meeting basis rather than trend data analysed to inform 

alternative strategies or training. He noted that recent presentation of data was 

more trend focused. The Review Team found little evidence that the Clinical 

Director played a proactive leadership role in the management team. 

 

7.36 The Review Team considered leadership at a range of levels across the Belfast 

HSC Trust in respect of MAH. An examination of Trust Board and Executive 

rarely featured on the agenda. There was no 

 Annual Quality Reports or within the Discharge of 

Statutory Functions Reports (DSF). The Review Team considered the 

repetitiveness of the DSF reports and the general absence of assurance regarding 

the degree to which statutory functions were discharged should have resulted in 

challenges at Trust Board and HSC Board levels.  

 

7.37 Neither the vulnerability of the patients cared for at MAH nor an awareness of the 

likely risks associated with institutional living brought MAH into focus at any level 

at Trust Board or Executive Team levels. The Review Team concluded that for a 

number of reasons MAH was perceived, as one Co-Director noted, as a self-

contained community with its own culture and identity. Its geographic distance 

from the Trust and the resettlement 

opinion, to it being viewed as a place apart. MAH had no champions at either the 

Executive Team or at Trust Board levels with a curiosity about it and those for 

whom it cared. The Review Team concluded that th Para 

7.10) and the objectives established in The Belfast Way (see Para 7.9) were not 
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guiding principles at MAH. The Review Team identified a cultural divide between 

the Trust and MAH. 

 

7.38 Organisational culture is a set of shared assumptions that guide what happens in 

organisations by defining appropriate behaviour for various situations.66 

Organisational culture affects the way in which people and groups interact with 

each other, with clients, and with stakeholders. Additionally, organisational culture 

may influence how much employees identify with their organisation.67 A deeply 

embedded and established culture illustrates how people should behave, which 

can help employees achieve their goals. This behavioural framework in turn 

ensures higher job satisfaction when an employee feels a leader is helping him or 

her complete a goal.68 Organisational culture, leadership, and job satisfaction are 

all inextricably linked. 

 

7.39 The Review Team found low levels of staff morale reported by a range of 

interviewees and by staff whom they met during the visit to MAH in February 2020. 

It also found significant leadership issues in that events which occurred at MAH 

were seldom brought to the attention of the Executive Team, the Trust Board, the 

HSC Board, or the Department of Health. The culture at MAH appeared not to be 

 also found 

expression in the reluctance of a number of managers to embrace the resettlement 

agenda by accepting 

practice to ensure a higher proportion of patients made a successful transition to 

community living. Such an approach may also have served to allay the fears and 

                                                           
66 Ravasi, D. & Schultz, M. Responding to organizational identity threats: Exploring the role of organizational 
culture. Academy of Management Journal, 2006, 49 (3): 433 458 

67 Schrodt, P. The relationship between organizational identification and organizational culture: Employee 
perceptions of cul  Communication Studies 2002, 53: 189 202 

68  BMC Health Services 
Research BMC Health Serv Res,, 2011 (11)1, 98 
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apprehensions of family and carers of patients who were understandably 

concerned about changes to the living environment of their loved ones. 

 

7.40 The lack of Trust Board and Directors engagement with MAH is understandable 

given the scale and complexity of the Belfast Trusts and the degree to which the 

acute agenda dominated Executive and Trust Board meetings. It is not however, 

an excuse for having MAH operate under the radar with little effective challenge at 

the failure of its leaders to bring issues relating to the service to the attention of the 

Trust Board. A closed institution carries associated risks regarding the wellbeing of 

residents. This has been well established in institutions such as 

homes, and other learning disability services.69 Visible leadership with regular 

engagement with a service and its staff is an important means not only of being 

alert to possible problems in a service but also of communicating the 

organisation s values and objectives for the service. 

     

7.41 opinion, how the physical environment was maintained 

conveyed a message to staff about how the hospital was valued by the Trust. 

Much of the hospital had been allowed to deteriorate over time and problems 

which emerged were addressed in-house in reactive fashions. For example, to 

solve issues relating to staff shortages wards were closed earlier than planned 

with insufficient attention afforded to the mix of patients in the amalgamated wards. 

Similarly, staff shortages resulted in fewer activities for patients which had 

negative consequences in relation to their management and behavioural 

challenges. 

 

7.42 In the opinion of the Review Team the role of leaders is to interrogate and analyse 

information to develop approaches to proactively address root causes. Yet the 

absence of behavioural support staff meant there was no strategy in place capable 

of reducing incidents of physical intervention, restraint and/or seclusion. From a 
                                                           
69 The Winterbourne Review, 2012  https://www.nhs.uk/news/medical-practice/winterbourne-view-failures-lead-to-care-
system-review/#:~:text=The%20report%20into%20the%20events,reports%20of%20abuse%20were% 
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number of correspondences between one Ward Sister and her line manager it is 

apparent that she stopped raising issues of concerns because it made no 

difference and her concerns remained unanswered. Addressing 

difficulties without support obviously caused this Ward Sister to feel ignored and 

frustrated. The degree to which her views were representative of opinions across 

MAH is not known.  

 

7.43 The Review Team concluded that a number of MAH senior managers attempted to 

deal with issues in-house, rather than escalate them to Director level. The Review 

Team considered that this was one possible explanation for why an SAI was not 

competed in November 2012 in respect of the Ennis Investigation by MAH staff 

(see Para 8.30)  

 

7.44 A culture which separated MAH from its parent Trust is evident. The Review Team 

o train on-site rather than at Trust locations. When 

patients became ill or needed hospital treatment staff also elected to attend at a 

no sense that MAH staff felt a loyalty to the Belfast Trust.  

 

7.45 In 2012 the Trust Board agreed to meet at each of its facilities to increase its 

visibility with staff groups and to apprise itself on the range of services it provided. 

The first Trust Board meeting at MAH was held in 2016. The priority afforded to 

MAH as one of its hospitals.  

 

7.46 When events of August 2017 were brought to the attention of the Trust Broad on 

20th September 2017 it decided to appoint an External Assurance/Support Team. 

The purpose of the Team was to provide independent assurance to the Trust 

Director lead Governance and Improvement Board in relation to the response to 

the serious safeguarding concerns in Muckamore Abbey Hospital. The Team 
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f nursing and 

learning disability (Ulster University), and a senior professional officer at the 

Northern Ireland Practice and Education Council (NIPEC). Proposed priority areas 

for the Team to review were: 

 

-  model of service delivery;  

-  advocacy arrangements;  

-  nursing staffing levels, skill mix, training and education;  

-  enhanced monitoring;  

-  Adult Safeguarding processes; and 

-  the viewing of CCTV footage.  

 

7.47 . The group met on a weekly 

basis to review the Action Plan for Protection of Patients with the service 

management team, provide support, and offer an open door  to any staff member 

who wished to speak to the Directors. Directors have also visited clinical areas. 

The current action plan considered actions under the following headings: 

  

-  enhanced monitoring;  

-  improving staffing;  

-  communication;  

-  reflection and learning;   

-  adult safeguarding; and  

-  disciplinary investigations. 

7.49 The Trust Board also established in January 2018 an independent Review Team 

under the leadership of Margaret Flynn to investigate adult safeguarding at MAH 

as a Level 3 SAI.  The resulting report was published in November 2018. 

 

7.50 An examination of the 

footage came to light demonstrated the higher priority afforded to MAH. The senior 
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leadership team, which has since been deployed at MAH, represents personnel 

with significant expertise. The Review Team considered that this level of attention 

will be required in the future to ensure that safe, effective, and compassionate care 

is available to patients who are some of the most vulnerable citizens in Northern 

Ireland. 

 

Summary Comments and Findings  

 The Belfast Trust made significant efforts after the RPA to develop clear 

strategic direction and sought to communicate this to its staff and citizen.  

 

 The Executive Team and the Trust Board accepted MAH as a place apart 

from the rest of the Trust. The scale and complexity of the Trust and its 

focus on acute services meant that there was a lack of engagement with or 

curiosity about MAH. There is no evidence of senior people championing 

the hospital.   

 

 There was a lack of evidence that the Trust Board or Executive Team 

displayed interest or curiosity about MAH. The site was rarely visited. 

 

 The frequent changes in Trust management structures did not provide 

stability for those trying to provide learning disability services. Staff at 

MAH were at times unclear about who the Directors were with 

responsibility for the service. 

 

 

cost of scrutiny of the safety and quality of care of those in the hospital. 

 

 Issues of real concern such as staffing matters were not escalated by the 

Director of Adult and Primary Care or the Director of Nursing to the 
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Corporate or Principle Risk Registers. 

 

 The appointment of the Service Manager in 2012 from outside Learning 

Disability Services was met with hostility by some managers in MAH. There 

was a lack of support for her at times from her superiors and evidence of a 

dysfunctional senior team at MAH. 

 

 There was reluctance within Learning Disability to let other parts of the 

Trust know what was going on in the hospital. The reluctance to use 

appropriately the SAI procedures was an example of this. 

 

 Leadership on the MAH site was ineffective and did not prevent or 

challenge a culture of institutional abuse towards patients. 

 

 There was limited evidence of effective medical leadership on the MAH site.  

 

 

MAH. 

 

 There was a culture divide between the parent Trust and MAH which 

developed over many years. 

 

 Trust Board members were not well served by those Directors who did not 

escalate matters such as the Ennis investigation to it.  

 

 The absence of adequate medical cover to address the physical health 

needs of patients and behavioural support services to manage their 

behaviours resulted in harm being caused to some patients. 

 

 Neither Directors nor Board members grasped the scale of the historic 
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CCTV footage or its implications in the latter part of 2017 until 2019. 

 

 Steps taken since August 2017 have contributed positively to 
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8. Key milestones of the Review 

 

8.1 which occurred within the 

timeframe covered by its Terms of Reference is set out at paragraph 1.5. These 

events inform the structure of this section under the following headings: 

 

i. the Ennis Report; 

ii. CCTV; and 

iii.  

 

8.2 The Review Team acknowledges that the three key stages may not fully represent 

standards of leadership and governance from 2012 to 2017. They do, however, 

provide the Team with robust information upon which to base its conclusions and 

recommendations. 

 

 

i. The Ennis Report 

 

 

8.3 The Review Team focused on the substance of the Ennis report and its 

subsequent influence on practice, culture, leadership, and governance at MAH 

rather than on any events subsequent to media involvement in October 2019. The 

following sub-sections reflects this approach: 

 

a. a summary of the events which led to the Ennis Report; 

  

b. the Ennis ward context - November 2012; 

 

c. The Safeguarding Investigation 
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d. the processes in place within the Trust relevant to the Ennis allegations 

and degree of compliance with same; 

e. outcome of the subsequent safeguarding investigation in terms of staff 

and staffing, and patient care; 

  

f. governance and leadership issues around the monitoring of the Ennis 

investigation and the implementation of its recommendations; and 

 

g. observations and conclusion. 

 

a. A Summary of the events which led to the Ennis Report  

 

8.4 On the 8th November 2012 the Trust received allegations that four patients at 

Ennis Ward were the subject of verbal and physical abuse. The allegations were 

initially made by a staff member employed by a private provider. Other staff from 

this provider made similar allegations following the initial allegations. The external 

staff were working in Ennis to familiarise themselves with a number of patients 

who were scheduled to be resettled in a facility owned by the private provider. 

 

8.5 The nature of the allegations made included: 

 

- rough handling of some patients;  

- alleged assaults; 

- staff speaking inappropriately to patients; 

- a patient being encouraged to hit back when she was attacked by another 

patient;  

- patients hitting out at staff and each other without appropriate intervention; 

and 
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- issues relating to the management of patients around meal times which 

appeared distressing to some of them. 

 

8.6 On receipt of the allegation three staff members (two nurses and a healthcare 

assistant) and a student nurse were immediately placed on precautionary 

suspension pending further investigations. The nurses were referred to the 

Nursing and Midwifery Council.  The healthcare assistant was referred to the 

Disclosure and Barring Service. 

 

8.7 A Vulnerable Adult Safeguarding Review was established immediately. The review 

was led by a Designated Officer (DO) not based at MAH, who was assisted by two 

Investigating Officers (IOs)

Safeguarding of Vulnerable Adults policy. Given the alleged criminal nature of a 

number of the allegations the investigation was conducted jointly by the Trust and 

the PSNI.  

  

- the Private Provider;  

- Ennis ward;  

-  several patients who were potentially injured parties along with their  

  relatives/carers; 

- the Clinical Director; and  

- the Specialist doctor for the ward.  

 

Records indicate that interviews took place between 19th November 2012 and 15th 

May 2013.70 The Review Team had access to witness statements which were 

 

 

                                                           
70 There were 6 interviews with MAH staff which were undated and they are excluded. 
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8.8 The report into the Ennis investigation was completed in October 2013. Appendix 

1 of the Ennis Report lists 63 incidents. In its examination of the incidents the 

Review Team was unable to determine the exact number of incidents. From its 

review of the records the Review Team identified a significant degree of 

duplication (see Appendix 6). Dates when the incidents allegedly occurred were 

not available. This made it difficult to deduce whether the same incident was 

referenced more than once using different terminology or whether there was more 

than one occurrence.   

 

8.9 The Review Team found it difficult at times to determine the precise nature of the 

allegation being made. This difficulty was compounded by the statements provided 

by four 

personnel in 2014.  Information available from the IOs and the Human Resource 

department meant that the Ennis Review Team identified conflicting information on 

a number of matters. These included the level of induction available to the private 

p , the nature of interaction with patients, and the assistance provided 

by Ennis staff. A significant number of alleged incidents were deemed by the 

Review Team to be of a practice nature and related to the care of patients by both 

nurses and healthcare assistants. They indicated the likelihood of a culture 

prevalent in the ward at that time. 

 

8.10 As a result of its investigation the PSNI charged a nurse and a healthcare 

assistant with a number of common assaults and ill-treatment of patient. At trial the 

nurse was acquitted while the healthcare assistant was found guilty on one count 

of common assault which was subsequently overturned on appeal.   

 

8.11 The healthcare assistant retired and resigned from the MAH bank pool of staff at 

the conclusion of the police investigation.  A disciplinary investigation was 

commissioned in respect of the nurse. The Review Team was advised that only 

one of the allegations made against this staff member was capable of being taken 
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to a disciplinary hearing. The nurse returned to work for a short time, although not 

in Ennis ward, and retired shortly afterwards. 

 

b. The Ennis Ward Context - November 2012  

 

8.12 Ennis was a resettlement ward caring for 15 patients. The Review Team considers 

the circumstances under which patients lived and staff worked at the time of the 

allegations as significant. This is because they provide a context to assist an 

analysis of the day to day running of the ward. The A Way to Go report 

commented that, the ward environments impact on patients, their families and 
71 Similarly, Prof Ian Kennedy, who chaired the Kennedy Review into the 

institution, the first people w 72 

 

8.13 Documentation examined by the Review Team noted that Ennis staff had 

expected the ward to close in December 2012 and had already held some events 

to mark the planned closure. Similarly, the ward environment had not been 

maintained due to its imminent closure. The ward was described as overcrowded 

and lacking in space. Challenging behaviours were at a level which caused 

difficulties on the ward.73  

 

8.14 The Review Team was advised that MAH was exempt from cash releasing 

measures in 2012/13 as it was envisaged that the £1m it was required to release 

would be achieved by ward closures. The Review Team was further advised that 

MAH on an annual basis had an operating surplus which was used to offset 

overspends in the community learning disability services.  

 

                                                           
71 A Way to Go, Page 43, par. 2 
72 Seven Organisational Weaknesses  Prof Ian Kennedy on the Ian Patterson Report   
73 Ennis Investigation File Page 62 
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8.15 The nurse to patient ratio was also reported to be low in Ennis with a high ratio of 

healthcare assistants. The Review Team was advised that a staff ratio of 20:80 

nurses to healthcare assistants pertained at times in Ennis. RQIA in its response 

to the draft Ennis Report stated that, 

contributory factor to the allegations. There are issues of redeployment and 

cerning was an 

RQIA comment in the same document that, the issue of staffing levels is a 

recurrent theme and particularly as staff move more frequently from Ennis to other 

 

 

8.16 iculties. 

Coupled with staff shortages this resulted in a high reliance on bank and agency 

staff for cover. The Review Team was told that some staff worked bank hours 

resulting in a working week of 70 - 80 hours.  At times, the ratio of registrants on 

duty was as low as 20% of those on duty. Staffing concerns were not unique to 

Ennis. By March 2012 hospital managers had escalated the staffing situation by 

placing it on the MAH Risk Register at red, which the Service Manager told the 

Review Team meant it had been brought to the attention of the Trust Board. The 
74 found, 

however, no reference to the staffing crisis at MAH.   

 

8.17 Staff shortage resulted in the curtailment of patient activities in Ennis. RQIA stated 

75 In the documentation examined by the Review Team, the lack of 

activities correlated with behavioural issues. It also meant that at times it was 

impossible to maintain agreed observation levels. The ward manager reported 

these concerns to her line manager.76 The Telford Formula was employed in MAH 

                                                           
74 Corporate Risk Register  Trust Executive Team. Principle Risk Register  Trust Board. 

75 RQIA response to draft Ennis Report 2nd August 2013 
76 Op. Cit., Page 67 
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to agree staffing levels. The Ennis Report voiced concerns about its 

appropriateness, as did RQIA, especially given the mix of patients requiring care 

on the ward.  

 

8.18 The Ennis ward was structured in two halves;  upper and lower. The upper half 

having six patients who were deemed to be more able than the nine patients cared 

for in the lower half. Patients in the lower half of the ward had complex needs and 

challenging behaviours; this area was locked as a means of protecting them. The 

Review Team had access to internal correspondence from the Ward Sister to her 

line manager expressing concerns about the mix of patients and the skill mix of the 

Other correspondence stated that there was insufficient staff to enable the ward to 

progress its remit as a resettlement ward. 

 

8.19 The Review Team was advised that in November 2012 Ennis Ward had four 

patients to a bedroom. Although the ward was overcrowded, therapeutic space for 

patients had nevertheless been reassigned by the Ward Sister to provide 

additional accommodation for staff. The furniture in the ward was described as 

very old. There were few chairs and sofas and furniture reportedly did not meet the 

mobility needs of a number of patients.  An Internal Audit of the Ward undertaken 

on 12th December 2012 and updated on 19th February 2013 comprehensively 

reviewed the ward. Its subsequent 17-page report lists a range of environmental 

shortcomings. The ward was described as dull, dismal, and un-stimulating by staff 

from the private p  

 

8.20 MAH was registered as a hospital. Efforts to bring the Ennis ward up to hygiene 

and infection control standards meant changes were made, for example, to the 

culture clash between those who viewed the ward 

seeking to apply the standards required of a hospital. There is no information on 
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living space could be maintained. 

 

8.21 The service manager when appointed in 2012 had an objective to resettle where 

appropriate patients into community settings. This would allow the hospital to have 

a core focus on treatment and assessment. Her agenda, which was in keeping 

with that of the Bamford Reviews, the Department of Health, the commissioning 

HSC Board, and the Trust was met with resistance from a number of staff as well 

setting. As many patients had lived there for decades, concerns expressed about 

resettlement are understandable. The idea of a hospital as a home is not a 

sustainable way forward for those with learning disabilities.  

 

8.22 Ennis was not viewed as an environment fit for its purpose as a resettlement ward 

according to information provided to the Review Team; this conclusion was not 

unique to Ennis. In respect of the other resettlement wards examples provided 

were of wards with dormitory sleeping arrangements of up to 10 patients with no 

potential for individualisation.  

 

8.23 As activities in the ward were limited a number of sources referred to resulting 

also denied the opportunity for patient outings. The A Way to Go report reported 

the views o
77 Often 

ability to attend the onsite day care centre as there were insufficient staff to take 

them there. 

 

                                                           
77 Op. Cit. Page 25, par. 87 
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8.24 The physical environment on the ward as described to the Review Team was 

considered to be un-conducive to the promotion of a patient centred approach to 

care. It is apparent from witness statements accessed by the Review Team that 

staff who worked in the lower part of the ward felt less favourably treated. It is 

likely, in the opinion of the Review Team, that patients may also have experienced 

similar sentiments. 

 

8.25 In addition to a dated and un-stimulating physical environment, Ennis also largely 

functioned on a uni-disciplinary basis. The Review Team was told that a multi-

disciplinary approach was absent within the ward, that there were no occupational, 

behavioural, speech and music therapies, nor social worker attached to the ward. 

The Review Team was informed that in contrast, MAH in November 2012 had:  

 

- 1.5 speech and language therapists;  

- 0.5 dieticians;  

- a psychologist;  

- two physiotherapists;  

- a technical assistant responsible for aids and appliances; and  

- three social workers.  

 

There was no pharmacy cover at the hospital. GP services were contracted from 

an Antrim practice to meet patients  physical health care needs. On site input from 

psychiatric services was also limited as the psychiatrists also had duties in respect 

of outpatient clinics across the region. The absence of an agreed medical model 

reportedly resulted in tension between psychology and psychiatry services within 

the hospital according to information provided to the Review Team. It is noteworthy 

that at this time (2012) there were some 250 inpatients in MAH. 

 

8.26 

measures. The private p taff who complained about patient care in Ennis, 
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had come to work in an environment very different from the modern facility to 

which they were accustomed. 

  

c.  The processes in place within the Trust relevant to the Ennis 

allegations and degree of compliance with same   

 

8.27 The allegations received by the Trust on the 8th November 2012 could have been 

dealt with potentially as: 

 

- a complaint;  

- a Serious Adverse Incident (SAI); and/or 

- an adult safeguarding investigation. 

 

8.28 On receipt of the allegations the decision was made to process them as a 

decision in the opinion of the Review Team had a number of consequences. It 

meant that the allegations were then all classified as being of a safeguarding 

nature, although this was not the case. It also meant that there was no formal 

arrangement to bring the safeguarding investigation to the attention of the 

erious 

Adverse Incidents, arrangements exist to apprise the Trust Board of such 

complaints and incidents through relevant reporting arrangements. 

 

8.29 A review of Appendix 1 of the Ennis Report shows that a number of the complaints 

related to poor practice and issues of care. Concern was expressed about the 

level of induction for staff from the private provider and the degree to which patient 

information was shared with them, as well as the level of support provided to them 

by MAH staff. In the opinion of the Review Team, allegations should have been 
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was maintained which would have enabled practice issues to have been 

addressed more expeditiously. 

 

8.30 In its wider consideration of structural issues in Ennis and across MAH, the Review 

Team concluded that in addition to the safeguarding investigation, the allegations 

should als

circumstance that led or could have led to serious unintended or unexpected harm, 

loss, or damage to patients.  This may be because: 

- It involves a large number of patients; 

- There is a question of  

- It is of public concern; 

- It requires an independent review. 

 

The Health and Social Care Board, with input as appropriate from the Public 

Health Agency (PHA) and the Regulation and Quality Improvement Authority 

(RQIA), reviews each incident and decides whether any immediate action is 

required over and above that which has already been taken by the reporting 

organisation. The reporting organisation is required to carry out an investigation 

into the incident and forward a report within 12 weeks to the Health and Social 
78 

 

8.31 The Review Team had access to correspondence between the HSC Board and 

the Belfast HSC Trust where the former asked on multiple occasions from the 6th 

February 2013 until the 3rd September 2015 for an SAI to be submitted in respect 

                                                           
78 NI healthcare: What is a serious adverse incident? 6th October 2016  
 https://www.bbc.co.uk/news/uk-northern-ireland-
37563833#:~:text=A%20serious%20adverse%20incident%20is,loss%20or%20damage%20to%20patients. 
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of the Ennis allegations. 79 On the 7th September the Trust accepted that it was in 

breach of both the 2010 and 2013 SAI procedures but was content to live with the 

procedural breaches as the allegations were not substantiated by the safeguarding 

investigation. The Review Team was concerned that acceptance of such a breach 

would have occurred without the approval of the Trust Board. In its discussion with 

Trust Board members it is apparent that they were not aware of this admission. 

Similarly, the Review Team considers that the HSC Board should seek to assure 

itself that any such admission has been endorsed by the Trust.  

 

                                                           
79 Request 6th February 2013 asking if the Early Alert is closed as no SAI has been received. 4th March 2014 email 
noting no SAI has been received and asking if the Early Alert is closed. 6th March 2014 email requesting to Trust 
notify the Trust given the serious nature of the allegations and in the public interest the Board views this as an SAI, 
apologies for not picking up earlier that an SAI had not been received; notes the Early Alert remains open. The 
Trust replied on 28th January 2015 stating the Early Alert remains open and the matter has been investigated under 
safeguarding arrangements not as an SAI. Advises the Early Alert should be closed. HSC Board replies stating the 
incident appears to meet Criteria 4.2.5 and 4.2.8 of the SAI Procedures for Reporting and Following up of SAI 
(October 2013). It notes while appropriate to delay SAI on the request of the police that Section 7.3 of the 

 and scope of the SAI is therefore 

formally notify the HSC Board of the incident as an SAI and conduct a review of this case in respect to care 
planning, staff supervision, training etc or any cultural or environmental features in the care setting that could be 
addressed to reduce the likelihood of future reoccurrence. The Trust responded on the 13th May 2015 stating that 
the y had made the decision on the basis of the 2010 procedures which were extant at the time of the incident. 
The HSC Board responded on the 23rd July 2015 noting that under Section 3.3 of the 2010 procedure an SAI should 
have been completed. The Trust was again asked to submit an SAI in respect of the incident. The Trust responded 
on the 5th 

ested that the Early Alert 
be closed. 28th August 2015 HSC Board responded it would prefer to keep the Early Alert open until an SAI was 
received from the Trust. 1st 
requested 

been deferred pending the conclusion of the safeguarding investigation. If it had been reported as an SAI it would 
then have been de-escalated given the unfounded allegations. If the Trust did now submit it would also be asking 
for it to be de-escalated due to the unfounded allegations. Trust felt referral now would be a paper exercise. The 

basis BHSCT have advised the safeguarding investigation found the allegations were not substantiated. It should be 
acknowledged at the time the early alert was reported, a SAI notification should also have been submitted, which 

on the 3rd September noting if the Trust could live with the breach in respect of SAI reporting the HSCB could. The 
Trust replied on the 7th September 2015 stating it could live with this breach.  
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8.32 As a result of the criminal investigation led by the PSNI, two members of staff 

faced criminal charges. One staff member was acquitted at initial hearing while the 

 conviction was overturned on appeal. The standard of proof in criminal 

trials is defined as being beyond reasonable doubt. On the other hand, the balance 

of probability test means that a matter is more likely to have happened than not. 

This lower standard of proof is usually used by social services in determining the 

likelihood of harm/risk in safeguarding cases. The Trust repeatedly advised the 

HSC Board that the safeguarding investigation was unable to substantiate the 

allegations even though the Public Prosecution Service determined that charges 

due to the threshold applied in this matter. The definition of evidence and a 

decision on whether the Ennis allegations constituted institutional abuse were still 

unresolved at the time of the last Adult Safeguarding Case Conference held on the 

28th October 2013. An internal email dated 24th January 2013 which was copied to 

the DO leading the safeguarding investigation, stated that, there is a concern of 

possible institutional abuse and a full understanding in terms of culture and past 

These matters are analysed in paragraphs 8.36 to 

8.62 as part of its wider consideration of the adult safeguarding investigation.   

 

8.33 The Review Team considers that the Ennis allegations merited the submission of 

an SAI either to operate in parallel with the safeguarding investigation or to have 

taken place at its conclusion. The SAI policies for 2010 and 2013 would have 

facilitated either approach. The Review Team concluded that: 

 

- the Trust failed adequately to interpret the SAI reporting criteria; 

- the potential existed for a fuller investigation of events at Ennis, which could 

have identified many of the issues described in the A Way to Go report 

(2018); and that 

- factors contributing to the situation subsequently captured on CCTV during 

2017 included: the staffing crisis, the focus on resettlement, ward closures, 
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patient mix, the lack of a multidisciplinary approach, and excessive levels of 

seclusion, restraint and staff overtime.    

 

8.34  The Review Team could find no explanation as to why the Trust opposed an SAI 

in respect of the Ennis allegations. The capacity existed for local managers on 

the MAH site to control this aspect of the investigation as the safeguarding 

aspects were being managed off-site. In discussions with Trust Board members 

 their line of sight of the Trust 

Board and that a lack of curiosity pertained among its senior managers, the 

consequence of which was a lack of scrutiny or analysis of events at the hospital, 

. The Board members expressed their profound 

regrets and shame for the events at MAH. The Trust Board has since made 

efforts across a range of systems to ensure the safety and wellbeing of patients. 

While the 2018 - 2020 period falls outside of erms of 

Reference, access to pertinent documentation and personnel offered 

reassurance to families and carers that the Trust had learned from events of 

2017 and taken a range of remedial actions. 

 

8.35 Wider structural accountability could, in the opinion of the Review Team, have 

identified from the Ennis allegations the hazards associated with inadequate 

staffing, the deficient governance and leadership arrangements, and the potential 

for institutional abuse. Such awareness might have led to the introduction of 

mitigating strategies which in turn could have prevented the abuse captured on 

 

 

 d.  The Safeguarding Investigation 

 

8.36 The following section considers the conduct of the safeguarding investigation. The 

initial safeguarding referral resulted from disclosures from a care assistant 

employed by a private provider who had been working on the ward on 7th 
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80 The Care Assistant identified 

three staff and one student nurse in her allegations. Her concerns were reported to 

 that evening. Steps were taken the 

following day to ensure the Trust was alerted to the care assistant  

 

8.37 The decision to conduct an adult safeguarding investigation was taken upon 

receipt of the allegations on the 8th November 2012 by the Operations Manager for 

 the 

absence of her line manager, the Operations Manager decided to lead the 

investigation. She took appropriate action to ensure the immediate safeguarding of 

protocol for the Joint Investigation 

of Alleged or Suspected Cases of Abuse of Vulnerable Adults. Staff members 

implicated in the alleged abuses were immediately subjected to precautionary 

suspension.  

 

8.38 On 29th November 2012 the Operations Manager drafted a letter to family 

members/ carers of Ennis patients seeking to furnish them with an update on the 

safeguarding investigation. The Co-Director for Learning Disability when provided 

with a draft of this letter determined that further discussion was required before an 

update could be produced. On 18th and 19th January 2013 a shorter, less 

informative letter was issued.  

 

8.39 The Investigation Officers (IOs) contacted relatives/carers of patients in Ennis to 

ascertain if they had any concerns about the care provided. This resulted in 

                                                           
80 In an email dated 29th November 2012 the NHSC Trust confirmed that it would be represented at adult 
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minimal supporting evidence for the investigation. Family members and carers 

were advised that they would be kept up to date  

 

8.40 In an email dated 17th December an IO wrote to the DO stating that of the eight 

families contacted, one had expressed concern about patient care. In that instance 

expressed concerns about care on Ennis ward although two raised concerns about 

the future of the ward and their worries over its closure. One man noted the 

potential of any resettlement to disrupt his sister who had lived at the hospital for 

30 years. Another interviewee related in a telephone interview on 8th January 2013 

a number of concerns she had relating to low staffing number. She felt there was a 

need for staff in dayrooms at all times and was anxious about the level of 

supervision available for her sister. She was also concerned 

money was not being spent on her. She felt her  clothing was shabby and 

that her sister was being over-medicated as she slept all afternoon. The overall 

assessment of the ward from this interviewee was, 

  

 

8.41 Another telephone interview on 15th January 2013 

however, express concerns about the number of incidents of peer assaults on her 

daughter. Another relative telephoned on the same day noting that there was in 

her opinion a lack of communication amongst the staff. The engagement with 

patients, relatives and carers made by the investigation staff in an effort to keep 

them informed and to seek their views was viewed positively by the Review Team.  

 

8.42 Interviews with 17 MAH staff were subsequently undertaken and recorded. Six of 

the records are undated and most were unsigned. From the dates available it is 

Exhibit 11
MAHI - STM - 333 - 263



 

 

109 

 

apparent that the majority of interviews (seven (64%)), took place between 8th and 

15th May 2013: some seven months after receipt of the allegations. Two earlier 

interviews with MAH staff took place on 21st December 2012 with the remaining 

two taking place on 21st February and 8th April 2013.   

 

8.43 The Review Team was concerned at the length of time taken to complete 

interviews with MAH staff. It was also perturbed at the timescale for the completion 

of clarification interviews with a patient who was an injured party who was deemed 

probably capable of giving evidence. This interview finally took place on 23rd 

January 2013. At that time the patient had no recollection of events of 7th 

November 2012 and did not want to engage in conversation about them. The 

Review Team was advised of a lengthy process involved in determining if patients 

have capacity and then acquiring necessary consent to be interviewed. Accepting 

that there are inevitable delays in completing such tasks, the Review Team 

concluded that a three-month delay with a learning disabled patient was not likely 

to result in good recall of past events. 

 

8.44 An undated discussion between medical personnel, the PSNI, the Speech and 

Language Therapist, and the DO to determine capacity of Ennis patients identified 

12 who could possibly give evidence. On 19th April 2013 an email from the DO to 

the Clinical Director sought his views on interviewing Ennis patients. The response 

was that one of the five patients had moved and that 

functioning had deteriorated. Given that Ennis patients have significant intellectual 

impairment, the Review Team considered the delay in interviewing them as likely 

to have further impaired their ability to contribute meaningfully to the safeguarding 

investigation. 

 

8.45 Similarly, there was significant delay in police interviews with the two suspects. 

These interviews took place on 20th and 28th February 2013. An undated PSNI 
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report on interviews, which must postdate the 28th February, provided a summary 

of the evidence furnished by: 

 

- the four private provider s staff;  

- two relatives; 

- the Forensic Medical Officer; 

- the absence of evidence from the injured party; and 

- the two suspects. 

 

Service to prosecute. The initial police interview with the complainant took place 

on 9th November 2012 with interviews of suspects not completed until 28th 

February.  

 

8.46 There were eight case conferences or strategy discussions convened between 9th 

November 2012 and 28th October 2013. Appendix 7 sets out the information base 

 

 

8.47 The second strategy discussion on 15th November 2012 did not commence with 

consideration of how aspects of the initial Protection Plan had operated. A revised 

Protection Plan was agreed. The staffing component of this was to be addressed 

by the DO with senior Trust managers. Professional practice at Ennis was the 

focus of much of discussion at this meeting. The Review Team considered that 

preliminary discussion with MAH managers and delegation of the staffing issue to 

them would have been a more inclusive working arrangement. 

 

8.48 The third strategy discussion on 12th December 2012 addressed the issue of 

pending interviews.  Considerable discussion took place around staffing on the 

Ward and the 24/7 monitoring arrangements. The Review Team considered that 
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greater focus was required on the handling of alleged incidents so that the 

safeguarding investigation could be brought to an early conclusion. 

 

8.49 The fourth strategy meeting was held on 20th December 2012. Discussion at this 

meeting served to highlight the conflicting agendas present when safeguarding 

issues and staff disciplinary matters run parallel. Additionally, in the view of the 

Review Team, it underlined the fact that a clear, agreed understanding of the 

nature of the allegations had not been agreed in the three previous strategy 

meetings. The Review Team considered it essential that at the outset each 

allegation should have been assessed on the basis of the existing information. 

They should have been categorised in terms of a practice failing, a potential crime 

nd dignity. 

 

8.50 In the fifth strategy meeting convened on 9th January 2013 initial focus was given 

to a consideration of progress against the actions established at the previous 

meeting. The Review Team considered such an approach commendable as it 

served to focus attention on any outstanding matters. The Co-Director of Learning 

and Disability Services, raised his concern about the list of allegations presented 

by the DO, some of which were specific while others were imprecise, negative 

comments. He stressed the need to obtain clear evidence and facts. The Review 

Team considered that had the initial allegation been disaggregated (see Para 

8.29), the safeguarding investigation would have been able to focus its energies 

on abusive issues.  

 

8.51 The sixth strategy meeting was held on 29th March 2013. This was almost two 

months later than initially scheduled. The focus of this meeting was the provision 

of an update from the PSNI and to plan further for the investigation. The first 

references to the potential for institutional abuse is recorded in these minutes. At 

the meeting it was agreed that all staff in the Ennis were to be interviewed by the 

two IOs. At this stage, five months after receipt of the allegations, neither patients 
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nor all of the staff working at Ennis had been interviewed by Trust staff. The 

Review Team considered this delay to have been excessive and likely to have 

been detrimental to the quality of the information received due to the lapse of time. 

 

8.52 The seventh strategy meeting was held on 5th July 2013 during which copies of the 

draft final report were circulated. The Public Prosecution Service at this point still 

had 

remained outstanding due to the absence of a Speech and Language therapist 

during July. The issue of initiating disciplinary proceedings was raised given the 

range of issues which were not part of the original allegations but arose during 

interviews with private p

[private p of the Case 

Conference of 28th October 2013, the Review Team concludes that there were 

sufficient concerns found to suggest a culture of bad practice. It is also evident that 

the private p

c y  

 

8.53 The Review Team noted that:  

 

- the report was not provided in a sufficiently timely manner to facilitate an 

informed discussion of it during this meeting; 

- six months after the initially allegations were received  patients had not been 

interviewed; 

- the issue of staff disciplinary action and when it could be progressed had not 

been dealt with in a more timely fashion;  

- the additional allegations made may have added considerably to the length of 

time for the investigation team to report without adding anything further to the 

body of available information; 
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- after such a lengthy review a more definitive conclusion about the culture of 

practice on Ennis ward had not been reached.  

 

8.54 The final case conference meeting (for which minutes are available on case 

records) was held on 28th October 2013. Its purpose was to discuss the 

conclusions and recommendations of the adult safeguarding investigation on 

Ennis ward. The DO noted the difficulty experienced by the investigation team in 

 different evidence provided by the two staff teams  [MAH and 

Private Provider staff]. A request was made to clarify what was meant by the term 

evidence. The DO said the investigation team considered the private p

staff  reports as evidence. 

 

8.55 The Co-Director, Learning and Disability Services, noted at that Case Conference 

The DO stated that: 

 The RQIA 

representative 

evidence to justify at least some concern about wider practice in th

Co-Director asked to review minutes of previous meetings for any discussion of 

institutional abuse before the case conference would conclude on this issue.  A 

further meeting was arranged for 20th January 2014. There is no record of such a 

meeting taking place on the records examined by the Review Team.  

 

8.56 The Review Team was of the view that there was significant delay in bringing the 

Ennis Report to a conclusion given that the draft report had been tabled for 

discussion at the strategy discussion convened on 5th July 2013. Action in relation 

to staff disciplinary proceedings was also delayed, and on the basis of this meeting 

was likely to remain so pending court hearings. In the Review Team s opinion, 

consideration of disciplinary action should, where possible, be pursued at the 

commencement of any investigation. Reasons for a decision on any deferment 
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should be provided in writing and be subject to monthly review. Such an approach 

would demonstrate greater regard and accountability for the public purse. 

 

8.57 The Review Team was particularly concerned that at this late stage in the 

investigation process consideration was being afforded to the issue of whether or 

not the abuse was of an institutional nature. In the opinion of the Review Team this 

discussion should have occurred early in the investigation process to assist with 

informing the subsequent nature of the investigation. Such an approach would also 

have assisted the Trust to comply with the SAI procedures which it acknowledged 

it had breached (see Paras 6.19 and 8.31). In discussions with Trust specialists 

working with vulnerable adults the Review Team were advised by one individual 

that the allegations were unambiguously of an institutional nature while the other 

felt a decision centred on the way institutional abuse was conceived. The DO felt 

she was being pressurised by the Co-Director to state the investigation had not 

identified institutional abuse. In  opinion she did not have enough 

evidence to reach a definitive conclusion.  

 

8.58 From the case records examined the Review Team considered that: 

 

- the Strategy Meeting extended its remit through its detailed consideration of 

the operation of Ennis ward rather than in establishing a broad framework to 

inform the safeguarding of patients. oncerns 

noted by the regulator (RQIA) in respect of staffing would have been better 

progressed through its usual regulatory functions rather than via the strategy 

discussion process; 

 

- the DO appeared to have adopted an oversight function in respect of the 

operation of the Ennis ward by, for example, emailing the Service Manager at 

MAH on 5th March 2013 noting that from the nursing monitoring reports she 

could not identify whether or not staffing levels were appropriate. It is the 
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opinion of the Review Team that the action of the DO in this respect was not 

appropriate. It carried the potential to undermine the managerial system at 

recommendations was the proper way to seek to monitor levels of compliance 

or non-compliance; and that 

 

- the safeguarding investigation took from 8th November 2012 until 23rd October 

2013. This is much longer timescale than one would have expected, 

especially given the nature of the complaints. Allowing for the significant 

amount of work carried by the DO, the Review Team questions to what 

degree the wider remit adopted may have contributed to the length of time 

taken to complete the investigation. The time delay had significant 

implications for Ennis staff and the costs associated with precautionary 

suspensions. 

 

8.59 The safeguarding investigation took some 11 months to complete. There is 

evidence of initial feedback on the investigation being furnished to relatives and 

carers. An extensive number of interviews took place with MAH nursing and 

clinical staff, staff employed by the private provider, patients deemed to have 

capacity, and the relatives/carers of Ennis patients. Many of these interviews were 

held some five and six months after the start of the investigation. The delay in 

interviewing patients was of particular concern to the Review Team as it reduced 

the likelihood of evidence being forthcoming. Given the general level of social 

functioning among patients, any delay reduced the likelihood of evidence being 

forthcoming. In the opinion of the Review Team the absence of dates and 

signatures from six of the interviews with MAH staff is a significant omission.  

There can be no certainty as to when these interviews took place. Five or six 

months into the investigation appear a likely timescale as the majority of MAH staff 

interviews were held in that period. 

. 
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8.60 It is apparent from an examination of the records of those interviewed that no clear 

consistent picture emerged from any of the groups interviewed. The Review Team 

considered that the allegations made in November 2012 should have been 

disaggregated to allow for safeguarding issues to be the sole focus of the 

complaints procedure or its disciplinary processes which are in place to deal with 

poor practice concerns.  

 

8.61  The Review Team views the failure to identify the failings reported at Ennis as an 

SAI  as a missed opportunity to identify wider problems within MAH. Subsequent 

events confirm that a number of wider structural and cultural issues arising in the 

Ennis safeguarding investigation were not confined to that ward.  

 

8.62 The Review Team concluded that the safeguarding investigation involved multiple 

victims and multiple perpetrators, as such it could have been identified as 

institutional abuse. At the last recorded case conference which was convened on 

28th October 2013, the multidisciplinary team failed to reach a definitive conclusion 

regarding its status. In discussions with the DO, the Review Team was advised 

that the status of the review was the subject of numerous discussions with her line 

manager. She clearly felt under pressure to conclude that it was not institutional 

abuse. In the absence of comment from the Co-Director, the Review Team can 

reach no final determination as to his motivation. The reason provided by the DO 

for not classifying the Ennis allegations as institutional abuse was the absence of a 

definition of institutional abuse in the 2006 and 2010 safeguarding policies extant 

at the time of the investigation. While there is no definition in either policy, both 

refer to abuse in institutions.81 In the opinion of the Review Team the history of 

previous inquiries at MAH provided a context supportive of an early consideration 

of the potential for institutional abuse.  

                                                           
81 Safeguarding Vulnerable Adults: Regional Adult Protection Policy and Procedural Guidance, par. 3.3, Page 11, 
2006 and the Adult Safeguarding in Northern Ireland: Regional and Local Partnership Arrangements,  par. 13, Page 
7, NIO / DHSSPS, March 2010 
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e.  Outcome of the subsequent safeguarding investigation in terms of  

  staff and staffing, and patient care 

 

8.63 During the course of the Ennis investigation a requirement was established for 24-

hour monitoring of staff working on the ward as a protective measure for patients. 

The monitoring staff were employed at Band 6A levels at a minimum. They were in 

place for a period of some 9 months. The cost to the Trust was estimated to be in 

the region of £

Nursing that these monies were available from the in-year MAH budget. Approval 

of the Trust Board for this level of expenditure was not required.  A weekly support 

meeting was established to discuss any concerns arising from the monitoring 

arrangements. The monitoring reports were also provided to the Operations 

Manager who was leading the safeguarding investigation as DO. There is 

evidence in the case records of discussion between the Operation Manager and 

MAH Service Manager to agree on action required as a consequence of the 

monitoring reports.  

 

8.64 The establishment of 24/7 monitoring role meant that information on wider patient 

care issues were identified. These included:  

 
- patient privacy; 
- lack of stimulus/ lack of visual stimuli; 
- no attempts to engage in therapeutic activities; 
- overcrowding in the bottom dayroom; and 
- lack of quiet space for patients; 

 

8.65 As a result of the allegations a number of remedial actions were taken to improve 

the care and the quality of the environment on Ennis Ward. The Review Team 

noted that this included: 
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- an additional Ward Sister who was redeployed to Ennis for an initial period of 

two months from 8th November 2012 with a Deputy Ward Sister appointed 

from 25th November 2012; 

- a review of the Telford staffing formula for Ennis ward which resulted in a 

subsequent increase in staffing levels; 

- assurance to provide a minimum of six staff on duty during day shifts with 

additional resources deployed where possible. Night duty, up until 11pm, 

would also comprise six staff reduced to two for overnight duty; and   

- a monthly monitoring of staffing ratios to ensure an appropriate skill mix in the 

staff team. 

 

8.66 Service Improvement Action Plans were created for Ennis. Key steps included:  

 

- leadership walk-arounds and viewing the environment with fresh eyes; 

- safeguarding materials to be shared with staff and where required staff 

supported with training to facilitate and sustain improvements in practice; 

- to uplift staff knowledge on current policy relevant to the environment as well 

as information governance/patient property; 

- commissioning training restating the strategic objective of resettlement; 

-  

 

8.67 A multidisciplinary team was introduced to Ennis to improve patient care with the 

appointment of a psychologist and improved access to behavioural support 

services. Greater focus was also afforded to stimulating patients through increased 

levels of activities. The enhanced staffing numbers further improved the 1:1 

contact between patients and staff.  nd a 

functional behavioural analysis was also undertaken. 
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8.68 Despite the plan to close Ennis Ward, environmental improvements were made to 

enhance the living and sleeping arrangements in the ward. This was not only at a 

cosmetic level but a capital bid was approved to facilitate structural improvements.  

 

8.69 Safety and hygiene checks were also undertaken on the ward with Estates 

Department to assist with improving the dignity and privacy of patients.  

 

8.70 Considerable improvements occurred as an appropriate response to the 

allegations made in November 2012 and the staffing and environmental factors 

which in the opinion of the Review Team contributed to the events then noted. 

 

 f.  Governance and leadership issues around the monitoring of the  

  Ennis investigation and the implementation of its recommendations  

 

8.71 To deliver on improvements the Trust developed a series of monitoring 

arrangements in respect of the operation of the Ennis ward. In the opinion of the 

Review Team the secondment of a Co-Director of Nursing (Education and 

Learning) to MAH with a responsibility to monitor practice and to analyse 

information was a key means of ensuring not only an oversight function, but also a 

dynamic analysis of information. The support role to the Service Manager was also 

critical given the additional demands and challenges resulting from the 

safeguarding investigation. 

 

8.72 The Co-Director of Nursing undertook: 

 

- unannounced leadership visits to Ennis; 

- files, and the drug kardex; 

- 

Assessment Standards; 

- consideration of progress against draft improvement plans; and  

Exhibit 11
MAHI - STM - 333 - 274



 

 

120 

 

- communication with nursing managers from Ward to Executive Director levels 

and other professionals and trainers working on site. 

 

She provided written reports of her findings. On the case records examined by the 

Review Team a comprehensive report was provided of her second monitoring 

analysis in January 2013. In the opinion of the Review Team this role provided 

both support of MAH leadership and provided governance assurances to the Trust. 

 

8.73 It is also evident that a previous consideration to fit CCTV in MAH, which was first 

raised in August 2012, was given added impetus as it was viewed as a means of 

addressing the factual discrepancies which emerged from the Ennis investigation. 

This matter is addressed further in the CCTV section from paragraphs 8.81 to 

8.112.  

 
8.74 No information was available in case records on how the safeguarding 

a significant number of the strategy meetings/case discussions. From recorded 

comments it was apparent to the Review Team that there was no agreed approach 

about the nature of the investigation, what constituted evidence, and when 

disciplinary action should be initiated. The Review Team considered that while the 

DO must act independently, leadership support is required in discharging this 

challenging role. 

 

8.75 There was no apparent reason for a number of the delays evident in the 

safeguarding investigation. From July to October 2013 the aim of the final two 

strategy discussions was to focus on the conclusions and recommendations of the 

Ennis report. A three-month period between reviews is within the policy 

requirements. The Review Team deemed that arrangements should have been put 

in place to ensure that no drift occurred in the investigative process. Delays in 

interviewing patients, and MAH and the private p

Team deemed unacceptable, should have been identified and remedied.  
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 g.  Observations and conclusion  

 

8.76 The Review Team considers that the Ennis safeguarding investigation was 

hampered from the outset by the fact that the allegations were not disaggregated 

into complaints and abusive incidents. Such an approach would have led to a 

sharper focus on the safeguarding elements of the allegations and the potential for 

more timely reporting.  

 

8.77 The extensive delay taken to complete relevant interviews compounded the time 

taken to produce the draft Ennis Report. From the dates available to the Review 

Team, interviews with MAH staff concluded on 15th May 2013. The draft report was 

then available for the strategy meeting convened on the 5th July 2013. At that time, 

one patient interview remained outstanding. In the opinion of the Review Team, all 

interviews should have taken place more proximate to the events which were the 

subject of the complaints in order to ensure that memories were fresh and that 

investigated. 

 

8.78 , the Ennis investigation should 

have considered whether the allegations were of an institutional abuse nature. The 

discussion at the last recorded case conference, nearly one year after receipt of 

the allegations, as to whether it was institutional abuse, remained unresolved at 

the end of that meeting. This lack of decision was unacceptable to the Review 

Team.  

 

8.79 The failure to notify the HSC Board of the incident as an SAI, despite repeated 

requests from the HSC Board, was a missed opportunity to investigate the wider 

structural, staffing, and cultural issues within MAH. An SAI investigation had the 

potential to identify the nature of the issues which contributed to the allegations 
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made in November 2012 and to enable early remedial action to have been taken. 

It is conjecture to suggest that this might have prevented the events of 2017 

captured on CCTV; but given that this was a potential outcome, the Review Team 

has not discounted this possibility. 

 

8.80 The range of improvements in the environment, staffing, and care of patients 

during the Ennis investigation was considerable and did much to improve the ward 

as a living and working space. It is a matter of deep regret to the Review Team 

that the implementation of these changes came about only as a consequence of 

the harm caused to vulnerable patients. Our review of the records and discussion 

with staff confirm that the shortcomings in staffing, the ward environment, lack of 

access to a multidisciplinary team, and the conflicting needs of patients on the 

ward were known but not acted upon prior to the Ennis investigation. 

 

Summary Comments and Findings 

 The Ennis investigation took an extensive period of time to complete 

which diluted its impact. The completed report was not brought to the 

attention of the Executive Team or the Trust Board.  

 There was little evidence of multidisciplinary working in Ennis or patient 

activities. The absence of activities resulted in boredom, a lack of 

stimulation, and served to contribute to the management challenges of 

caring for patients with complex and at times conflicting needs. 

 Nurse to patient ratio were low in Ennis. A staff ratio of 20:80 of nurses 

to healthcare assistants pertained at times. This compromised the 

ability of staff to provide safe and effective care for patients.  

 Staffing difficulties were added to the MAH risk register as a serious 

Risk (red). This risk was not escalated further. 
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 The culture clash between staff who viewed the ward as a home and 

those who viewed it as a hospital resulted in tension between senior 

managers and ward managers and staff delivering care. 

 The allegation should have been dealt with as an SAI. This would have 

ensured wider scrutiny. 

 The Trust advised the HSC Board repeatedly that the safeguarding 

investigation was unable to substantiate the allegations, even though 

the Public Prosecution Service determined that in two cases the 

threshold for prosecution was met. 

 The Review Team considered that the Ennis allegations constituted 

institutional abuse. A wider investigation at that time should have been 

undertaken in order to determine what, if any, issues existed in other 

wards. 

 One year after the report was completed the DO advised that she was 

proposing to update families. There is no evidence of feedback or the 

case having been closed. 

 -to-day functioning of the 

Ennis ward served to weaken the focus on completing the investigation 

within an acceptable time frame. 

 The tension between the DO and her line manager put the DO under 

pressure and led to imprecise conclusions in respect of the nature of 

the abuse.  

 Positive changes were made to staffing and the environment in Ennis as 

a result of the Ennis investigation.  

 The Review Team believed that not to have held an SAI investigation in 

respect of these allegations either in parallel or at the conclusion of the 

investigation constituted a missed opportunity to improve safeguarding 
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arrangements for vulnerable patients. 

 There is no evidence of learning emerging from the safeguarding 

investigation as feedback was provided neither to staff, the Executive 

Team nor the Trust Board. 

 

 

ii. CCTV 

 

 

8.81 The following section is divided into two sub-sections: 

 

(i) a history of CCTV installation at MAH and the Assault on a Patient on 12th 

August;  

(ii) the involvement of the PSNI; and 

(iii)  subsequent Trust handling of CCTV. 

 

(i) A History of Implementation and the Assault on a Patient on 12th 

August 

 

8.82 One of the first references that the Review Team could find regarding the 

installation of Closed-Circuit Television (CCTV) in the wards at MAH was in the 

minutes of the MAH Core Group meeting of August 2012. At that meeting the 

Senior Social Worker spoke of the amount of incidents involving patient on patient 

and patient on staff.  He suggested the installation of CCTV in communal day 

spaces, corridors, and quiet rooms. The Senior Manager Service Improvement 

and Governance manager agreed to look at existing policies around CCTV, check 

with the Directorate of Legal Service, and whether other Mental Health services 

used CCTV.  
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8.83 In 2013 a business case application was prepared by the MAH Clinical and 

case proposed that CCTV would be installed in communal areas used by patients 

and staff in Sixmile and Cranfield male, female, and Intensive Care wards. The 

make the hospital environment safe and secure for patients, staff and visitors. In 

2012/13 there were 667 reported assaults to the PSNI from Muckamore Abbey 

  Capital Evaluation Team approved a funding bid for the 

installation of internal CCTV in these wards at an estimated cost of £80k on 13th 

January 2014. This allocation 

Team on the 22nd January 2014. In 2014 a detailed business case was prepared, 

led by the Business and Service Improvement Manager for Learning Disability 

Services. 

 

8.84 Funding became available In the later part of the 2014/15 financial year. After the 

appropriate procurement processes concluded, contracts were awarded to 

architects, design consultants, and contractors to proceed with the installation of 

CCTV. Work on CCTV installation commenced in February 2015 in Cranfield, 

comprising Cranfield 1 and 2 and the Psychiatric Intensive Care Unit (PICU), and 

in the Sixmile wards. The Business and Service Improvement manager and the 

Clinical and Therapeutic manager from MAH were in contact with the contractors 

throughout the installation and commissioning processes.  

 

8.85 On 21st April 2015 the contractors informed the Business and Service 

Improvement Manager that the CCTV had been installed in Cranfield and Sixmile 

wards and was now recording; a demonstration of the equipment was offered. The 

contractor explained the need for a period of recording prior to the demonstration 

time there was also discussion about the need to add additional cameras to cover 
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the gardens that were attached to each building. These additional cameras were 

added to the schedule of work. 

 

8.86 The Service and Improvement Manager responded immediately suggesting that 

he be accompanied at the demonstration by the Operations/Nurse Manager and 

the Adult Safeguarding Officer. The contractor confirmed that the demonstration 

would take place on Wednesday 13th May 2015. 

 

8.87 From the information provided by the contractor, the Review Team can summarise 

that the CCTV installation comprised the installation of  large fixed cameras 

mounted in the public areas of the wards. The cameras were motion activated 

which meant that they were not in continuous record mode, which made it more 

practical to view playback. Cranfield and Sixmile wards each had their own CCTV 

recording systems which were in locked communication rooms. Each of the 

recorders had at least two screens to facilitate viewing. The recording 

arrangements provided for 120 days storage of the video footage. It is not clear 

from the specification whether the system was designed to overwrite recorded 

video after 120 days or whether 120 days was the minimum time for the storage of 

video. In the opinion of the Review Team it is highly likely that the system stored 

video beyond 120 days. This view is confirmed by a Trust briefing paper dated 

September 2018 which stated that: all available CCTV footage was preserved 

from 1st March 2017 until 30th  of 184 days. 

 

8.88 Records show that the CCTV project was commissioned and handed over to the 

Trust on 9th July 2015. It is not clear from the records examined who represented 

the Trust at the handover. Reference is made however to the need for the 

Business and Service Improvement Manager to be in attendance. 

 

8.89 An examination of MAH Senior Nurse Meeting minutes shows that the introduction 

of CCTV to the wards had been the subject of discussion and consultation for 
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some time. The Senior Nurse Meeting was chaired by the Service Manager for the 

hospital. It was attended by the Ward Sisters/Charge Nurses for each ward and 

other senior nurses on the MAH site. In April 2014 there was reference in these 

minutes to a webcam presentation and the benefits it could bring. No other details 

are given about the proposals. In May 2014 the Service Manager stated that 

webcams would be installed on the wards. The Review Team concluded that the 

reference to the webcams was a reference to CCTV. In June 2104 the Service 

Manager told those attending that webcams had been ordered for all wards. 

 

8.90 In May 2015 the MAH Safeguarding Officer reported that there had been a 

demonstration of CCTV and it had been shut down until policies were agreed to 

support its use. In June 2015 he stated that CCTV was still not operational. He 

added that they would be helpful for adult safeguarding. The Review Team asked 

the company responsible for the installation of the CCTV cameras when cameras 

started recording. The company responded that: r

Handover was at 9th July 2015. 

 

8.91 In December 2015 the Trust entered into a contract with the CCTV contractor to 

provide routine servicing, callout, and repair of security systems in their community 

facilities which included MAH. The contractor confirmed that this contract included 

CCTV in MAH. The Trust was paying for this maintenance contract from 

December 2015. 

 

8.92 From August 2015 until August 2017 mention was made at the Senior Nurse 

meetings about the drafting of CCTV policies and the consultation process for its 

operation. In August 2017 attendees of the meeting were told that the CCTV policy 

had been approved and would be rolled out in Cranfield and Sixmile wards on the 

11th September 2017. The meeting heard that communications sessions were 

planned for staff and patients and signage would be going up. There was a delay 

of 25 months between the commissioning of the CCTV in May 2015 and the 
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September 2017. 

 

8.93 In June 2017 the Trust approved a policy (ref SG 09/17) for the implementation of 

CCTV within MAH. Its purpose was to assist with investigations related to adult 

safeguarding issues. The front page of that document shows that consultation and 

finalisation of the policy began in September 2015 and was not completed until 

June 2017. The pathway towards approval was as follows: 

 

- 24 September 2015 - Initial Draft of the policy 

- May 2016 - Amended after first round of consultation 

- 11 August 2016 - Amended after 2nd round of consultations and approved by 

Clinical and Social Care Governance Committee 

- 1 March 2017 - Approved by the Standards and Guidelines (Committee) 

- June 2017 - Approved by the Trust Policy Committee 

- 28 June 2017 - Approved by the Trust Executive Team. 

 

 The review team could find no evidence that the Executive Team queried why it 

had taken so long for the draft policy to reach it for its final approval. 

8.94 The Review Team heard a number of different versions of what happened 

following approval of the policy. It has been difficult to be specific about a timeline 

from 28 June 2017 to the meeting between MAH managers and Mr. B, a 

complainant, in August 2017. Several managers from the Trust who are now 

retired and who had central roles to play in the implementation of CCTV did not 

meet with the review team.  

 

8.95 It was agreed that the CCTV would go live from September 2017, probably  11th 

September. The Service Manager told the Review Team that work had to be 

completed on a Communications Strategy with staff in August before the system 
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went live. The complaint by Mr. B in August 2017 resulted in the discovery that 

CCTV had been recording for some time previously. 

 

8.96 Mr. B., the father of a young man who was a patient in PICU ward, received a call 

from the Belfast Trust to inform him that his son had been physically assaulted by 

a member of staff. Mr. B. advised that he was notified on 21st August 2017, 

although Trust correspondence suggested this could have been 22nd August. Mr. 

B was told that the assault occurred on 12th August.  Mr. B. told the Review Group 

that he immediately got into his car and drove to MAH to ascertain what had 

happened. He told the Review Team that he could not understand why it had 

taken 9 days to inform him of the incident; normally he would have been contacted 

on the day of any incident concerning his son. 

 

8.97 Mr. B raised the issue of the assault with the RQIA on his way to a meeting at 

MAH on 25th August 2017. At the MAH meeting Mr. B met with the Operations 

Manager and the Safeguarding Officer who explained to him what had happened 

to his son. Mr. B was accompanied to this meeting, at his request, by a patient 

advocate from Bryson House. Mr. B did not accept the explanation provided. He 

inquired whether there was CCTV coverage of the incident. As a regular visitor to 

, Mr. B had noticed the presence of 

CCTV cameras on the ward. After the meeting he sent a formal complaint to the 

Belfast Trust. The complaint that Mr. B subsequently raised and how it was dealt 

with is an important aspect of this review and is dealt with in this report (see Paras 

8.113 to 8.126). 

 

8.98 The Manager informed Mr. B that the cameras were not recording. Mr. B 

challenged this response. He told the Review Team that he had observed CCTV 

notices on the walls of the hospital and had assumed that there must be CCTV 
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MAH he had his 

social worker who told him that that the CCTV in MAH was operational. 

 

8.99 The th 

September 2017 to the DoH and HSC Board. There was no reference to CCTV in 

the Early Alert. An update on the Early Alert was provided on 22nd September 

2017 which stated that: footage has now been viewed by Senior Trust 

Personnel. There are grave concerns regarding the contents of the CCTV footage.  

This appears to be the first acknowledgement from Trust HQ that there was CCTV 

footage at MAH. 

 

8.100 Almost all those who were interviewed from the Belfast Trust were asked about the 

CCTV. Why was it introduced? When did recording start?  No one was able to tell 

the Review Team when recording started. The assumption by local MAH 

managers was that it would go live in September 2017 following the period of 

consultation with staff. At Director level the Review Team could not find any 

knowledge of how or when CCTV would be the introduced. 

 

8.101 The Review sought to establish how managers at MAH became aware of the 

existence of historical CCTV recordings and when these were first viewed in 

relation to the events of 12th August 2017. The person with most knowledge about 

the CCTV, the Business and Service Improvement Manager who is now retired did 

not communicate with the Trust or the Review Team. It is difficult, therefore, to 

establish a precise timeline.  

 

8.102 When the Service Manager for MAH was interviewed she recalled that she was 

told by the Business and Service Improvement Manager two days after the 

meeting with Mr. B at MAH that there might be CCTV footage of the incident that 

occurred on 12th August. The Review Team concluded that the Business and 
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regarding whether CCTV was recording. It is evident that some senior managers 

at MAH must have viewed some of the historic CCTV footage as Trust records 

show that legal advice from the Directorate of Legal Services (DLS) was sought on 

the 4th September to clarify if 
th September 2019 that the recording could 

be viewed. The Review Team has no doubt that some senior managers at MAH 

viewed some of the historic recording in late August/early September 2017. The 

information about its the contents was not however, provided to a Trust Director 

until 20th September. 

 

8.103 The Service Manager told the Review Team that she viewed the recordings on 

20th irector of Nursing to inform 

her of the content. The Director of Nursing advised her to phone the Chief Nursing 

Officer at the DoH to inform her of these matters. The CNO was advised the next 

day. The Trust subsequently submitted an SAI notification to the DoH and the 

HSCB on 22th September 2017. 

  

8.104 The Service Manager told the Review Team that she wanted to raise an SAI as 

on the 1st September 2017 which was returned to her by the Learning and 

dissuaded from pursuing an SAI by the Co-Director Learning Disability Services as 

it did not meet the criteria for an SAI. 

 

8.105 The complaint that Mr. B subsequently raised and how it was dealt with was an 

important aspect of this review; it is dealt with further at par. 8.113  8.126 below.  
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 (ii)  The Involvement of the PSNI 

 

8.106 nd August 

Adult Safeguarding Policy and the Joint Protocol. The PSNI 

became aware of the existence of historic CCTV recordings by mid-September 

2017, when notified of this by the Service Manager at MAH. Initially the police 

worked with the Trust and the RQIA under the Joint Protocol procedures. The 

police was not informed of the volume of CCTV footage that had been recorded 

until significantly later in the viewing process. The Review Team was told by the 

PSNI that due to frustration with the manner in which the Trust was handling the 

CCTV in February 2019 they seized the recordings. It eventually emerged that 

there was more than 300,000 hours of recording from CCTV in MAH.  

 

8.107 The PSNI set up a large team to scrutinise the recordings, the largest team ever 

assembled for such work in Northern Ireland. The CCTV recordings viewed by the 

PSNI dated back to March 2017. There is no explanation as to why there was six 

months of CCTV footage when the specification for the retention of CCTV stated 

that footage would be retained for 120 days before being overwritten (see Para 

8.87).  

 

8.108 In 2019 the PSNI expressed concern about the presence in the investigation of the 

former Business Service Improvement Manager for MAH who had retired but had 

been brought back by the Trust on a temporary basis to look after CCTV cameras 

and security on the site. The Trust terminated this arrangement. The Review Team 

emphasises that there is no suggestion of impropriety in respect of this individual. 

The Review Team tried to speak to this retiree through the Belfast HSC Trust. He 

did not acknowledge any of the communication sent to him.  

 

8.109 When asked about the level of co-operation they had received from staff in the 

Belfast HSC Trust, the police said it was mixed. The police seized the CCTV 
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recordings. Copies were however returned to the Trust to enable it to recommence 

viewing of the footage.  

 

8.110 At the time of writing the PSNI had not yet completed viewing all of the historic 

recordings. Information provided by the Trust indicates that files on seven 

employees have been sent to the Department of Public Prosecutions. Sixty-two 

staff have been suspended, while 47 staff are working under supervision as a 

result of incidents viewed on CCTV. 

 

(iii) Subsequent Trust handling of the historic CCTV recording 

 

8.111 In a written report to the Trust Board in January 2018 the Director of Adult and 

Social Care reported that work was underway to install CCTV in the remaining 

wards at MAH and the swimming pool on the site. She went on to state that the 

team that was set up to view the historical CCTV had viewed 25% of the footage. 

This was inaccurate. It is clear that the Trust had still not grasped the enormity of 

the CCTV recordings that still had to be viewed. 

 

8.112 By September 2018 a team of ten external viewers working five days a week were 

employed by the Trust to carry out retrospective viewing of CCTV. The Director of 

Adult and Social Care told the Trust Board on 6th September 2018 that the viewing 

of PICU footage would be completed by early September and that the remaining 

three wards (Cranfield I and 2 and Sixmile) would be completed by the end of 

September. The same Director reported to the Board in February 2019 that 

viewing was still not complete with an estimated 20% yet to be watched. Senior 

staff in the Belfast Trust consistently underestimated the task of viewing the 

retrospective recordings. This partially accounted 

approach which resulted in recordings being seized and taken off site.  
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Summary Comments and Findings 

 Evidence points to CCTV recording since July 2015. 

 

 The Trust was paying a maintenance contract for a system that they 

had installed but did not make use of for over two years. 

 

 It took 22 months, an inexplicably long time, to produce a policy to 

implement CCTV in MAH. Most of the delay was at local level where 

the Business and Service Improvement Manager was the lead. 

 

 Had CCTV been operationalised earlier, harm to patients may have 

been prevented. 

 

 

recording and persisted with his enquiries it is likely that the scale of 

historical CCTV would not have been discovered. 

 

 There was an unacceptable delay in bringing matters to the attention 

of the HSC Board and the DOH despite the situation being known to 

senior managers on the MAH site. It was not escalated off the MAH 

site for two or three weeks after footage came to light. 

 

 The Trust Board consistently failed in 2017 and 2018 to identify the 

scale of CCTV footage as the information provided to it was 

incomplete and at times inaccurate. 

 

 The Review Team is critical of the reaction of the Co-Director of 

Learning and Disability Services in resisting the suggestion to raise an 

SAI. It formed the view that this was an attempt to contain the matter 
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within the MAH management team. This manager declined to meet 

with the Review Team. In the absence of an account from this staff 

member the Review Team is content to accept the account of the 

Service Manager. 

 

 

iii.  August 2017 

 

 

8.113 On 21st August Mr. B was advised that on 12th August 2017 his son, AB, had been 

the victim of an assault by a member of staff. Mr. B was concerned that it had 

taken nine days to advise him of the assault on his son, particularly as he was 

used to having early alerts regarding his son s behaviour since his admission to 

PICU in April 2017. Mr. B was understandably concerned about the delay and not 

unnaturally was fearful that the delay was to enable any bruising on his son to 

fade. 

 

8.114 The Review Team examined a range of documentation and interviewed senior 

staff at MAH and Trust Board levels in an attempt to ascertain the events around 

attention of parents, safeguarding staff, and the Co-Director of Learning and 

Disability services. 

 

8.115 

Appendix 8). The Review Team identified no duplicitous or surreptitious reason for 

the delay in notifying Mr. B about the assault on his son, AB. The incident of 12 th 

August 2017 was immediately reported by the staff nurse who witnessed it to the 

Safeguarding policy and procedures.  
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8.116 It was not acceptable for the Nurse in Charge to have emailed the Deputy Charge 

Nurse (DCN) requesting a meeting to discuss a concern. This caused delay in 

reporting an assault on a vulnerable patient and prevented the establishment of a 

protection plan for AB and others on the ward.  

 

8.117 The delay was further compounded as the requested meeting with the DCN did 

not take place until 17th August. The DCN considered the information provided 

about the allegations to be vague. The staff nurse who witnessed the assault was 

on leave that day. The DCN therefore emailed him, requesting more details about 

procedures. The incident was not escalated at that time to senior managers within 

MAH nor was advice sought from MAH social work staff who carried safeguarding 

responsibilities within the hospital. 

 

8.118 On 20th August 2017 the DCN received a further allegation in respect of the 

healthcare support worker involved in the incident with AB on 12th August. This 

allegation was of verbal abuse of a patient. The DCN then emailed the Charge 

, immediate and 

appropriate actions were taken in respect of both allegations made in respect of 

the healthcare support worker (see Appendix 8 for details). 

 

8.119 

provided to him nine days after the incident. The delay has done much to 

ing of his requests for 

information and details about the CCTV in PICU and his complaint to the Trust has 

further diminished his lack of confidence  

 

8.120 

and details about the CCTV in PICU also further eroded his confidence in the 
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. Mr. B resorted to his Member of Parliament and the 

Information Commissioner in an effort to resolve matters to his satisfaction. The 

with due 

regard given to the data protection rights of others who may have appeared on the 

recordings, would have been appropriate.  

 

8.121 a Safeguarding Officer on 25th 

August 2017, as arranged by him on 21st August 2017 following notification of the 

assault on his son. To ensure he had support, Mr. B arranged for an advocate to 

accompany him. At that meeting Mr. B asked about the potential for CCTV footage 

in respect of the assault in respect of his son. He was advised that the CCTV was 

not yet operational and would be going live on the 11th September 2017. Mr. B, 

whose work involves the use of CCTV cameras in an institutional setting, did not 

accept the information provided. He stated that since his son was admitted to 

PICU he had seen signage advising that the ward was covered by CCTV. Mr. B 

subsequently attempted to acquire details about when the CCTV was operational.  

 

8.122 The Review Team appreciated that the absence of information must have caused 

Mr. B considerable frustration. The Review Team, as already stated (see Paras 

8.81 to 8.112), experienced considerable difficulties tracking down the information 

that Mr. B sought about the installation and operation of CCTV at PICU. The 

Review Team did not have the benefit of information from the Business and 

Service Improvement Manager at MAH, now retired, who it considered the 

individual most likely to have intimate detail of the CCTV system from the initial 

concept during 2012, through to the approval of the business case, and the system 

eventually being installed in July 2015. The Review Team considered it 

unacceptable for information about the operation of the CCTV system not to have 

been provided to Mr. B. The Review Team concluded that the CCTV was 

operating from July 2015.  
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8.123 Immediately following the meeting of 25th August, Mr. B emailed a complaint to the 

 of his 

email, he contacted the HSC Board on the 29th August enquiring about when he 

could expect a response. It transpired that the original email had been sent to an 

 within the Trust. Once the Trust located the email on the 

29th August it took immediate action through its Complaints Department with 

 

 

8.124 From the exchange of emails between the Complaints and the Governance 

Departments, the Review Team identified two distinct approaches to 

complaint would be handled. The Governance Departmen

matter was of a safeguarding nature, it was not a complaint. The Complaints 

Department correctly interpreted the safeguarding and complaints policies by 

recognising that the safeguarding investigation would conclude at which stage, 

 

 

8.125 th August 2017 confirmed to 

him that his complaint could be addressed at the conclusion of the safeguarding 

investigation. The independent external Stage 3 SAI investigation commenced in 

January 2018 and reported in November 2018 in the A Way to Go report. There is 

no information in the documentation examined by the Review Team that Mr. B 

received individualised updates on the progress of the independent review. There 

was no information showing that Mr. B was contacted at the conclusion of the 

safeguarding investigation to ascertain if there were outstanding matters from his 

complaint which he wished to pursue further. The Review Team considered that 

best practice would have dictated that Mr. B be afforded an opportunity to pursue 

his complaint further from November 2018. 
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8.126 As matters currently stand, 

Team considered that the omission of the Complaints Department in this regard 

was unhelpful and did not conform with the assurance provided to Mr. B in its letter 

to him dated 30th August 2017. 

 

 

Summary Comments and Findings 

 

 There was no deception associated with the delay in notifying Mr. B of 

the assault on his son, AB. 

 

 

arrangements under the adult safeguarding procedures. 

 

 Immediately the matter came to the attention of the Charge Nurse 

timely and appropriate responses were instigated informed by the 

 

 

 

inclusive manner guided by the requirements either of Data Protection 

arrangements or the police investigations. 

 

 Mr. B asked relevant questions about CCTV. At that time the Business 

and Service Improvement Manager was still employed at MAH. This 

retiree did not respond to requests to meet with the Review Team and 

it has no information about his recollections. 

 

 

received a timely response. The commitment to address any 

outstanding issues at the conclusion of the safeguarding investigation 
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has not yet been honoured. The complaint remains open until closure 

is brought to the process. 

 

 The persistence of Mr. B in respect of the CCTV was significant. It is 

noteworthy that at the end of August, MAH wrote to the Department of 

Legal Services seeking legal advice on the use of CCTV footage. The 

Review Team was unable to ascertain whether at that time some MAH 

staff had identified that footage relating to the assault on AB was 

available (see Appendix 8). 

 

 The involvement of Mr. B with a range of agencies including his MP 

may not have been required had the Trust shown more willingness to 

engage with him, and to share relevant information appropriately.  

 

 The Trust Board was not provided with information about the 

existence of CCTV footage until 20th September 2017. The failure to 

escalate information to the Trust Board earlier was unacceptable 

professionally and managerially. 
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9. Best Practice 

 

9.1 The Review Team had planned to visit a number of centres of excellence to inform 

and develop recommendations. The lockdown caused by the Covid-19 pandemic 

necessitated a change of plans in this respect. The Review Team, therefore, has 

conducted a literature review which it considers pertinent to best practice 

developments. 

 

9.2 Joe Powell, the CEO of All Wales People First which refers to itself as, the united 

self advocacy group for advocacy groups and people with learning disabilities in 

Wales, stated in the Foreword to the Improving Care Improving, Lives report, 

we still deem it acceptable to house some people with learning disabilities within 

the hospital system, when it is no longer appropriate. If this situation is not 

remedied, we cannot truly claim that we have eradicated the unjust and deficit-

centred culture of the long- 82 The Review Team was 

particularly -centred 

, 

patient-centred approach to planning with and for learning disabled patients. The 

Review Team regrets that due to the lockdown situation it was not in a position to 

meet more patients and their relatives and carers to assist in completing this 

review. We apologise that greater engagement was not possible. The Review 

Team will however, in its review of the literature, pay particular attention to the 

voice of service users and their families and carers.  

 

9.3 As the history of MAH shows (Section 5), considerable change has occurred since 

it first opened its doors in 1949. A large institution caring for adults and children 

with at one time a maximum of some 1,400 inpatients, now cares for fewer than 60 

patients. The resettlement agenda has placed considerable pressure on relatives, 
                                                           
82 Improving Care, Improving Lives February 2020 https://gov.wales/sites/default/files/publications/2020-03/national-care-
review-of-learning-disabilities-hospital-inpatient-provision.pdf 
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lived in for decades. Some staff also had anxieties as to their own future 

employment as the number of wards continued to reduce at the hospital. The 

Review Team heard evidence from one parent about the enhanced quality of care 

afforded to his son since he was provided with a tailored community care package.   

 

9.4 The Review Team in the following discussion articulates principles which it 

believes will better meet the assessment and treatment of people with learning 

disabilities as well as informing the required community infrastructure and 

supports. The Improving Care, Improving Lives report made 70 recommendations 

targeted at: providers (35 recommendations); commissioners (33 

recommendations) and the Welsh Government (2 recommendations). This was a 

more extensive review of learning disability services than the current review. The 

key learning from it which the Review Team considered relevant to MAH are 

summarised below: 

 

- patients, not subject to detention under the Mental Health Act or to 

Deprivation of Liberty Safeguards, have the capacity to consent to being an 

inpatient. Detained patients should be aware of their rights ; 

 

- hospital support plans are reviewed regularly, within a maximum time period 

of three months. All care plans and hospital support plans are developed with 

specific objectives, measurable outcomes and clear timescales ;  

 

- a safe, effective, and therapeutic environment of care, [is in place] in order to 

reduce frustration and boredom which could lead to behaviours that 

challenge.. [S]taff are trained to recognise escalating behaviours and to deliver 

positive and preventative interventions. ... [A]ll patients have a plan in place 

identifying the outcomes to be achieved in order to transition to the next step 

on their care journey ; 
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- any restrictive intervention involves the minimum degree of force, for the 

briefest amount of time, and with due consideration of the self-respect, dignity, 

privacy, cultural values, and individual needs of the patient. A restraint 

reduction plan [should be] in place for each patient ;  

 

- patients, families, and carers have a voice in service design.... [M]easures of 

patient satisfaction are obtained and used as indicators of responsive and 

quality services ; 

 

- Commissioners ensure a sufficient level of staffing to provide safe and 

progressive care ; 

 

- Commissioners should consider investment in early intervention and 

admission prevention community services.  

 

9.5 

disabilities: prevention and interventions for people with learning disabilities whose 
83 The guidelines, which have been endorsed in Northern 

Ireland by the Department of Health, 

with a learning disability and behaviour that challenges. It highlights the 

importance of understanding the cause of behaviour that challenges and 

performing thorough assessments so that steps can be taken to help people 

change their behaviour and improve their quality of life. The guideline also covers 

which underpin the Nice Guideline include: 

 

1.  

  behaviour that challenges, and their family members of carers, and: 
                                                           
83 https://www.nice.org.uk/guidance/ng11 
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- involve them in decisions about their care; 

- support self-management and encourage the person to be   

  independent; 

- build and maintain a continuing, trusting, and non-judgmental  

  relationship; 

- provide information: 

 

 

  

 

 

 

- develop a shared understanding about the function of the   

  behaviour; 

- help family members and carers to provide the level of support they 

  feel able to. 

 

2. When providing support and interventions for people with a learning 

 disability and behaviour that challenges, and their family members of 

carers:

-  

  their developmental stage, and any communication difficulties or  

  physical or mental health problems; 

- aim to provide support and interventions: 

 

 in the least restrictive setting, such 

close to their home as possible; and 
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 - aim to prevent, reduce, or stop the development of future episodes 
of behaviour that challenges; 

- aim to improve quality of life; 

- offer support and interventions respectfully; 

- 
increasing their skills rather than changing the person; 

- ensure that they know who to contact if they are concerned about 

care or  

- offer independent advocacy to the person and to their family 

members or carers. 

 

3. Everyone involved in commissioning or delivering support and interventions for 

people with a learning disability and behaviour 

understand: 

 

- the nature and development of learning disabilities; 

- personal and environmental factors related to the   

  development and maintenance of behaviour challenges; 

- that behavioural challenges often indicate an unmet need; 

- the effect of learning disabilities and behaviour that   

  ,  

  and occupational functioning; 

- the effect of the social and physical environment on learning  

  disabilities and behaviour that challenges (and vice versa),  

  including how staff and carer responses to the behaviour  

  may maintain it. 
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4.  Health and social care provider organisations should ensure that teams 

carrying out assessments and delivering interventions recommended in this 

guideline have the training and supervision needed to ensure that they have 

the necessary skills and competencies.  

 

5. 

has more complex needs, health and social care provider organisations should 

assessment, support, an  

 

6.  Health and social care provider organisations should ensure that all staff 

working with people with a learning disability and behaviour that challenges are 

trained to deliver proactive strategies to reduce the risk of behaviour that 

challenges. 

 

7.  Health and social care provider organisations should ensure that all staff get 

 

 

8. Health and social care provider organisations should ensure that all 

interventions for behaviour that challenges  

 

9.    A designated leadership team of healthcare professionals, educational staff, 

social care practitioners, managers, and health and local authority 

commissioners should develop care pathways for people with a learning 

disability and behaviour that challenges for the effective delivery of care and 

 

 

10.  The designated leadership team should be responsible for developing, 

managing,  
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11.  The designated leadership team should work together to design care 

pathways that promote a range of evidence-based interventions and support 

people in their choice of interventions. 

 

12.  The designated leadership team should work together to design care 

pathways that respond promptly and effectively to the changing needs of the 

 

 

13.  The designated leadership team should work together to design care 

pathways that provide an integrated programme of care across all care 

 

 

14.  The designated leadership team should work together to ensure effective 

communication about the functioning of care pathways. There should be 

protocols for shari  

 

15.  

carried out together with a family member, carer, or healthcare professional or 

 

 

16.   Involve family members or carers in developing the support and intervention 

them information about support and interventions in a format and language 

 

 

17.  

disability, follow a phased approach, aiming to gain a functional understanding 
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18.  Explain to the person and their family members or carers how they will be told 

about the outcome of any assessment of behaviour that challenges. Ensure 

that feedback is personalised and involves a family member, carer, or 

advocate to support the person and help them to understand the feedback if 

needed. 

 

19.  If the behaviour that challenges is severe or complex, or does not respond to 

the behaviour support plan, review the plan and carry out further assessment 

 

 

20.  Carry out a functional assessment of the behaviour that challenges to help 

 

 

21.  Vary the complexity and intensity of the functional assessment according to 

the complexity and intensity of behaviour that challenges, following a phased 

 

 

22.  

and behaviour that challenges that is based on a shared understanding about 

the function of the behaviour.  

 

23.  

behavioural principles and a functional assessment of behaviour, tailored to 

the range of settings in which they spend time. 

 

24.  Ensure that reactive strategies, whether planned or unplanned, are delivered 

on an ethically sound basis. Use a graded approach that considers the least 

restrictive alternatives first. Encourage the person and their family members or 
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carers to be involved in planning and reviewing reactive strategies whenever 

possible.  

 

25.  Ensure that any restrictive intervention is accompanied by a restrictive 

intervention reduction programme, as part of the long-term behaviour support 

 

 

9.6  The NICE guideline address the range of issues found by the Review Team in 

relation to: staffing levels and skills; the availability of safe, effective and 

compassionate care; the absence of behavioural support services resulting in 

over-use of restraint, seclusion and physical interventions with patients; the 

effectiveness of care planning and transition arrangements for patients; and the 

poorly developed multidisciplinary approach to patient care.  

 

9.7 The use of seclusion and physical interventions with patients has been 

commented on throughout this report. Best practice in working with learning 

disabled patients who presented with aggressive and/or challenging behaviours 

did not underpin strategies relating to their management at MAH. Future practice 

in these areas was considered by the Review Team in terms of: 

 

- RCN Advice issues in 2017, which is scheduled to be reviewed in 2020, 

which adopted a rights based approach to consideration and review of 

restrictive practices.84 It states that, restrictive practices are sometimes 

necessary and could form part of health and social care delivery. In this 

context it is essential that any use of restrictive practices is therapeutic, 

ethical, 

                                                           
84 84 Three Steps to Positive Practice: A rights based approach when considering and reviewing the use of restrictive 
interventions, RCN, 2017 https://www.rcn.org.uk/professional-development/publications/pub-006075 
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and an understanding of the cause of such behaviours. The rights-based 

approach is seen as a means of placing the person at the centre of care; 

   

- HM Government guidance of 2019 on reducing the need for restraint and 

restrictive practices85 is directed at children and young people. The 

recognition in it of the traumatising effect of restrictive practices on children, 

young people, families, and carers, and the potential for long-term 

consequences for health and wellbeing are messages which are also 

relevant to adults. The core values, and principles upon which the guidance 

is based are also pertinent to adults: 

 

-  

 

-   

 and valued members of the community whose views and    

 preferences matter; 

 

- respect and invest in family carers as partners in the development   

 and provision of support; and  

 

- recognise that all professionals and services have a responsibility   

 to wor  

 

In regard to restraint, the values stated: 

 

-  

 supported as an individual;  

 

                                                           
85 Reducing the Need for Restraint and Restrictive Interventions HM Government, 27 June 2019 
https://www.gov.uk/government/publications/reducing-the-need-for-restraint-and-restrictive-intervention 
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-  the best interests of children and young people and their safety and 

 welfare should underpin any use of restraint;  

 

-  the risk of harm to children, young people and staff should be 

 minimised. The needs and circumstances of individual children and 

 

 and circumst  

-   a decision to restrain a child or young person is taken to assure  

  their safety and dignity and that of all concerned,  86 

  

 
- The Mental Welfare Commission for Scotland in 2019 issued a good practice 

guide to inform the use of 

clear guidelines for the consideration and use of seclusion and to ensure that, 

where this takes place, the safety, rights and welfare of the individual are 
87 

 

9.8 NICE has also developed a number of guidelines and quality standards specific to 

individuals with challenging behaviours and learning interventions. In developing 

inpatient and community care services for such individuals, the Review Team 

considered that the following literature should be used to inform a service model in 

Northern Ireland: 

 

- Challenging behaviour and learning disabilities; prevention and interventions 

for people with learning disabilities whose behaviour challenges;88 

  

- Learning disabilities: challenging behaviour;89 

                                                           
86 Ibid, Pages 17 - 19 
87 Use of Seclusion: Good Practice Guide, Mental Welfare Commission for Scotland, October 2019, Page 5 
https://www.mwcscot.org.uk/sites/default/files/2019-10/Seclusion_GoodPracticeGuide_20191010.pdf 
88 Challenging behaviour and learning disabilities; prevention and interventions for people with learning disabilities whose 
behaviour challenges, NICE guideline, 29 May 2015 nice.org.uk/guidance/ng11 
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- Mental health problems in people with learning disabilities: prevention, 

assessment and management;90 

 

- Learning disabilities: identifying and managing mental health problems;91 

 

- Learning disabilities and behaviour that challenges: service design and 

delivery.92 

 

9.9 A selected range of other resources which Commissioners and Providers of 

services for individuals with learning disabilities may find informative are listed 

below with links to the publication for reference purposes: 

 

- Royal College of Psychiatry 

 

o People with learning disability and mental health, behavioural or forensic  

problems: the role of inpatient services;93 

o Enabling people with mild intellectual disability and mental health problems 

to access health care services;94 

o Care Pathways for people with intellectual disability;95 

o Community-based services for people with intellectual disability and mental 

health problems: Literature Review and survey results;96 
                                                                                                                                                                                           
89 Learning Disabilities: challenging behaviours Quality standard, 8 October 2015, nice.org.uk/guidance/qs101 
90 Mental health problems in people with learning disabilities: prevention, assessment and treatment, NICE guideline 14 
September 2016, nice.org.uk/guidance/ng54 
91 Learning disabilities: identifying and managing mental health problems, Quality standard 10 January 2017 
nice.org.uk/guidance/qs142   
92 Learning disabilities and behaviour that challenges: service design and delivery, NICE guideline, March 2018, 
nice.org.uk/guidance/ng93  
93People with learning disability and mental health, behavioural or forensic  problems: the role of inpatient services, July 2013 
 https://www.rcpsych.ac.uk/docs/default-source/members/faculties/intellectual-disability/id-fr-id-03.pdf?sfvrsn=cbbf8b72_2 
94 Enabling people with mild intellectual disability and mental health problems to access health care services, November 2012 
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-
cr175.pdf?sfvrsn=3d2e3ade_2 
95 Care Pathways for people with intellectual disability, September 2014, https://rcpsych.itinerislive.co.uk/docs/default-
source/members/faculties/intellectual-disability/id-fr-id-05.pdf?sfvrsn=11e73693_2  
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o Standards for adult inpatient learning disability services;97 

 

- The Joint 

commissioners of mental health services for people with learning disabilities;98 

  

- Local Government Association, ADASS (adult services), and NHS England 

publication: Supporting people with a learning disability and/or autism who 

display behaviour that challenges, including those with a mental health 

condition;99  

 

- The National Quality Board publication: An improvement resource for learning 

disability services: Safe, sustainable and productive staffing:100; 

 

- British Journal of Psychiatry article: Impact of the physical environment of 

psychiatric wards on the use of seclusion;101  

 

- Journal article: Evaluation of seclusion and restraint reduction programs in 

mental health: A systematic review.102 

                                                                                                                                                                                           
96 Community-based services for people with intellectual disability and mental health problems: Literature Review and survey 
results, 2015, https://www.rcpsych.ac.uk/docs/default-source/members/faculties/intellectual-disability/id-fr-id-
06.pdf?sfvrsn=5a230b9c_2 
97 Standards for adult inpatient learning disability services, July 2016 https://www.rcpsych.ac.uk/docs/default-
source/improving-care/ccqi/quality-networks/learning-disability-wards-qnld/qnld-standards-3rd-edition-
2016.pdf?sfvrsn=b181aa51_2 
98 The Joint Commissioning Panel for Mental Heath, Guidance for commissioners of mental health services for people with 
learning disabilities, May 2013, https://www.jcpmh.info/wp-content/uploads/jcpmh-learningdisabilities-guide.pdf 
99 Supporting people with a learning disability and/or autism who display behaviour that challenges, including those with a 
mental health condition, October 2015, https://www.england.nhs.uk/wp-content/uploads/2015/10/service-model-291015.pdf 
100 Safe, sustainable and productive staffing: An improvement resource for learning disability services, January 2018 
https://improvement.nhs.uk/documents/588/LD_safe_staffing20171031_proofed.pdf 
101 Schaaf van der P.S. et al Impact of the physical environment of psychiatric wards on the use of seclusion, 2013. 202, 142  
149, https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/impact-of-the-physical-environment-
of-psychiatric-wards-on-the-use-of-seclusion/ECF01A965156AF94A632E8436F13FD9D 
102 Goulet M-H, et al, Aggression and Behavior, 34 (2017) Pages 139  146 Evaluation of seclusion and restraint reduction 
programs in mental health: A systematic review https://www.sciencedirect.com/science/article/abs/pii/S1359178917300320 
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9.10 The future model of inpatient services for individuals with a learning disability 

requires that best practice guidance, standards, and models are considered and 

developed to inform a modern, person-centred, rights driven service approach. 

This review found that dysfunctional management and a lack of a shared vision 

impacted negatively on patient care. The initiatives taken by the Trust to engage 

patients, carers, and families in care planning and the oversight arrangements 

within MAH require further development to ensure that meaningful engagement 

can be maintained and promoted. 

 

9.11 The A Way to Go Report stated that the CCTV has given the Hospital a decisive 

edge. Visual evidence of assaults endured by patients who cannot describe what 

 103 In the 

future, CCTV needs to be considered as a tool to prevent harm to patients rather 

than a means to ensure safe and compassionate care.  

 

9.12 Finally, the above list of available materials has been selected in order to help 

inform a future commissioning and delivery agenda which promotes respect, 

dignity, care, and compassion for individuals with learning disabilities who are 

 

 

Summary  

 Providing safe, effective, and compassionate care requires sufficient staff, 

with appropriate skills and ongoing access to training and professional 

development if it is to be more than a meaningless mantra. 

 

 Services must be patient-centred informed by individualised assessment, 

planning and review processes to develop tailored care, protection, and 

                                                           
103 Op. Cit par. 52, Page 18 
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transition plans for each patient. 

 

 Patients, their families, and carers should be actively involved in decision 

making and in developing approaches to address behavioural or 

safeguarding concerns. 

 

 Transition planning requires the active engagement of the patient, 

family/carers, and community support services to plan for a phased 

transition to life outside the hospital. 

 

 

under the European Convention on Human Rights (ECHR). 

 

 Advocacy services and family/carers and patients should regularly be asked 

to provide feedback on the standard and quality of care provided. 

 

 All restrictive practices should be a last resort and used for the least time 

possible to comply with Article 5 of the ECHR (the Right to Liberty and 

Security). 

 

 Locked doors for patients who are not detained under the provisions of the 

Mental Health Order are likely in to be in breach of Article 5 and such 

practices should be reviewed by the Trust to ensure compliance with 

legislative requirements. 

 

 CCTV is an important tool in preventing abuse, however, it cannot be relied 

upon to ensure a culture of compassionate care.  

 

 Clinical Leadership is essential for the promotion of patient safety and 

service quality.  
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 Multidisciplinary working and a strong leadership team are essential to the 

future provision of inpatient services for learning disability patients. 

 

 An infrastructure of community support services is required to obviate, 

where possible, inappropriate admissions to hospital and to ensure that 

 

 
 

community is no longer an option and every effort should be made to 

ensure phased, planned, and well supported discharges occur for patients 

who are inappropriately cared for within a hospital setting. 

 

 Greater focus is required to working together with patients, relatives, carers, 

and community resources to ensure that in the future MAH is no longer a 

place apart. 
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10. Conclusions and Recommendations 

 

10.1 The Review Team concluded that: 

 

1. The Trust, given its size and scale, had extensive governance systems in 

place:  

 

- the complexity of its governance systems hindered its agility and ability to 

 be responsive; 

 

- any system is dependent on those who implemented it, therefore in itself it 

 cannot provide assurance; 

 

- changes of senior management arrangements and titles resulted in 

 confusion for front line staff, some of whom were unclear of arrangements 

 which existed in the Trust in respect of MAH; 

 

- the governance system became a tick box exercise at MAH;  

 

- the Trust as an organisation championed practice development and quality 

improvement, as well as safer patient initiatives. There was however, 

limited evidence of how it influenced patient care at MAH;  

 

- the SAI group was stood down in 2013 as a stand-alone Committee of the 

Trust Board. The Review Team was unable to ascertain to what degree, if 

any, this may have impacted on the priority given to adherence with SAI 

procedures or feedback to the Executive Team or Trust Board; 

 

- there was a lack of escalation of issues from MAH to the Executive Team 

 of the Trust Board. No issues regarding MAH were escalated to the Trust 
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 Board or Executive Team between 2012 and 2017 despite its ongoing 

 difficulties in relation to staff recruitment and retention; 

 

- an extensive array of policies and procedures existed within the Trust. An 

 external review of a number of policies and procedures relating to 

 seclusion and restraint found the extant policies were out of date and that 

 more recent best practice developments had not been taken into account; 

 

- In 2005 the Department issued in draft form its Guidance on the use of 

 Seclusion and Restraint. The Review Team knows that this Guidance was 

 used to inform the Southern HSC 

 2005 draft consisted of extensive guidance on monitoring arrangements, it 

 is unfortunate that the Draft Guidance was not issued in final form by the 

 Department as it had, through its monitoring mechanism, provided an 

 opportunity to highlight and remedy excessive use of physical 

 interventions.  

 

- there was limited evidence of Executive or Board engagement with MAH 

 prior to the events identified in August 2017. Walkabouts scheduled for all 

 Trust facilities in 2012 did not result in a site visit to MAH until 2016. 

 

2. Discharge of Statutory Function (DSF) Reports were provided annually by the 

Trust to the HSC Board: 

 

   these were largely repetitive documents which did not provide assurance 

neither in relation to the discharge of Statutory Functions, nor to the 

standard of practice in relation to same; 

 

- there was no reference to the Ennis investigation within the DSF Reports; 
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- there was insufficient challenge from the Trust Board and the HSC Board 

in relation to DSF Reports. Feedback provided to the Trust from the HSC 

Board related to failings in meeting resettlement targets; 

 

- there was a recognition that the reporting format was leading to repetitive 

reports which lacked outcome data. Despite this, the reporting structure 

was not amended. 

 

3. There was limited evidence of multidisciplinary working at MAH:  

 

- nurses, including healthcare assistants, were for operational purposes the 

key workforce on site; 

  

- there was evidence of nurses feeling unsupported by medical staff; 

 

- there were ongoing problems relating to the identification and diagnoses 

 of physical healthcare needs of patients which were not addressed until a 

  

 

- there was insufficient multidisciplinary team working with patients across 

 the MAH site; 

 

- the general absence of behavioural support staff, in particular 

 psychologists, had a detrimental impact on patient care and contributed to 

 challenging behaviours. 
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4. Failure to use data and learn from it: 

 

- information regarding physical interventions, restraint, vulnerable adults, 

and seclusion were regularly presented to Governance and Core Group 

meetings at MAH. There is no evidence of data being analysed or 

triangulated to inform practice, staff learning, or the workforce strategy. 

There was also no evidence of trends being analysed; 

  

- information from RQIA inspection reports was not used proactively to 

develop staff or improve patient care;  

 

- RQIA had no joined up approach to inspecting wards at MAH but neither 

had the Trust a joined up approach to identifying trends from such reports 

or in learning from the Iveagh Report where it had relevance to the adult 

hospital sector. 

 

- there was evidence that priority was afforded to completing information 

returns rather than learning from them; 

 

- 

were sought and used to inform patient care.  

 

 

5. There were staffing difficulties in MAH particularly relating to nursing and 

Consultant posts: 

 

- inadequate nursing staff resulted in a heavy reliance on bank and agency 

staff which resulted in a skill mix ratio of nurses to healthcare assistants 

which at times was as low as 20:80 on wards. There was an absence of 
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clinical oversight of practice, particularly of healthcare assistant level on a 

24/7 basis; 

 

- the staffing difficulties were hindered by the moratorium on posts 

compounded by the lack of a workforce strategy;  

 

- there was limited investment in staff training and development activity, with 

a focus on mandatory training. There was little evidence based upon: 

therapeutic education; education and development; or national strategies 

promoting reductions in seclusion and promoting behavioural support; 

 

- wards were closed prematurely to cope with staffing shortages. Insufficient 

attention was afforded to the impact this would have on patients or the skill 

mix of staff; 

 

- patient activities were restricted due to staffing deficits which resulted in 

boredom and heightened levels of challenging behaviours; 

 

- medical staff were at times not available in sufficient numbers to support 

nursing staff or to drive up standards within wards; 

 

- nursing workforce shortages were not escalated within the Trust or to the 

Department. 

  

6. The resettlement agenda at the hospital meant that focus on the hospital as a 

whole was lost: 

 

- the physical environment in wards scheduled for closure was allowed to 

deteriorate, resulting in a living and work environment not conducive to 

high standards of practice;  
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- 

were not addressed in a proactive way to reinforce the positives 

 

 

- there was insufficient focus on the infrastructural supports required to 

maintain discharged patients safely in the community.  

 

7.  MAH had its own culture which was not informed by the leadership values of 

its parent organisation: 

 

- the Trust had its values set out in The Belfast Way and in a range of other 

documents. There was no evidence that these had been cascaded 

successfully to staff at MAH;  

  

- there was a culture clash within MAH between those who viewed it as a 

home for patients rather than a hospital with treatment and assessment 

functions; 

 

- staff were more focused on maintaining the status quo at MAH rather than 

adopting the values of the Trust. The A Way to Go Report commented on 

the loyalties which existed within the staff team to each other rather than to 

their employer; 

 

- there was a practice in MAH of keeping issues and their management on-

site. Evidence of this is found in the failure to bring the Ennis investigation 

and subsequent report to Trust Board. Similarly, by dealing with it solely as 

a safeguarding issue, it meant that it could be addressed on-site; 
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- the HSC Board repeatedly sought an SAI in respect of Ennis from 2012 to 

2015. This request was never implemented by the Trust which eventually 

accepted that it was in breach of the SAI procedures. The admission of 

breach was not brought to Trust Board level by Trust personnel or the 

HSC Board; 

 

- the Review Team was unable to ascertain why Ennis had not been 

escalated to Trust Board or the Executive Team by the Governance Lead 

or the Co-Director of Disability and Learning Services or the Directors of 

Nursing and Adult Social Care; 

 

- an absence of visible leadership from Trust Board and Directors which 

resulted in MAH being viewed as a place apart. 

 

Recommendations 

 

10.2  In making recommendations the Review Team has considered actions taken by 

Belfast HSC Trust since 2017 to ensure safe, effective, and compassionate care in 

MAH. To avoid repetition recommendations are not made where action has 

already been taken. The following recommendations are made to assist the 

Department, the HSC Board/PHA, and the Trust to enhance the care provided to 

learning disabled citizens in a manner which builds on their strengths and supports 

them to reach their fullest potential. 

 

 The Department of Health 

 

1. The Department of Health should review the structure of the Discharge of 

Statutory Functions reporting arrangements to ensure that they are fit for 

purpose.  
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2. The Department of Health should consider extending the remit of the RQIA to 

align with the powers of the Care Quality Commission (CQC) in regulating 

and inspecting all hospital provision.   

 

3. The Department of Health, in collaboration with patients, relatives, and carers, 

and the HSC family should give consideration to the service model and the 

require consideration of which Trust is best placed to manage MAH into the 

future. 

 

The HSC Board/PHA  

 

1. The HSC Board/PHA should ensure that any breach of requirements 

brought to its attention them has, in the first instance, been brought to the 

attention of the Trust Board. 

  

2. Pending the review of the Discharge of Statutory Function reporting 

arrangements, there should be a greater degree of challenge to ensure the 

degree to which these functions are discharged including an identification of 

any areas where there are risks of non-compliance. 

 
3. Specific care sensitive indicators should be developed for inpatient learning 

disability services and community care environments.  

 

The Belfast HSC Trust  

 

1. The Trust should consider immediate action to implemented disciplinary 

action where appropriate on suspended staff to protect the public purse.  

 

2. The Trust has instigated a significant number of managerial arrangements 

at MAH following events of 2017. It is recommended that the Trust 
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considers sustaining these arrangements pending the wider Departmental 

review of MAH services.   

  

3. Advocacy services at MAH should be reviewed and developed to ensure 

they are capable of providing a robust challenge function for all patients and 

support for their relatives and/or carers. 

 
4. The complaint of Mr. B of 30th August 2017 should be brought to a 

 

 
5. should be used proactively to 

inform training and best practice developments. 

 
6. The size and scale of the Trust means that Directors have a significant 

degree of autonomy; the Trust should hold Directors to account.  
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Appendix 1 
 

Terms of Reference - A Review of Leadership and Governance at Muckamore 
Abbey Hospital 
 

Background 

A Way to Go: A Review of Safeguarding at Muckamore Abbey Hospital (November 

2018) is the report from the Independent Serious Adverse Incident Review of Adult 

Safeguarding incidents occurring at Muckamore Abbey Hospital between 2012 and 

2017.  Belfast Health & Social Care Trust (BHSCT) has commenced work on an action 

plan to improve the care, safety, and quality of life for patients in the hospital, and the 

Department of Health have developed an action plan to address the regional and 

strategic issues identified in the report. The three Trusts whose populations use 

Muckamore Abbey Hospital are also prioritising work to facilitate the discharge of 

people who no longer require inpatient care. 

It is felt that the review did not fully explore the leadership and governance issues in the 

hospital. Therefore, the Independent Review of Leadership and Governance at 

Muckamore Abbey Hospital is being commissioned to address any leadership and 

governance issues that may have contributed to safeguarding deficits in the hospital. 

A timeline for completion of the review will be agreed at the first meeting with the review 

team and HSCB/PHA lead officers. 

Methodology 

The Review team seek to establish lines of communications with all the organisations 

that are impacted by this review. The Belfast HSC Trust will be the main focus of the 

review, but other organisations may include the RQIA, other Trusts, as well as families 

and carers. The DoH will also be approached to ascertain what policies were in 

operation during that time period that would be relevant to the issues of leadership and 

governance. The HSCB/PHA will inform these parties of the mandate of the Review 

Team. 
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The Review team will seek to gather information for 2012  2017 from these relevant 

sectors that will help address the issues of how leadership and governance were 

exercised during this period. This will be carried out through interviews with individuals 

identified by the team and scrutiny of the relevant documentation. Documentation may 

include, Minutes of Board, Senior Management Team, and Hospital Management 

meetings; as well as risk registers; operational and strategic plans; service improvement 

plans; and financial strategies. Other documentation may include incident reporting, 

complaints, and organisational structures (this list is not exhaustive). The team will meet 

families and carers to ascertain their observations of matters of leadership and 

governance. 

The Review team will identify good practice in the HSC/NHS and the public sector that 

can provide benchmarks to evaluate how leadership and governance was exercised 

within the Belfast Trust. The team will always act fairly and transparently, and with 

courtesy. 

Purpose of the Review 

This review is being commissioned by the Health & Social Care Board & Public Health 

Agency (HSCB/PHA) at the request of the Department of Health. The purpose of this 

leadership, management, and governance arrangements in relation to Muckamore 

Abbey Hospital for the five-year period preceding the adult safeguarding allegations that 

came to light in late August 2017.  

The review should take cognizance of any relevant governance issues highlighted by 

other agencies such as RQIA and PSNI since 2017. Ultimately, the review seeks to 

establish if good leadership and governance arrangements were in place and failed and 

if so, how/why ; or were effective systems not in place. 

 

Terms of Reference 
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Review and evaluate the clarity, purpose and robustness of the leadership, 

management and governance arrangements in place at Muckamore Abbey Hospital in 

relation to quality, safety and user experience. Drawing upon families, carers, 

experience, conduct a comparison with best practice and make recommendations for 

further improvement. When carrying out this review account should be taken of the 

following:   

Strategic leadership 

 Shared principles, values, and objectives across the Trust services for people 

with a learning disability 

 The role of Belfast HSC Trust Board and Senior Management Team in providing 

leadership and oversight 

 The role of Belfast HSC Trust Board and Senior Management Team in ensuring 

clarity of purpose for MAH 

Operational Management  

 Clarity of line-management arrangements 

 Clarity of lines of accountability from ward staff through to Trust Board 

 Clarity of roles and responsibilities of and between operational, governance, and 

professional leadership and management at the hospital 

 Clarity of roles and responsibilities between staff in the hospital and community 

based clinical and key worker staff. 

 Ability and willingness to challenge inappropriate behaviour and culture, and to 

support staff to change behaviour. 

 Operational aspects of adult safeguarding arrangements. 

 Operational systems for raising and addressing concerns about quality and 

safety of patient care. 

 Operational aspects of service improvement arrangements. 

Professional / Clinical leadership 
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 Professional adult safeguarding arrangements 

 Clinical leadership within multidisciplinary teams 

 Professional supervision (across all disciplines working in the hospital) 

 Professional aspects of systems and supports for raising and addressing 
concerns about quality and safety of patient care (including those available to 
students from all disciplines on placement in the hospital). 

 Continuous professional development arrangements for all levels of staff 

 Process for introducing and monitoring the implementation of new evidence 

based professional practice and clinical updates 

 Professional aspects of service improvement arrangements 

 Ability and willingness to challenge inappropriate behaviour and culture, and to 

support staff to change behaviour  

Governance 

 Incident reporting and reviewing arrangements and how these informed patient 

care (to include restrictive practices) 

 Clinical and practice audit  

 Dealing with complaints 

 Whistleblowing 

 Inspection reports 

 Health & Safety 

 Risk assessment and management 

 Arrangements for learning and improvement from the above. 

 Monitoring and accountability arrangements for physical 

interventions 

 Monitoring and accountability arrangements for seclusion. 

 Multidisciplinary staff availability, working, and skill mix  

 Delivery of evidence-based therapeutic interventions in line with NICE and other 

relevant clinical practice guidelines  

Accountability 
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 Meaningful engagement with families of patients/carers 

  

 Reporting and accountability arrangements 

 Working arrangements with community-based services 

 Openness to visitors and scrutiny 

Hospital Culture and Informal Leadership 

 Hospital culture across all staff in all professions/roles in all settings within the 

hospital. 

 The extent of compassionate values based and human rights-focused practice in 

the hospital. 

 The nature of the management approach to staff including the extent of formal 

and informal supports. 

 Ward dynamics and relationships amongst staff teams including positions of 

power/influence in staff teams. This analysis should include any available 

information from the safeguarding investigation about the numbers, roles, 

grading, experience, training, length of service and shift patterns of staff alleged 

to have been directly involved in abuse and those alleged to have witnessed it 

but did not act on it. 

 

Support to Families and Carers 

 The DOH will engage PCC to provide independent support for families and 

carers who become involved in the review process.   

 

Anticipated Outcome  

Produce a set of recommendations for consideration and approval by the Muckamore 

Abbey Hospital Departmental Assurance Group in relation to the implementation of a 

governance and assurance framework for Muckamore Abbey Hospital & Belfast HSC 
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Trust; other HSC Trusts with Learning Disability Hospitals; and wider mental health and 

learning disability services.   
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Appendix 2  
 

Curriculum Vitae of Independent Review Team Members 
 
 
David Bingham 
 

Before retirement from the NHS in March 2016 David was Chief Executive of the 

Business Services Organisation for Health and Social Care in Northern Ireland. He had 

spent most of his career in the public sector, with a background of General 

Management, Human Resources or Management and Organisational Development. In 

addition to his health service experience he had spent eight years in the senior civil 

service.  

 
 
Maura Devlin 
 

Maura is a registered nurse and currently the Northern Ireland council member of the 

Nursing and Midwifery Council. She was Director of Nursing and Midwifery Education in 

the Clinical Education Centre and previously worked in a range of assistant director 

roles in the health and social care sector in Northern Ireland. Since retiring, she has 

served as an independent chair for Fitness to Practice proceedings at the Northern 

Ireland Social Care Council. She currently works as a professional advisor to the 

Northern Ireland GP Federations.  

 
 
Marion Reynolds MBE, BSc, Dip Soc Work, CQSW, Cert Adv Soc Work  

 

Marion worked from 1975 to 2009 at practitioner, management, inspection, policy 

development, and commissioning levels in Family and Child Care services in Northern 

Ireland. She commissioned the full range of statutory family and child care services for 

the population of the Eastern Health and Social Services Board from 2006 to 2009. In 

y she 
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worked as a Social Services Inspector, at the DHSSPS (1992 to 2005). Marion 

contributed to the development of professional standards for  services.  

 

Since 2010 Marion has worked as an Independent Social Worker providing independent 

social work analysis and reports for a range of social services providers in both 

Northern Ireland and the Republic of Ireland.  

 

Marion is currently involved as a: member of the Exceptional Circumstances Body of the 

Department of Education (2010 to present), member of the Northern Ireland Advisory 

Group of Homestart (UK) (2005 to present); Board Member Alpha Housing Association 

(2012 to present). Previously she was a Commissioner with the Northern Ireland Human 

Rights Commission (2009 to September 2017).  

 

Katrina McMahon 

Katrina is a former acting Head and Business Manager of the HSC Leadership Centre. 

She worked in the Health and Social Care sector for 37 years in various management 

roles within HSC Trusts and the Management Development Unit.  Her particular areas 

of interest are in business systems and managing complex health care based projects.  
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Appendix 3  
 

List of documentation received by the Review Team                            

File  

Number 

Origin 

 

Date 
Received 

Comment 

1 Belfast Trust 21/2/20 Policies and Procedures 

 

2 Belfast Trust 21/2/20 Policies and Procedures 

 

3 Belfast Trust 4/3/20 Policies procedures and reports 

 

4 Belfast Trust 6/3/20  

 

5 (File 1) Belfast Trust 

 

6/3/20 CORE minutes  

Modernisation Minutes  

 

6  (File 2) Belfast Trust 

 

6/3/20 Professional Senior Nurse Minutes  

7  (File 3) Belfast Trust 

 

6/3/20 Nurse Management Structure  

Re-settlement Information 

Audit Lead Minutes 

Governance Minutes 

 

8 (File 4) Belfast Trust 

 

6/3/20 Learning & Children s Senior Managers 
Minutes  

9 Belfast Trust 

 

1/5/20 RQIA Reports & Quality Improvement Plans  

Including unannounced visits 
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10 Belfast Trust 

 

1/5/20 RQIA Reports & Quality Improvement Plans  

Including unannounced visits 

 

11 Belfast Trust 1/6/20 Assurance Standards 

Trust Board Updates + 

MAH Senior meetings 

 

12 Belfast Trust 1/6/20 Ennis Investigation 

 

13 Belfast Trust 1/6/20 Information relating to Ennis Report 

 

14 Review Team  CCTV file 

 

15 Belfast Trust 

 

8/6/20 Nurse Training Plan 

Nurse Governance  

Nurse Governance Quality Reports 

 

16 Belfast Trust 

 

8/6/20 Nurse Management Plans 

Nursing & Midwifery Workforce Steering 
Group  

Assurance Framework 

 

17 Belfast Trust 

 

16/6/20 Trust Board Sessions, Exec Team minutes 

Statutory Function Reports 

Risk Registers 

 

18 Belfast Trust 16/6/20 Quality improvement/Quality & Safety 
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 Improvement Plans 

 

19 Belfast Trust 

 

16/6/20 Adult Protection Policy 

Adult Safeguarding Policy 

 

 

20 Belfast Trust  

 

26/6/20 Risk Registers 

Records of Leadership Walkrounds 

Nursing Governance 

Nursing Workforce Minutes 

 

21 Belfast Trust 

 

26/6/20 Minutes of Social & Primary Care Directorate 

Team meetings 

LD Senior Management Team Meetings 

 

 

File  
Number 

Origin 

 

Date 
Received 

Comment 

22 RQIA 7/2/20 Documents A-G 

 

23 DOH 28/2/20 Ennis documentation  

Early alerts received by DoH re Muckamore 

Whistleblowing 

Complaints  

Adult Safeguarding 

Restraint & Seclusion 

Statistics on Workforce Assaults 
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24 HSCB/PHA  Early Alert Position Report  Brown 
Complaint 

 

25 Review Team  Ennis Investigation 

 

26 Review Team  Additional ad-hoc documents 

 

27 Belfast Trust  Documents from Chief Executives office  

 

28 Departmental 
Professional 
Nursing Officer 

 Best Practice Documentation 
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Appendix 4 

Meetings held with key personnel             

Date  Job title 

4/2/20 Chief Executive, Regulation  &Quality Improvement 
Authority 

13/2/20 Chief Executive, Belfast HSC Trust 

18/2/20 Director of Primary Care, DoH 

18/2/20 Social Services Officer, DOH 

18/2/20 Nurse and Specialist Learning Diasability Manager, 
seconded to MAH 

20/2/20 Officials , DoH 

20/2/20 Social Services Officer, DOH 

21/2/20 Director of Neurosciences, Radiology and MAH 

21/2/20 Permanent Secretary, DoH 

25/2/20 Programme Manager, Mental Health & Learning Disability, 
PHA 

27/2/20 Medical Director and Director of Improvement Regulation & 
Quality Improvement Authority  

27/2/20 Director of Nursing & Allied Health Professions  PHA 

27/2/20 Social Care Lead Mental Health & Learning Disability, PHA 

2/3/20 Manager Independent Advocacy Service,Bryson House 

2/3/20 Health Minister 

3/3/20 Chief Nursing Officer, DoH 

5/3/20 Complaint Support Manager, PCC 
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5/3/20 Director, Mencap 

6/3/20 Former Director of Adult, Social and Primary Care 

13/3/20 Director of Social Wo  

16/3/20 

21/5/20 

21/5/20 

22/5/20 

26/5/20 

28/5/20 

28/5/20 

29/5/20 

 

2/6/20 

 

Deputy Director and DRO, HSCB 

MP 

Chair of Parents & Friends of Muckamore Abbey Hospital 

Director, Northern HSC Trust 

Parent and Aunt  

Former Deputy Director of Nursing, Workforce, Education, 
Regulation and Informatics  

Hospital Service Manager/Assoc Director of Learning 
Disability Nursing, MAH  
 

Former Deputy Director of Nursing, Workforce, Education, 
Regulation and Informatics  
 

Hospital Service Manager/ Assoc Director of Learning 
Disability Nursing, MAH  

4/6/20 

4/6/20 

5/6/20 

12/6/20 

Executive Director of Nursing and User Experience 

Parent 

Senior Manager for Service Improvement and Governance, 
Belfast HSC Trust 

Ennis Investigation Officer 

15/6/20 Former Director of Adult Social & Primary Care 

18/6/20 Chief Executive, Belfast HSC Trust 

20/6/20 Chairman, Belfast HSC Trust 

22/6/20 PSNI 

23/6/20 Non-Executive Director, Belfast HSC Trust 
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23/6/20 

23/6/20 

Nursing Lead for Transformation, DoH 

Clinical and Therapeutic Services Manager, MAH 

25/6/20 Trust Adult Safeguarding Specialist 

25/6/20 Social Services Officer, DOH 

25/6/20 Executive Director of Nursing and User Experience, Belfast 
HSC Trust  

30/6/20 Former Director of Social Work, RQIA 

3//7/20 

16/7/20 

Former Director of Social Work, Family and Childcare 

Former Chief Executive, Belfast HSC Trust 

17/7/20   Former Chief Executive, Belfast HSC Trust    

17/7/20   Clinical Lead, former Clinical Director  
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Appendix 5 

TIMELINE OF RELEVANT INCIDENTS: MUCKAMORE ABBEY HOSPITAL 2012 - 
2020 
 

November 2012    Complaints made of physical and emotional abuse of patients in 

Safeguarding Vulnerable Adults Policy. 

 

October 2013 - Date of Ennis Safeguarding Vulnerable Adults Report. 

 

August 2017 -  Complaint by a parent of a non-verbal male patient that his son was 
being abused at the Intensive Care ward at Muckamore Abbey. 

 

August 2017 - Information that video recording may be available in relation to the 
allegations of patients being ill-treated by hospital staff. PSNI and 
the Trust began investigating the allegations and reviewing the 
video recordings. 

 

November 2017 -  Four staff members had been suspended and the BBC reported 
that the allegations "centred on the care of at least two patients". 

 

January 2018 -  The Trust established an Independent Expert Group to examine 
safeguarding at the hospital between 2012 and 2017. The report's 
authors included Dr Margaret Flynn, who oversaw the review into 
the 2012 Winterbourne View hospital scandal in England which saw 
six care workers jailed. 

 

July 2018 - The Irish News reported details of CCTV footage allegedly showing 
ill treatment of patients. The Trust apologised "unreservedly" to 
patients and their families.  It further stated: "As part of the ongoing 
investigation and a review of archived CCTV footage, a further 
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number of past incidents have been brought to our attention. It 
confirmed that a further nine members of staff had been suspended 
at MAH. 

 

August 2018 -  The BBC reported that between 2014 and 2017, five vulnerable 
patients were assaulted by staff at Muckamore Abbey Hospital. In 
response to a Freedom of Information (FoI) request the Trust 
confirmed that in hospital between 2014 and 2017 there had been 
more than 50 reported assaults on patients by staff, with five 
investigated and substantiated.   

 

November 2018 -  The Independent Expert Group established by the Trust to enquire 
into the allegations of August 2017 completed its report, A Way to 
Go  

 

December 2018 -  The A Way to Go Report which enquired into allegations of abuse 
and neglect at Muckamore Abbey was leaked to the media. By this 
stage, 13 members of the nursing staff were suspended and two 
senior nursing managers were on long-term sick leave.  

 

December 2018 - A mother of a severely disabled Muckamore patient gave her first 
broadcast interview to BBC News NI. She described the seclusion 
room her son was placed in as "a dark dungeon".  CCTV footage 
from the Psychiatric Intensive Care Unit (PICU) showed her son 
being punched in the stomach by a nurse. The footage, taken over 
a three-month period, also showed patients being pulled, hit, 
punched, flicked and verbally abused by nursing staff. The Belfast 
Trust confirmed that the seclusion room use was being reviewed 
though it was still used in emergencies.  

 

January 2019 - The chair of Northern Ireland's biggest review into mental health 
services, Prof Roy McClelland, told BBC News NI that the 
allegations emerging from Muckamore could be "the tip of the 
iceberg."  
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February 2019 - The Chief Executive of the Belfast Health Trust, Martin Dillon, tells 
the BBC "the buck rests with me" in his first interview on the 
Muckamore abuse allegations. "Some of the care failings in 
Muckamore are a source of shame, but my primary focus is on 
putting things right," he said.  

 

August 2019 -   The police officer leading the investigation said that CCTV footage 
revealed 1,500 crimes on one ward alone. The incidents happened 
in the psychiatric intensive care unit over the course of six months 
in 2017-18. The police revealed the existence of more than 300,000 
hours of video footage. 

 

August 2019 -  Northern Ireland's health regulator, RQIA, took action against the 
Belfast Trust over standards of care at Muckamore. Three 
enforcement notices were issued by the Regulation and Quality 
Improvement Authority (RQIA) over staffing and nurse provision, 
adult safeguarding, and patient finances. In a statement to the BBC, 
the Trust said it was trying to develop a model of care "receptive to 
the changing needs of patients". 

 

September 2019 -  Northern Ireland Secretary, Julian Smith, apologises for the pain 
caused to families by the situation at Muckamore Abbey Hospital, 
during a meeting with the father of one of the patients. 

 

October 2019 - Dr Margaret Flynn, co-author of the A Way to Go Report into 
safeguarding at Muckamore tells BBC News NI that the hospital 
"needs to close". Her November 2018 report found that patients' 
lives had been compromised. She revealed that some patients had 
been manhandled and slapped on some occasions.  She said that 
she was disappointed that the facility was still open. 
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October 2019 - Police investigating abuse allegations make their first arrest in the 
Muckamore investigation. A 30-year-old man was arrested by 
officers in Antrim on 14th October but he was later released on 
police bail. 

 

October 2019 -  Belfast Health Trust reported that it has spent £4m on agency staff 
in order to cover vacancies at Muckamore, because so many 
members of staff have been suspended during the abuse probe. 
The current tally of suspensions on 18th October 2019 stands at 36. 
Agency nurses are being drafted in from England and further afield 
to care for patients. It is reported that they are being paid up to £40 
an hour. 

 

November 2019 - A 33-year-old man becomes the second person to be arrested in 
the Muckamore abuse investigation. He was detained in Antrim on 
11th November but was later released on police bail.  

 

December 2019 -  Police make more arrests in the Muckamore abuse investigation. A 
33-year-old man was arrested in the Antrim area on the morning of 
2nd December. The following day, officers said the man had been 
released on bail pending further inquiries. In the same week, 
the Irish News reports four more suspensions, bringing the total 
number of Muckamore staff suspended by health authorities to 40. 
The Belfast Health Trust confirms that all 40 employees have been 
"placed on precautionary suspension while investigations continue". 
On 16th December, a 36-year-old woman became the fourth person 
to be arrested and questioned about ill-treatment of patients. She 
was released on police bail the following day.   

 

December 2019 -  BBC News NI reveals that 39 patients who should have been 
discharged will have to stay at Muckamore Abbey Hospital because 
there are no suitable places for them in the community. The same 
day, RQIA announces the results of a three-day unannounced 
inspection of Muckamore, including an overnight visit. The RQIA 
inspection finds there have been "significant improvements" but it 
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still has concerns about financial governance and safeguarding 
arrangements. 

 

January 2020 - Muckamore patients' families meet the new Health Minister, Robin 
Swann, following the restoration of Northern Ireland's devolved 
government. A spokesman for the campaign group Action for 
Muckamore, says that he was disappointed that Mr Swann could 
not give them assurances that a full public inquiry would take place. 
The meeting followed a fifth arrest in the abuse investigation. A 34-
year-old man was questioned before being released on police bail 
the following day, pending further inquiries. 

 

January 2020 -  Terms of Reference for a review of leadership and governance at 
Muckamore Abbey Hospital and at Belfast Trust were agreed by the 
HSCB and PHA which had been requested by the DoH to conduct 
such a review. 

 

January 2020 -  Man arrested as part of MAH investigation. The 5th arrest. 

 

February 2020 - Male nurse who was suspended was arrested by the police; the 6th 
arrest. 

 

February 2020 -  Muckamore Abbey Hospital Review Team commence the review 
into leadership and governance. 

 

March 2020 -  A 28 year-old woman who was arrested in the police investigation of 
patient abuse at Muckamore Abbey, in Co Antrim has been 
released. This was the 7th arrest. 
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March 2020 -  MAH Review Team temporarily stood down due to the Coronavirus 
Pandemic. Timescale for delivery of interim findings and final 
reports necessarily amended. 

 

April 2020 - The Public Prosecution Service writes to families for the first time 
confirming that it has received an initial file from the PSNI in respect 
of seven staff members which it is now reviewing. 
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Appendix 6 
Overview of Ennis Report Appendix 1 of that Report 
 
Source Incident Number(s)  

(inclusive) 
Comments 

H McF 1  15 1, 3, 5, 7, 8 relate to staff alleged inappropriate or 
rough handling of 3 patients (TMcG, JC & LMcM). 
Others appear practice issues 

D McB 16  18, 52 - 53 Incident 16 relates to rough handling of TMcG. 
Practice issues: incident 17 similar to incident 50; 
incident 18 similar to 37, 51 and 59. Part of 52 
may be the same incident as 49 expanded. 53 
may be incident 17.  

J R 19  23, 59 - 63 59  63 are repeats of 22, 20, 19 & 44 one is 
similar to 37 

C G 24  25 Describes 2 incidents relating to TMcG unclear 
what the allegations are 

 26, 45 - 48 26 rough handling of TMcG when redressing her. 
 statement to HR in 2014. 

45  48 comments in respect of TMcG stripping 
and belt issues. Should cross-reference with 

 

C B 27  28 In the statement to HR CB stated incident 27 was 
not a concern and it was an Erne member of 
staff, not Ennis, who provided an explanation. In 
relation to 28 I 
could not praise the staff enough for the work 

 

S G 29  31, 54 - 58 29 in the interview with HR this comment was 

30  31 practice issues. 

N B 32  39 32 rough handling (? Of TMcG) Incident 34 
similar to that described at 24, form of restrictive 
practice as described. Incident 35 practice issue. 
Incident 36 similar to incident 48. Incident 37 
similar to 59. Incident 38 practice issue. 

40 Rough handling allegation 

H McF
rough handling of 3 patients (TMcG, JC & LMcM). rough handling of 3 patients (TMcG, JC & LMcM). rough handling of 3 patients (TMcG, JC & LMcM). 

D McB

J R

C G

relates to rough handling of TMcG. 

Describes 2 incidents relating to TMcG unclear 

rough handling of TMcG when redressing her. 

comments in respect of TMcG stripping 

C B In the statement to HR CB stated incident 

S G

N B 32 rough handling (? Of TMcG) Incident 

Exhibit 11
MAHI - STM - 333 - 343



 

 

189 

brother 

Multiple 
Private 
Provider 
staff 

41  44 Incidents relate to lack of induction, lack of 
engagement with patients, lack of adequate 
staffing, culture on the ward. Should cross-

statements to HR in May 2014 

N D  49  51 Incident 49 repeat of 59 and other allegations in 
relation to rough handling of TMcG and fitting belt 
too tightly. In statement to HR states witnessed 
this on one occasion only. Following practice 
issues: incident 50 repeat of 17; incident 51 
similar to incidents 18, 37 and 59. 

 

 

N D 
relation to rough handling of TMcG and fitting belt 
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Appendix 7 

Strategy Discussions/Case Conferences and Case Records  Information Base for 
 in respect of Ennis  

 

Strategy Discussions/Case Conferences 

 

1.  , the investigation was 

conducted on a multidisciplinary basis and jointly with the PSNI given the criminal 

nature of a number of the allegations. Strategy meetings and case conferences 

were convened under the Joint Protocol for Investigation 2009 arrangements and 

the Regional Adult Protection Policy & Procedural guidance (Safeguarding 

Vulnerable Adults) 2006 on the following dates: 

 

- 9th November 2012 Vulnerable Adult Strategy discussion; 

- 15th November 2012 second Vulnerable Strategy Meeting; 

- 12th December 2012 strategy discussion; 

- 20th December 2012 strategy discussion; 

- 9th January 2013 strategy discussion; 

- 29th March 2013 strategy discussion; 

- a meeting scheduled for the 14th May 2013 was cancelled as the 

investigation was not completed; 

- 5th July 2013 Adult Safeguarding Case Conference; 

- 28th October 2013 Adult Safeguarding Case Conference. 

 

2.  The Safeguarding Vulnerable Adult policy requires that where there is confirmed 

or substantial risk of abuse a case discussion should be convened and chaired 

by the Designated Officer as soon as possible and no later than 14 working days 

after the completion of the investigation. The purpose of the meeting is to identify 
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risks and the actions necessary to manage those risks.104 The purpose of the 

case discussio

an agreed Care and Protection Plan.105 Once a long-term plan has been 

formulated, a small group of staff from the various disciplines and agencies 

involved should be identified as the Core Group who will work together to 

implement and review the Care and Protection Plan.106 

 

3.  The Designated Officer must ensure that the Care and Protection Plan is 

circulated to all relevant parties, including the vulnerable adult and their carer, if 

appropriate, within 3 working days.107 The Care and Protection Plan will identify 

the person who is responsible for monitoring its operation. It should be reviewed 

within 10 working days of its implementation and should be reviewed at a 3 

monthly interval at minimum.108  

 

4. The initial meeting was held within the required timeframe and comprehensively 

considered the allegations received by the Trust on the 8th November 2012. No 

patient or family member was invited to attend the meeting; no explanation was 

provided alt

best interests. A Protection Plan was agreed, each task was not assigned to a 

named attendee.  

 

5. At the second discussion convened on the 15th November 2012 MAH staff were 

the Designated Officer would be the main link to hospital staff. The meeting noted 

emerged, also poor care practice and a general concern about an uncaring 

                                                           
104 Safeguarding Vulnerable Adults: Regional Adult Protection Policy & Procedural Guidance, 2006, Para. 14.10, 
Page 36 
105 Ibid par. 15.1, Page 38 
106 ibid par. 15.7, Page 40 
107 ibid par. 15.13, Page 42 
108 ibid par. 16.3  16.4, Page 43 
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individual staff and reached conclusions about whether or not a staff member 

could be reinstated or placed on precautionary suspension. Much of the 

discussion at this meeting surrounded perspectives on professional practice at 

Ennis. The meeting did not commence with feedback on how aspects of the 

Protection Plan had operated since the initial strategy discussion. A revised 

Protection Plan was agreed the staffing component of this was to be addressed 

by the Designated Officer with senior Trust managers. The Review Team 

considered that preliminary discussion with MAH managers and delegating the 

staffing issue to them to pursue with senior managers would have been a more 

inclusive working arrangement. 

 

6. The third strategy meeting convened on the 12th December 2012 highlighted 

information still awaited from MAH medical staff. An update on progress with 

interviews was provided. As of that date the PSNI had not interviewed any staff 

employed by the Private Provider. The meeting was informed that a Co-Director 

of Nursing (Education and Learning) had been identified to lead and co-ordinate 

monitoring arrangements at Ennis. The Designated Officer confirmed that after 

checking she was now in a position to confirm that since the last meeting 

were in place 24 hours a day and that they were 

Ennis. It was noted that 2 of the 5 patients named might be able to provide some 

information at interview. The agreed Protection Plan remained 24 hour 

monitoring with the precautionary suspension of 3 staff members continuing The 

Review Team considered that greater focus was required on the alleged 

incidents in an effort to bring the safeguarding investigation to an early 

conclusion. 

 

7. The fourth strategy meeting convened on the 20th December 2012 had in 

-Director of 
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Nursing (Education and Learning). The MAH Service Manager also attended this 

meeting. During this meeting the police representative noted that it would only 

interview patients or staff in respect of criminal allegations not professional 

all been interviewed and statements taken. The police noted that these staff had 

not raised similar concerns about other wards on which they had worked. The 

clear differences being reported between it [Ennis] and other wards.  

 

8. 

be confirmed as their names were unknown. There was a discussion about 

whether a patient being held constituted a safeguarding concern. In this respect 

the police confirmed that this matter would not be investigated as a criminal 

disciplinary measures before the police interviews.  HR asked for a police 

timescale as it was important for the Trust to move ahead with its processes, It 

was agreed that HR interviews would be completed independently of 

safeguarding interviews. Fourteen action points were agreed at the end of this 

meeting the majority of which were assigned to named members of the strategy 

team. 

 

9. This meeting served to highlight the conflicting agendas present when 

safeguarding issues and staff disciplinary matters run in parallel. It also 

highlighted that a clear, agreed understanding of the nature of the allegations had 

not been agreed in the three previous strategy meetings. The Review Team 

considers it essential that at the outset each allegation is assessed on the basis 

of the existing information and categorised in terms of a practice failing, a 
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10. The fifth strategy meeting was held on the 9th January 2013. Both of the 

ting [a Co-Director for 

Learning Disability Services and a Service Manager for Community Learning 

Disability Services]. The Co-Director raised his concern about the list of 

allegations presented by the Designated Officer some of which were specific 

while others were negative comments. He stressed the need to obtain evidence 

and facts, which was difficult in relation to negative comments. The Review Team 

considers that had the initial allegation been disaggregated (see Para 8.29) that 

the safeguarding investigation would have been able to focus its energies on 

abusive issues. The RQIA representative sought clarity on MAH staff now 

attending the Co-

clarify any issues 

 

 

11. This meeting commenced with a consideration of progress against the actions 

established at the previous meeting. The Review Team considers such an 

approach commendable as it serves to focus attention on any matters which 

discussed and it was agreed to recommend that these be progressed through the 

ation to the 24/7 

monitoring arrangement such that it could now be undertaken by newly appointed 

staff at Ennis at Band 5 and above. Fifteen action points were agreed. Each was 

assigned to a named individual; such practice is commendable. The next meeting 

was scheduled to be held on the 1st February 2013. 

 

12. The next meeting was held on the 29th March 2013 nearly two months later than 

initially scheduled. Neither the Co-Director of Nursing nor the MAH staff member 

was in attendance. Consideration had been given to deferring the meeting due to 

their non-availability but as the police wished to provide feedback it had been 

decided to proceed. The focus was therefore an update from the PSNI and on 
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further investigation planning. The Co-Director observed that 

that the investigation is incomplete, he emphasised that we are 5/6 months into 

that neither the Co-Director of Nursing nor the MAH staff member feel there is 

indication of institutional abuse at this stage. These are the first references to 

institutional abuse in the records of these meetings. All staff in the Ennis ward are 

to be interviewed by two community based learning disability social workers 

usi

meeting also considered progress against the actions agreed at the previous 

meeting. At this stage neither patients nor all staff working at Ennis had been 

interviewed by Trust staff; more than five months after the receipt of the 

allegations. The Review Team considers this delay to have been excessive and 

likely to have been detrimental to the quality of the information received due to 

the lapse of time. 

 

13. The penultimate meeting was held on the 5th July 2013 at which copies of the 

draft final report was circulated. The Public Prosecution Service had still to assign 

a public prosecutor to the case. The Co-Director, Learning and Disability 

Services, asked that pressure is kept on the process as public money is being 

spent with staff members remaining on suspension. He asked if the disciplinary 

process could commence pending an outcome of the police investigations. He 

proceeding with disciplinary proceedings. As the draft report had been circulated 

at the commencement of the meeting there was not time to consider it, although 

conclusions and recommendations section of the report. It was agreed to defer 

until after the meeting as there had not been enough time to go through the 

report prior to it. One of the patient interviews remains outstanding as there is no 

Speech and Language therapist during July.  
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14. The Co- Director, Learning and Disability Services, noted that the investigation 

allegations but arose during interviews with Private Provider staff. He asked for 

the outcome of the in

[Private Provider staff] were cr

between Ennis prior to the allegations and after the Improvement Plan. 

 

15. There was a discussion about whether there was evidence of a culture of bad 

Private Provider staff] also identified good practice which would suggest that any 

the protection plan and agreeing a series of changes. 

 

16. The final case conference meeting [for which minutes are available on case 

records] was held on the 28th October 2013. Its purpose was to discuss the 

conclusions and recommendations of the adult safeguarding investigation in 

Ennis ward. The purpose of the meeting was to: 

 

 discuss the conclusions and recommendations following the safeguarding 

investigation; 

 discussion of updates to families/relatives of service users named in the 

report; and 

 an update on the police investigation. 

 

 The DO noted that amendments had been made to the draft report tabled at the 

previous meeting and had been emailed to participants. No feedback/issues were 

received in respect of the amended report. 
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17. The PSNI advised that it could be several months before the charges against the 

two staff came to trial. It was recommended by investigation team that the 

disciplinary action commence. MAH Service Manager confirmed that this action 

had commenced but was at an early stage. The Co-Director Learning Disability 

were  

 

18. The DO noted the difficulty the investigation team experienced in weighing the 

Provider staff]. It was not possible to identify all the staff allegedly involved in 

poor practice. There was not enough evidence to warrant disciplinary action 

against some staff due to lack of corroboration and their own differing accounts. 

A request was made to clarify what was meant by the term evidence. The DO 

said the investigation t

evidence. Uncorroborated reports being viewed as evidence was discussed. 

d that there were discrepancies in 

 

 

19. The staffing situation at Ennis prior to the events of November 2012 was 

 staffing numbers 

psych

Other professional services had also commenced in Ennis Ward. 

 

20. The impact of the investigation on Ennis staff was recognised and consideration 

was afforded to meeting their need for information about the investigation and its 
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outcome. The PSNI noted that in respect of the charges it was pursuing this 

could not be shared with staff but more general feedback was possible.  The Co-

investigation was [not] conclusive enough to be able to state categorically that 

- review minutes of previous 

discussions for any discussion on institutional abuse before the case conference 

would conclude on this issue.  

 

21. A further meeting was arranged for the 20th January 2014. There is no record of 

such a meeting taking place on the records examined by the Review Team.  

 

 Case Records 

 

22. There is evidence on the files examined that the MAH Service Manager was at 

times reporting to the Operations Manager and safeguarding lead. An example 

was in as email of the 16th November 2012 when confirmation was provided that 

a number of actions had been taken in line with the findings at the Strategy 

Meeting held on the 15th November regarding the absence of supporting 

evidence in respect of a student nurse and a member of staff which would enable 

be on shift 24 hours per day; that they will have no substantive role in Ennis in 

the past 3 months, 6 months, or year can you give a time frame; will the 

independent monitors be in place for the 24 hour period when you make the 
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23. The Review Team had some concern that the safeguarding investigation was 

extending its role into managing the situation at Ennis. The purpose of a case 

conference is to evaluate the available evidence and to determine an outcome 

based on balance of probability. In complex situations a strategy discussion is 

convened which comprises key people who meet to decide the process to be 

followed after considering the initial available facts.  These meetings may 

conclude by making recommendations to the constituent agencies involved in a 

specific case. The membership of these meetings is independent of the 

management in each of the constituent organisations. Accountability rests with 

individual agencies for progressing recommendations. Failure to comply with 

recommendations can be brought by the safeguarding lead to the attention of 

individual agencies for it to take remedial action, where required.  

 

24. The Review Team noted on the 5th March 2013 that the Operation Manager 

emailed her line managers and the MAH Service Manager noting that while 

withdrawal of supernumerary monitors. On the 6th March the MAH Service 

the concerns noted are similar in nature to the previous monitors, I am reassured 

by t

support meeting is in place to discuss concerns. We have a number of action 

 

 

25.  date while noting her continued 

preference for a meeting asked as an alternative for copies of the action plans 

and for details in respect of the weekly support meetings. She also noted that 

from the monitoring reports she could not identify whether or not staffing levels 

are appropriate. It is the opinion of the Review Team that the role of the DO in 

this respect was not appropriate. It carried the potential to undermine the 
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managerial system at MAH. In the view of the Review Team reporting on 

compliance with recommendations was the proper way to seek to monitor 

compliance levels. In situations where there concerns were identified the 

appropriate response would have been to seek further assurances either from 

the MAH Service Manager or the Director of Nursing or her nominee rather than 

assuming what appears to have been a quasi-oversight function. There was also 

evidence on file of the Operations Manager being kept informed of therapeutic 

input in respect of individual patients.  

 

26. The Review Team also found in the community services Ennis files a series of 

emails about matters such as ward keys for Ennis which did not appear germane 

to the safeguarding investigation.  The chain of emails was copied to the 

nnis have now requisitioned 

with a detailed internal inspection schedule of the ward.  The degree of apparent 

oversight of the Ennis ward was higher than the Review Team would have 

expected. The safeguarding investigation took from the 8th November 2012 until 

the 23rd October 2013 which is longer than one would have expected, especially 

given the nature of the complaints. Given the significant amount of work carried 

by the DO the Review Team questions to what degree the wider remit adopted 

may have contributed to the length of time taken to complete the investigation.  

 

27. The Trust arranged for its Co-Director of Nursing (Education and Learning) to 

engage with managers at MAH in relation to safeguarding patients in Ennis. This 

staff member was independent of MAH. She undertook: 

 

 unannounced leadership visits to Ennis; 

  

 a review of the learning environment 

Assessment Standards; 
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 consideration of progress against draft improvement plans; and  

 communication with nursing managers from Ward to Executive Director levels 

and other professionals and trainers working on site. 

 

A comprehensive report was produced at the conclusion of the second visit made 

on the 9th January 2013 which is available on the safeguarding files. This staff 

member was also a member of the multidisciplinary safeguarding team. As the 

Service Manager from MAH was not, for a period, a member of that team this 

staff member acted as a communications link between the safeguarding team 

and MAH thereby ensuring that matters identified were communicated and taken 

forward within both processes. 
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Appendix 8 

Timeline in  

Date Information  

12.08.17 

patient in PICU. The incident was witnessed by a staff nurse who reported 

it to the Nurse in Charge. Neither of the staff completed an Adult 

Safeguarding Form (ASP1). The Nurse in Charge emailed the Deputy 

Charge Nurse (DCN) with a request to meet to discuss a concern . This 

meeting occurred on 17th August. The DCN considered the allegations to 

be vague. The staff nurse who witnessed the assault was on leave that 

day. The DCN emailed the staff nurse for more details. The incident was 

not escalated at that time. 

20.08.17 

The DCN received an allegation that another patient on PICU had 

allegedly been verbally abused by the healthcare support worker involved 

in the AB incident. The DCN emailed the Charge Nurse (CN) for advice. 

The CN was not on duty that day. 

21.08.17 

The CN returned of annual leave for a late shift. The CN immediately 

escalated the concerns to Senior Management and requested ASP1 

forms be completed on the ward. The CN reminded staff of their 

responsibilities under adult safeguarding arrangements. The Acting Head 

of Service was contacted and action discussed. The precautionary 

suspension of the staff member was agreed. The Adult Safeguarding 

Officer was notified and an interim protection plan was put in place. The 

-of-

kin were notified about events in respect of the incidents. A single-

agency, PSNI led investigation was confirmed. The police officer stated 

that interviews would be scheduled following his return from annual leave 

11th September 2017. 

 
22.08.17 

At 7.30 am the healthcare support worker at the start of his shift was 
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placed on precautionary suspension by the Service Manager and the 

Senior Nurse Manager. Associate Director of Social Work, as 

safeguarding lead, was notified of the incident by the Service Manager. 

25.08.17 

On the way to a scheduled meeting at MAH to discuss the assault on his 

son, Mr. B contacted RQIA about the situation. RQIA contacted the 

Senior Nurse Manager for confirmation that the safeguarding processes 

had commenced. 

 

Mr. B met with the Senior Nurse Manager and the adult safeguarding 

officer. The timing of the meeting was to facilitate Mr. B securing support 

from a Carer Advocate.  Mr. B was provided with details of the 

Community Designated Officer in case he requires any further 

information. Mr. B at this meeting asked if there was CCTV footage of the 

incident. He was told that CCTV was not operational. He did not accept 

this response.  

 

Mr. B made a formal complaint in respect of events concerning his son. 

He was telephoned on 29th 

email he tried to send on 25th August  (email sent to wrong address).  

 

The Senior Nurse Manager and the Service Manager held a conference 

call with the PSNI to clarify an approach to investigation. The police-

allocated case officer gave permission for the safeguarding officer to 

speak to the witness of the alleged incident of 12th August 2017 on that 

 return from annual leave on 29th August 2017. 

28.08.17  

Mr. B met with his MP about his concerns about the treatment of his son. 

The MP immediately contacted the Chief Social Services Officer at the 

Department. 

29.08.17 
Mr. B emailed seeking a response to his complaint of 25th August 2017. It 

sent this email to the HSC Board. Within a half an hour of receipt of this 
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email, an email was sent to the Belfast Trust stating that the HSC Board 

had called asking had it received the complaint and asking that someone 

contact Mr. B by phone. His mobile number was provided. 

29.08.17 

th August 2017 was received by the Trust as there 

had been an error in the email addressed used on 25.08.17. 

 

The safeguarding lead spoke to the witness who confirmed that he had 

not a formal interview as instructed by the police due to the ongoing PSNI 

investigation.  

 

Incident of alleged verbal abuse of a patient by a healthcare worker was 

being managed by the designated community social worker. 

29.08.17 

The Directorate of Legal Services (DLS) was contacted for a legal view on 

accessing CCTV footage. This was subsequently followed up in writing, 

possibly on 4th September 2017. At some point the possibility that the 

incident of 12th August had been captured on CCTV was discussed by 

senior managers at MAH. The Review Team has not been able to identify 

when this possibility was initially raised, nor when the footage was first 

checked. It would appear however, that by 29th August 2017 there was 

awareness that there was CCTV footage available and the question arose 

of what, if any, use could be made of it. 

 

There was a belief among the staff interviewed by the Review Team that 

the CCTV would become operational on 11th September 2017. 

29.08.17 

Trust Complaint Department representative 

to the Co-Director of Learning and Disability Services, noting that the 

Governance L

investigation is complete,  
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29.08.17 

The Co-Director of Learning and Disability Services emailed the 

Governance L

 

 

The Co-Director of Learning and Disability Services also emailed the 

-Director of Learning and Disability Services stated in 

investigated under safeguarding. 

30.08.17 

The 

eguarding so is 

ce she had received from 

the Co-Director of Learning and Disability Services. 

30.08.17 

The 

of his complaint. She advised that once the safeguarding investigation 

had 

the HSC Complaints Procedures (2009) . The letter also advised Mr. B 

shortly.

approved by same. 

30.08.17 
about safeguarding training for staff. 

30.08.17 
of Mental Health, Disability 

 

 
 
31.08.17 

-Director of Learning 

and Disability Services advising that, complaints have written out to Mr. B 

[on 30th 

B stated however, that the complaint had been set aside pending the 

completion of a safeguarding review. 
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31.08.17 
A representative of the Department and the HSC Board emailed the Co-

Director of Learning and Disability Services following contact from Mr. B.   

01.09.17 

The Service Manager prepared an SAI form in respect of the incident 

regarding 

Department stating that it did not meet the criteria for an SAI. 

06.09.17 
The DLS responded stating that as the matter was of a safeguarding 

nature, the Trust was at liberty to access the CCTV footage. 

07.09.17 

Request to Service Manager from the Co-Director of Learning and 

Disability Services for an Early Alert following contact with the 

Department. There is no reference to CCTV footage in the Early Alert. 

 

Director of Nursing and CNO advised by Service Manager of the Early 

Alert by the Service Manager. 

 

08.09.17 

Director of Mental Health, Disability, and Older People at Department 

provided Mr.  

17.09.17 
Service Manager contacted the  investigating officer upon his return from 

annual leave. She advised him of the possibility of CCTV footage. 

18.09.17 Information on staff roster forwarded to PSNI as requested. 

19.09.17  
Service and Improvement Manager viewed CCTV footage to check if the 

incident of 12th August 2017 was available. 

20.09.17 

Service Manager and Service and Improvement Manager viewed the 

footage. The matter was then escalated to the Directors of Nursing, Social 

Work, and Medicine. This is the first evidence of information being 

brought to the attention of the Executive Team and Trust Board members. 

Hand written notes taken by the Director of Medicine confirm the date as 

20th September 2017. 

20.09.17  

Departmental Director of Mental Health, Disability, and Older People 

and 

advice from Belfast Trust 

21.09.17 CCTV download completed. Viewing arranged to identify patients/staff. 
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Present at the viewing were the: Clinical Director, Service and 

Improvement Manager, Senior Nurse Manager, the Ward Consultant, the 

safeguarding officer and the Assistant Medical Director. 

22.09.17 

Meeting held to discuss concerns and their management. Chaired by the 

Director of Adult, Social and Primary Care, attended by Service Manager, 

the Co-Director Mental Health Services, and the Assistant Service 

Manager, Learning Disability  

24.09.17 
The Co-Director Mental Health Services made an unannounced visit to 

PICU. 

25.09.17 
The RQIA lead inspector for MAH updated by the Service Manager and 

the Clinical Director. 
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