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Muckamore Abbey Hospital Inquiry

Organisational Module 9 - Trust Board

WITNESS STATEMENT OF MR PETER McNANEY

|, Peter McNaney, former Chair of the Belfast Health and Social Care Trust (Belfast

Trust) make the following statement for the purposes of the Muckamore Abbey

Hospital Inquiry (MAH Inquiry).

1.

This statement is made in response to a request for evidence from the MAH Inquiry
panel dated 28 March 2024 relating to Organisational Module 9 addressing issues
in relation to the Trust Board. The statement is intended to address the 18

questions set out by the MAH Inquiry for Trust Board members.

This is my first witness statement to the MAH Inquiry. The documents that | refer
to as being exhibited to this statement can be found in the exhibit bundle marked
PMcN1. The 28 March 2024 MAH Inquiry request for evidence, with the

accompanying questions, can be found at Tab 1 in the exhibit bundle.

| have answered the questions to the best of my ability and recollection. My time
in the Belfast Trust relates to the period 2014 to 2023. During that time the
governance arrangements in the Belfast Trust significantly evolved. | will try as best
as | can to reflect, in the course of this statement, the changes made between 2014
and 2023 when | left the Belfast Trust at the end of my final term as Chair.
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| wish to say at the outset that, in trying to explain the context of the Belfast Trust,
how the Trust Board functioned, and how the governance arrangements of the
Belfast Trust were intended to work, the explanation is not intended to take away
from the overall duty on the Belfast Trust to provide safe care to its patients, and

to account for the occasions when it fails to meet that duty.

Qualification, Experience and Position of the Statement Maker

In terms of my qualifications and experience, | am a solicitor by profession,
qualifying in 1983. | practiced law for around 20 years and ended my legal career
as Director of Legal Services in Belfast City Council. | became Chief Executive of
Belfast City Council in 2001 and retired in September 2014.

| hold a LLB (Honours) in Law from the University of Manchester, which | obtained
in 1980. | also hold a Diploma in Management Studies, which | obtained from the
University of Ulster in 1998.

Belfast City Council is a large organisation with an annual budget of around £220m,
and, when | left in 2014, it had a workforce of 2,300. However, it is dwarfed as an
organisation by the Belfast Health and Social Care Trust, which has an annual
budget of £1.9b, approximately 21,000 staff and 412 property sites spread across

the city and elsewhere.

Whilst Chief Executive of the Belfast City Council | chaired the Health Inequalities
Working Group for the City, but, apart from that, | had never worked in health or

social care before | assumed the role as Chair of the Belfast Trust in 2014.

Questions for Trust Board Members

Question 1

Please identify:
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i.  The time period in which you were a member of the Trust Board.
ii. Anysub-committee(s) of the Trust Board of which you were a member.
Please also outline the composition and remit of any such sub-

committee(s).

9. When | applied for the role of Chair of the Belfast Trust in 2014, | was aware that
Health and Social Care (HSC) in Northern Ireland was facing considerable
challenges with increasing demand and diminishing resources. | was also aware
that the Belfast Trust had, within the previous two years (2012-14), faced a series
of crisis. These included being fined for a serious breach of the Data Protection
Act, serious overcrowding in ED with the death of two patients on trolleys, the
Dental Inquiry call back, the Pseudomonas Review into the Neonatal Unit
investigating the deaths of a number of babies, and being placed in Special
Measures by the Minister. However, | am a great believer in public service and the
principles of the Health Service and felt that | should try to make a contribution to
the issues facing the Belfast Trust and the HSC. It is fair to say, reflecting back,
that the role was very challenging, but it was also rewarding. | tried, with many
others, to contribute to improving services and patient safety and to make the
Belfast Trust’s activities more transparent and accessible to the people we served.
My experience of working with staff in the Belfast Trust, is that the vast majority are
completely committed to the welfare of their patients and clients. They work often
in very difficult circumstances and on many occasions do much more than could
reasonably be expected of them. They play a vital role in caring for all of us when
we can’t care for ourselves. They are essential to our society and are dismayed
when they hear about failures by individual staff members of the Belfast Trust to
provide safe and compassionate care, such as what happened in Muckamore
Abbey Hospital. Since we became aware of the issues, the Trust Board and senior
staff have tried to improve care at MAH, hold to account staff who have let patients
down, learn from what has happened, take whatever steps we can to improve our
governance systems to minimise the risk of such things going wrong in the future,
and better manage them when they do, recognising that health and social care is

a high risk occupation and we must continuously support staff to enter and stay in
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our caring professions reassuring them that failures will be learnt from and that

they will be treated in a just and fair way.

10.The Belfast Trust is a massive organisation and | have always thought its size and

11

complexity makes its governance very difficult. It operates a number of acute
hospitals such as the Royal Victoria Hospital, the Royal Victoria Hospital for Sick
Children, the Dental Hospital, the Royal Maternity Hospital, the Belfast City
Hospital, the Acute Mental Health Hospital, inpatient Learning Disability (LD)
services at MAH, the Mater Hospital and Musgrave Park Hospital. There are also
CAHMS services at Forster Green Hospital and inpatient LD services for children
at Iveagh and a number of facilities at Knockbracken. The Belfast Trust has 7
wellbeing and treatment centres, 17 health centres, 4 family centres, 29 day
centres, 7 elderly people’s homes, 9 residential units, a number of community
buildings and a range of Trust owned and leased office buildings. In total the
Belfast Trust has 412 property sites. As can be seen, the work of the Belfast Trust
is not limited to the care and services it provides at hospitals. It also delivers a vast
range of social care services across Belfast to support service users to live within
their own communities. These social care services include the provision of elderly
care, home placements, domiciliary care to over 4,000 service users, 5 supported
living facilities together with the provision and operation of 11 children’s homes
which includes responsibility as a corporate parent for over 950 looked after

children.

.The Belfast Trust provides the principal teaching hospital in Northern Ireland for

medical students and nurses, allied health professionals and others. It also
provides most of the tertiary regional services for Northern Ireland. In total it
provides 1,200 acute beds and serves over 750,000 people in any one year. The
scale of the organisation is matched by the complexity of the services it provides,
and the consequent risk that it carries as an organisation. Given its size and scale,
it is impossible for its Board to proactively monitor and visit all of its sites and
services, even on an annual basis, that would just not be realistic. As | discuss
further below, visits to different sites by individual members of the Board did
happen, including through the likes of Chairman’s Award visits, Safety and Quality

visits, visits to Children’s homes and events. Normally | would have made 30 to
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40 visits to various parts of the organisation in a year. However, the governance
system was designed to see issues of significance escalated to the Board,
particularly when they related to potential significant safety risks or serious adverse

incidents involving serious injury or death.

12.This is perhaps difficult to convey, but given the level of risk carried, and the extent
of services provided by the Belfast Trust, what can be brought to the Board of an
organisation of the size and nature of the Belfast Trust may be considerably
different to what could come to a Board of a much smaller organisation carrying
much less risk. It is really things that are out of the ordinary, in the context of the
size and nature of the services provided, that come to the Board. The nature of
the serious issues that did come to the Trust Board, which are reflected in the
minutes of the Trust Board meetings, illustrate this. Most of the Trust Board’s time
is spent considering and seeking assurance about some very serious problems
occurring within the Trust and that are ongoing at any one time. To prepare for
writing this statement | did read all the Trust Board minutes from 2012 on, which |
understand have been disclosed to the MAH Inquiry by the Belfast Trust. As an
example of the types of issues that the Trust Board had to deal with at any one
time, | exhibit behind Tab 2 the minutes of some confidential Trust Board meetings
to try to illustrate the point. If questions are just asked about MAH, understandable
though that may be in the context of this inquiry, there is a real danger that the
reality of that context will not be properly understood, and an unfair and misleading

impression created.

13.1t is the case that in November 2017 what was emerging in connection with
Muckamore Abbey Hospital was escalated to the Board, including that staff had
been suspended because of the abuse of patients at MAH and that a police
investigation was underway. The father of one of the affected patients had also
made a complaint to the Department of Health, and the Department of Health had
then written to the Belfast Trust to express various concerns, including that a SAl
had not been reported to the HSCB within 72 hours. The Belfast Trust
acknowledged to the DoH, the day following the Trust Board being first briefed on

2 November 2017, that its governance response to the incidents that initially
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emerged from MAH was deficient, in terms of breaches in the Serious Adverse

Incident and Early Alert procedures.

14.The Board of the Belfast Trust is a unitary Board in the sense that it is made up of
Non-Executive and Executive Directors. The Board comprises a Non-Executive
Chair and 7 Non-Executive members, one of whom has to have financial
experience. The other prescribed Executive members of the Board are the Director
of Social Work, the Director of Finance, the Medical Director, the Director of
Nursing and the Chief Executive. It was common practice in the Belfast Trust for

the Directors of other services to also attend Board meetings.

15.1 became the Chair of the Trust Board on 1 March 2014 for what was to be a fixed
term of 4 years. My term was extended for a further 4 years in March 2018, and
for a further year in March 2022 while the Department of Health tried to identify my
successor. My final term expired on 4 April 2023, and so | served a total of 9 years
as Chair. Looking back at those 9 years now, it is difficult to believe the extent of
some of the difficulties that the Trust, and the wider HSC system, faced. There
were many very demanding issues. They included continuous budget and
workforce challenges in acute and social care. Significant industrial action by
nurses, doctors and social workers. Constant and severe pressure and
overcrowding in ED, leading to staff understandably complaining to Regulators and
the Department of Health that the position was unsustainable. Waiting lists getting
longer and longer. Reporting from public inquiries in relation to Hyponatraemia and
Neurology, each of which required a number of significant governance changes.
Inquiries are also ongoing in relation to MAH and Infected Blood. We also worked
through the remarkable challenge of a global Covid-19 pandemic, which required
unprecedented changes in how services were provided and governed. This
information is only provided for context in considering the issues the Trust Board
was dealing with and is not seeking to evade the Trust’s responsibility to provide

safe care at MAH.

16.In the Belfast Trust the Chair of the Trust Board also serves as the Chair of the
Assurance Committee. | exhibit behind Tab 3, by way of example, the Board

Assurance Framework from 2016 to 2017. At page 12 it describes the role of the
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Assurance Committee as ‘the Assurance Committee is a standing Committee of
the Board of Directors and is comprised of Non Executive Directors only. lIts role
is to assist the Board of Directors in assuring that an effective assurance framework
is in operation for all aspects of the Trust’'s undertakings, other than finance. The
Assurance Committee is also responsible for the identification of principal risks and

significant gaps in controls/assurance for consideration by the Board of Directors”.

17.As referred to earlier, the governance system of the Belfast Trust evolved
considerably over my time as Chair, due to changing circumstances in the Health
and Social Care sector, such as the closure of the HSCB. The Belfast Trust also
needed to learn from its experience of failures of care such as MAH, and the Inquiry
into Hyponatremia-related Deaths (IHRD), which reported in January 2018, and
the Independent Neurology Inquiry, which reported in June 2022. For comparison
| also exhibit behind Tab 4 the Assurance Framework for 2022/23 which describes
the role of the Assurance Committee on page 49 as “Trust Board have a
responsibility to oversee the effective implementation and management of
governance and assurance within the Belfast Trust. Assurance Committee a
standing committee of Trust Board supports this by providing oversight of
governance, risk management and assurance in a protected space, where risks
are considered and sense making is made of assurance information. Its role is to
assist Trust Board in ensuring an effective integrated governance and assurance
framework is in operation for all aspects of the Trust’s undertakings, other than

finance”.

18.Further at page 49 it states “The Committee is informed by intelligent and timely
information covering the full range of health and social care information providing
a line of sight of all of our business. It is also responsible for the identification of
risks and significant gaps in controls/assurance for consideration by Trust Board.
It reviews and interrogates information from a variety of sources in order to ensure
that the decision is informed by accurate timely and concise data to support the

delivery of the Trust’s corporate objectives”.

19. It further identifies some key information sources:
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. The Board Assurance Framework risk document articulates each risk, its

controls, gaps and assurance provided utilising the “three lines of
assurance” model. It enables Trust Board to have an improved ability to
understand and confirm that they have assurance over key controls or

where control gaps exist and whether actions are in place to address these

gaps.

. Directorate QMS sense making presentations — accountability and

assurance is scrutinised through the presentation and critical analysis of key
data utilising the 6 QMS metrics establishing individual directorates
performance in relation to key assurance areas and the identification and

escalation of issues and risks.

. Steering Group Reports.
d. Infographic Reports

. Emerging Issues.

20.Page 50 explains that the Assurance Committee provides a second line of

21.

assurance within the integrated governance and assurance framework. It has 6
steering groups which are intended to oversee the implementation of robust
assurance processes across all the aspects of Belfast Trust business. Appendix

F on page 72 provides information on the various steering groups.

For the first 2 years of my initial term | was also a member of the Adoption Panel
which scrutinises applications for adoption of children in Trust care, and the Organ
Donation Committee which assists and supports the programme for organ donation
in the Belfast Trust and works closely with the NHS Blood and Transplant

Organisation.

Question 2

Please explain your understanding of the structures and processes that were in

place at Trust Board level for the oversight of MAH. How effective were those

structures and processes in ensuring adequate oversight of MAH at Trust Board

level?
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Up until the latter part of 2017 the structures and processes that were in place at
Trust Board level for the oversight of MAH were exactly the same as the structures

and processes in place for oversight of the entire organisation.

The Department of Health and the Department of Justice jointly published the most
recent Adult Safeguarding policy for Northern Ireland on 10 July 2015. Its aim was
to prevent harm in the first place and to offer effective protection to the harmed
when it does happen. It set up a Northern Ireland Adult Safeguarding partnership
and each Trust was to establish a local Adult Safeguarding Partnership (LASP)
chaired by its Executive Director of Social Work. The LASP was responsible for
ensuring that an effective Adult Safeguarding policy was in place with robust
governance arrangements and a commitment to zero harm and ensuring
compliance with the agreed delegated statutory functions. The ASG policy
recognises on internal page 39 ‘that processes and procedures will not protect
people and good practice will” and introduces the concept of a Designated Adult
Protection Office (DAPQO) who is to be responsible for the management of each
referral received by a HSC Trust and, on internal page 40, “where the safeguarding
concern relates to the quality of care provided to an adult in receipt of a requlated
HSC service, the DAPO will engage the RQIA to ascertain whether the provider is
in breach of regulation or minimum standards. The RQIA will act on all
safeguarding concerns ... and where necessary use their powers of improvement

or sanction”.

The role of the RQIA is described on internal page 30 of the 2015 Policy as follows:
‘the RQIA has a key preventative role in adult safequarding practice. As the
independent regulator, RQIA has both a responsibility and the authority to ensure
that safety and quality of care concerns which put service users at risk are
addressed in the services they inspect. The RQIA also has a key role in service
improvement with the aim of encouraging improvement on the quality of services
they inspect and securing public confidence in the pursuance of those services by

keeping the Department of Health informed of their availability and quality”.
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Cecil Worthington, the then Executive Director of Social Work, reported at the
public Trust Board meeting on 4 June 2015 on the Delegated Statutory Functions
report. The minutes of the meeting can be found behind Tab 5 in the exhibit bundle.
Mr Worthington, along with Mr Growcott, spoke of the social care governance
arrangements, including ‘“the Annual Belfast Local Adult Safeguarding Report ...
which provided information in respect of the delivery of adult safeguarding” and
“pointed out the implantation of the draft Revised Adult Safeguarding Policy, which
profiled social work as the lead profession in safeguarding would give rise to
particular operational and workforce planning challenges ... safeguarding adults
without capacity or those whose social, emotional and physical limitations give rise
to particular vulnerabilities is a key priority for the Trust. The Trust’s Adult
Safeguarding Committee has been established to strengthen the corporate focus

and assurance arrangements with regard to adult safequarding”.

In the period from 2015 through to late 2017, the Board did not receive any
warnings of a major safeguarding issue at MAH, whether from the LASP or from
any inspection by the RQIA in relation to MAH. | do not mean that there would not
have been information in the system as to issues at MAH, as there obviously will
have been (as there will be for every service operated by the Belfast Trust), but
there was no information coming to the Board, including through the likes of the
Social Care Committee, or the presentation of the Delegated Statutory Functions
report, that there was something out of the ordinary, or the type of problem that

came to the Board in 2017.

In relation to the 2016/17 assurance framework, the document states at page 3
“The Assurance framework and principal risk document describes the
organisational objectives, identifies potential risks to their achievement, the key
controls through which these risks will be managed and the sources of assurance
about the effectiveness of these controls. It outlines the sources of evidence which
the Board will use to be assured of the soundness and effectiveness of the systems

and processes in place to meet objectives and to deliver appropriate outcomes.”

It continues “this framework should provide the Board with confidence that the

systems, policies and people are operating effectively, are subject to appropriate
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scrutiny and that the Board is able to demonstrate that they have been informed

about key risks affecting the organisation”.

29.The document goes on to set out the cascade of planning down through the

organisation which includes a corporate plan, directorate annual management
plans, services/team annual plans and individual objectives which all form an
integral part of the Trust performance management and assurance framework.
The framework also makes it clear that the Belfast Trust is responsible in law for
the discharge of statutory functions, the majority of these functions relate to
services provided by the Belfast Trust’s professional social work and social care
work force and the scheme for the delegation of statutory functions sets out for
each service sector the statutory duties delegated by the HSCB to the Belfast Trust
and the accountability arrangements pertaining to those functions. The Belfast
Trust was then accountable to the HSCB (now the SPPG within the DoH) for the
effective discharge of its statutory functions and HSCB have the authority to

monitor and evaluate the services.

30. The framework goes on to describe the Trust's risk management strategy and its

31

policy on risk at Appendix A (internal page 20) of the document. At internal page
10 it states “controls assurance remains a key process for the Trust and the Trust
has identified directors to be accountable for action planning against each standard
the results of which are reflected in the Trust’s corporate risk register”. The
framework also makes clear that the Trust has and continues to develop an open
and learning culture that encourages continual quality improvement but with
openness when things go wrong. Processes for managing and learning from
adverse incidents, complaints and litigation are in place with direction and oversight
coming from the Learning from Experience Steering Group. This is underpinned
by the Trust “Being Open” policy.

.The organisational arrangements for governance and assurance are set out in

Appendix B on internal page 21. The Assurance Framework makes it clear that an
important element of the Trust arrangements is the need for robust governance
within directorates. The organisational arrangements in relation to this are set out

at internal pages 11 to 13 of the Assurance Framework and includes the Board of
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Directors, the Audit Committee, the Assurance Committee, and the Executive
Team which is responsible for assuring that the sequence of performance reports,
audits and independent reports required by the Board of Directors as part of the

performance management and the assurance process is available.

32.The Executive Team must ensure that governance and service improvement is
embedded at all levels within the organisation and that risk management is an
integral part of the accountability process. Executive Team will prepare and
regularly update the principal risk document which will inform the management

planning, service development and accountability review process.

33.Page 13 outlines the role of the assurance group, the steering groups that support
the assurance group and formal sub committees. The roles of the various
elements that make up the governance processes of the Trust are set out on pages
14 to 18. Page 15 makes it clear that “collectively the Executive Team is
responsible for providing the systems, processes and evidence of governance.
The Executive Team is responsible for ensuring that the Board as a whole, is kept
appraised of progress, changes and any other issues effecting the performance

and assurance framework”.

34.The Executive Director of Nursing and User Experience ‘s responsible for
providing professional leadership and for ensuring high standards of nursing and
patient/client experience and all aspects of service delivery” and the Director of
Social Work ‘is responsible for ensuring the effective discharge of statutory
functions across all service sectors and the establishment of organisational
arrangements and structures that facilitate same. She/he is required to report
directly to Trust Board on the discharge of these functions including the
presentation of the annual statutory functions report”.

35.Section 8 on Board reporting (internal page 19) makes it clear “it is important that
key information is reported to the Board to provide structured assurances about
where risks are being effectively managed and objectives are being delivered. This
will allow the Board to decide on the efficient use of the resources and address the

issues identified in order to improve the quality and safety of services”.
Page 12 of 40

12 of 1257



MAHI - STM - 302 - 13

36.Finally, the “Chief Executive, Director of Finance and Estates, Medical Director and
Director of Planning, Performance and Informatics will be responsible for providing
the monitoring and support for the assurance framework and providing an updated
position on performance and governance, the effectiveness of the Trust’s system
of internal control; providing details of positive assurances on principal risks where
controls are effective and objectives are being met; where the organisation’s
achievement of its objectives is at risk through significant gaps in control and where
there are gaps in assurance about the organisation’s ability to achieve its corporate

objectiveness.”

37.The Assurance sub-committee structure is set out at Appendix B of the document.
| would specifically refer to the Social Care steering group. After 18 months as
Chair of the Belfast Trust | had realised that the many issues arising from the acute
side of the Trust’s services were overwhelming the space and time available on
the agenda of meetings, leaving insufficient time to interrogate social care issues
which accounted for 48% of the Trust budget. After discussion with the then
Executive Director of Social Work, Cecil Worthington, and the then Chief
Executive, Dr Michael McBride (as he was then), and after consideration by Trust
Board members at a development day, it was agreed that we should, from the
beginning of 2016, set up a Social Care Committee chaired and populated by non-
executive directors. The chair was Anne O’Reilly who herself was a social worker
and a previous chief executive of the charity Age Concern. Other non-executives

on the Social Care Committee included Martin Bradley a previous Chief Nursing

Officer for Northern Ireland, Miriam Karp S R IEKEE

I -d Nuala McKeagney a management consultant. The
Trust Board minutes of 14 January 2016, exhibited behind Tab 6 in the exhibit

bundle, refer to the inaugural meeting of the Social Care Committee being held on
7 January 2016 and state “Ms O’Reilly the Chair of the Social Care Committee had
agreed its role was to assure Trust Board that the discharge of delegated statutory
functions could be thoroughly scrutinised and reviewed therefore strengthening
corporate governance arrangements “| exhibit behind Tab 7 some representative
examples of the minutes of the Social Care Committee from 2016 to 2023. It will

be noted from the minutes that as the Committee developed over the years it was
Page 13 of 40

13 of 1257



MAHI - STM - 302 - 14

able to create a space for greater interrogation of the Delegated Statutory
Functions report and other social care and adult safeguarding issues with a greater
engagement with staff than would have been feasible at the Trust Board. It also
permitted the social care workforce to feel more valued in having greater time to
engage with non-executives and see that the many issues of concern in the social
care and safeguarding work of the Belfast Trust was being given visibility at Board

level.

38.Before | move on to the Governance and Assurance framework for 2022/23 | do
want to indicate that, in my own view, and on the basis of what we knew at the time
in 2014 through to late 2017, the assurance framework processes in place at Board
level for the oversight of the organisation did appear appropriate, and did appear
to be functioning effectively in the context of the many serious events and matters

that were escalated to and did receive the attention of the Trust Board.

39.However, the effectiveness of how the processes worked in practice was of course
dependant on how staff at various levels of the organisation applied it. In terms of
Muckamore Abbey Hospital, there were various levels of staff responsibility starting
with health care assistants reporting to registered nurses reporting to assistant
ward managers and ward managers at ward level, who in turn would report to the
service manager responsible for MAH up through the Co-Director for Learning
Disability and on to the Director of Adult Social and Primary Care who in turn would
report to the Executive Team and the Chief Executive and ultimately the Board. In
addition, as MAH was a designated hospital, it would have dedicated social
workers, some assigned to be Designated Adult Protection Officers (or DAPOs)
who reported through to the Adult Safeguarding (or ASG) lead and onto the
Executive Director of Social Work. In addition, staff also had professional leads
eg. for Nursing, Brenda Creaney the Executive Director for Nursing. All of these
staff were aware of the values set by the Belfast Trust at that time (because they
are constantly promoted), which required patients to be treated with respect and
dignity, in an open and trusting environment. There can be no suggestion that
abuse or neglect of patients was something which would not have been viewed as
utterly inappropriate and totally wrong by the Board of the Trust, or that if the Board

had have been aware of abuse that it would have acted to safeguard patients and
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hold staff to account. As the minutes of the Trust Board demonstrate, as soon as
the matter came to the Board’s attention in November 2017, safeguarding and
oversight of operations at MAH was a matter constantly on the Board’'s agenda
until | left in 2023.

40.However, it is clear from the evidence of the CCTV, once it began to be reviewed

41

in the later part of 2017 onwards, that staff withessed other staff at ward level
perpetrating neglect and abuse and didn’t escalate it. It therefore demonstrated
that the processes in place in the Trust were not preventing this abuse and neglect,
nor were the ASG arrangements in place at the time sufficient to stop it. Similarly,
the at least 61 inspections carried out by the RQIA at MAH in the period 2010 to
2017 also did not result in the suggestion there was a major issue of staff abusing
patients. It was only the “game changing” impact of CCTV that allowed the true
picture of abuse on at least some MAH wards, and at least in 2017, to be revealed

and demonstrate that more effective action needed to be taken.

.The Board also did have other available systems through which issues could

emerge, such as complaints, SAls and regulatory inspections by the RQIA. These
did inform its oversight processes across the organisation, but, to my recollection,
in the period 2014 to 2017 no serious complaints, adverse RQIA reports or SAls
suggesting widespread abuse of patients were brought to the attention of the Trust
Board in relation to MAH. That changed in November 2017. | note from my
examination of Trust Board minutes that a problem in Iveagh (the Trust facility for
children with mental health, autism and behaviours which challenge) arising from
an RQIA inspection, was brought to Trust Board at its Confidential meeting on 3
July 2014, so it was not the case that problems in Learning Disability services could
not or would not come to Trust Board, just as similar issues would and did come to

Trust Board from other areas of the Belfast Trust.

42 As | stated earlier the Governance and Assurance Framework of the Belfast Trust

evolved in response to issues such as the IHRD public inquiry, the discovery of
abuse at MAH, the Neurology call back and other changes learnt from other
problems within the Trust and the HSC as a whole. The 2022/23 Integrated

Governance and Assurance Framework reflects the move by the organisation to a
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collective leadership structure with divisions being established across the
organisation. It is exhibited behind Tab 4 in the exhibit bundle. It recognises that
priorities and targets should be cascaded through divisional annual management
plans, service/team annual plans and individual objectives, as an integral part of
the Trust performance management and assurance framework, the Quality
Management System (QMS). The directorates and divisions report on a regular
basis to the Executive Director Group, using the QMS framework, in order to

provide assurance.

43.In relation to Muckamore Abbey Hospital, this approach is demonstrated by the
introduction of a weekly Sit-Rep report being prepared for the hospital, and a
bimonthly version of the Sit-Rep being reported to Trust Board. By way of example,
a copy of the 12 August 2020 Sit-Rep is exhibited behind Tab 8 in the exhibit
bundle. It will be noted that it reports on inpatient numbers, admissions and
discharges, resettlements, safeguarding referrals for patient on patient and staff on
patient incidents, governance reviews on incidents, seclusion, complaints, risk
register and ongoing CCTV reporting, reports on the incidents and includes run
charts for all of these issues to allow monitoring to be carried out. The Sit-Rep also
contains a section on selective CCTV reviewing which happens on a weekly basis
to determine if any action is required. The report also has a section on service
continuity and staffing issues, training levels, induction of staff, levels of agency,

staff engagement and support.

44.The 2022/23 integrated governance and assurance framework also has sections
on workforce governance, service user involvement, accountability and a scheme

for delegation and direction of social care and children’s functions.

45. At paragraph 4.3 on internal page 25 it has a section on accountability for HSC
Trust Boards which states “Trust Boards have an overarching responsibility to
provide strong leadership, robust oversight to ensure and be assured that the
organisation operates with openness transparency and candour particularly in
relation to its dealings with service users and the public.” | would comment here
that during my time as Chair, | always tried to ensure that the public were facilitated

to speak at Trust Boards and that questions from the public were fully answered in
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an honest manner and that the Trust fully co-operated with Inquiries and Reviews
into the conduct of its affairs. | also personally met with persons adversely affected
by poor care provided by the Trust, including the parents of the children who died
as a result of Hyponatremia, parents and carers of those who suffered harm at
Muckamore Abbey Hospital and patients who suffered as a result of the failures
identified in the Neurology Inquiry. | also advocated that the Trust needed to spend
more time learning from complaints and put two Non-Executive Directors on the
Review of Complaints Working Group which held workshops with the Northern
Ireland Ombudsman’s Office to improve complaint handling, one of which took
place on 23 January 2017. The Assurance Committee received an annual report
and a quarterly update on complaints and learning from experience. A copy of the
annual report for 2019/20, and the quarterly report from April to June 2020, are
exhibited at Tab 9 in the exhibit bundle. The complaints review group evolved into
the service user experience group to undertake a broader remit across the Trust
to inform learning and support the progression of corrective improvement actions

arising from an analysis of patient, client and carer feedback.

46.1 would not want the MAH Inquiry to have the impression that the Trust Board was
not interested in the care that was provided to the patients we served. We were.
An early example of this was the introduction of service user stories being
presented to Trust Board. A consideration of the confidential Trust Board minutes
of 3 September 2015, exhibited behind Tab 10, which recorded the first such

presentation, will indicate that our focus was not on what the Trust had done well.

47.Ultimately the Board needs to be properly informed of failings and issues which
result in harm to patients and clients, so that it can try to do something about it.
This requires proper scrutiny of issues raised by bodies such as the RQIA,
Ombudsman and the Adult Safeguarding Board as well as issues raised by
whistleblowers, and through the SAI and complaints processes. Essentially the
Board is also dependent on issues of poor care being reported by staff who witness
such care. This is the first line of defence. | must admit that | have been dismayed
that so many instances of poor care by staff at MAH were not reported to
management by other staff who witnessed such abuse, or by making an

anonymous whistleblowing complaint. | am aware that such reporting is often
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viewed as a high-risk low benefit action, and the Trust has tried over the years to
promote a culture of openness, which in turn promotes quality and learning. The
Department of Health conducted a public consultation on the recommendation
made by the IHRD Inquiry that a statutory duty of candour for health organisations
and individual staff should be introduced. The consultation concluded on 31 August
2021 but DoH has yet to make any decision on whether such a duty should be
introduced. In reviewing its Governance Framework the Trust Board determined it
was important to indicate to staff that it specifically required staff to report poor care
and so added a section at paragraph 4.4 (see internal page 26 of the 22/23
Integrated Governance and Assurance Framework) entitled “accountability for

Belfast Trust Employees” which states:

“As individual staff are accountable for their own behaviours;, however everyone
has a role in ensuring that the Trust values and code of conduct for HSC
employees are followed and to make the care and safety of patients and clients
their first concern and to protect them from risk” and “Trust Board expects that
all staff working within the Belfast Trust familiarise themselves with this code and
crucially if any staff member has a concern that an acceptable standard of care

is not being adhered to, that they should always raise that concern”.

48. | also understand that it can be very difficult, for those staff who want to and would
do the right thing, to detect actions of abuse, especially when service users are
very vulnerable and have limited communication skills. Accordingly, the Trust
Board added a paragraph at section 1 of the new framework (internal page 7) which
recognises this by adding the following “Our commitment to improve and learn will
be underpinned by our values of working together, excellence, openness/honesty
and compassion ... We accept that greater scrutiny is required especially in
services where due to vulnerability, patients are unable to speak for themselves

and alert us to poor care”.

49.The Board also recognised that a greater focus was required on complaints and
what could be learnt from them. (This is an area that as Chair | had raised early in
my first term; see paragraph 19/15 of the confidential Trust Board minutes dated 3
September 2015 exhibited at Tab 10 referred to above, dealing with a patient’s
story relating to a complaint made about the death of a service user). Therefore,
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it is stated on page 4 of the new framework that “we recognise the powerful
contribution that theming and identifying trends in complaints can have and as a
learning organisation we prioritise the learning from this across the organisation. It
is the Trust’s aim that all staff will recognise that a complaint can be an early
warning to failing and treatment in care and as such we prioritise that all staff from
ward to Board respond positively to any concerns raised, take immediate action to

resolve, escalate (where required) and learn”.

50.The O’Hara Report, published on 31 January 2018, arising from the Inquiry into
Hyponatremia Related Deaths, has been an issue which the Health and Social
Care system in Northern Ireland, and the Belfast Trust Board, have engaged with

in detail over the last 5 years.

51.In essence Sir John O’Hara found that at the time of the deaths of a number of
children in hospitals the Department “simply had no system in place for knowing
what was going on in its hospitals” (see the public statement of the Inquiry
Chairman dated 31 January 2018 exhibited behind Tab 11).

52.Mr Justice O’Hara therefore recommended that a statutory duty of candour should
be introduced both for organisations and for individuals, with accompanying
criminal sanction. He stated ‘it is time that the medical profession and the Health
Service manager stop putting their own reputation and interests first and put the
public interest first instead”. The report made over 90 recommendations requiring
Trusts to learn from SAI deaths, to learn from complaints, to develop improved

leadership skills at Executive and Non-Executive level etc.

53.Following on from the O’Hara report a regional system of working groups was put
in place by the Department of Health to look at all its recommendations. A
consultation document has been released on the introduction of a statutory duty of

candour for organisations and for individuals.

54.The net result of the O’Hara Inquiry is that the Belfast Trust has spent a lot more
time trying to ensure that it is open, transparent and candid in responding to

complaints and also in investigating serious adverse incidents. Reports of Early
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Alerts to the Department of Health and SAls to the Assurance Committee of the
Board has been enhanced, as has the reporting of complaints with a lot more detail
being provided. The minutes of the Confidential Trust Board meeting on 4 October
2018, exhibited behind Tab 12, state as follows: “Mr Dillon referred to the live
governance weekly reports considered by the Executive Team. He explained the
report provides update information in relation to adverse incidents, SAls, early
alerts, coroners cases, clinical negligence cases, complaints including
Ombudsman complaints and corporate risks. These are discussed via a weekly
conference call by a group of governance staff and includes representation from
the corporate risk and governance team and the deputy medical director alongside
directorate governance staff and corporate nursing user experience. The weekly
call provides an early opportunity to consider emerging governance issues with
sharing of learning ahead of established governance processes and is
subsequently considered by Executive Team. Mr Dillon sought views to extending
the circulation to Trust Board to provide ongoing and live governance information.
He pointed out this would also assist the Trust in meeting IHRD recommendation
81 “Trusts should ensure that all internal reports, various and related commentaries
touching upon SAl related deaths within the Trust are brought to the immediate
attention of the Board. Members welcomed the proposal as this would provide real
time information in keeping with the IHRD recommendations”. In addition, Board
members both Executive and Non-Executive are encouraged to conduct safety
quality visits and a whole programme of visits is organised annually. There is no
question that many more things are escalated to the Board in 2021 than in 2014
and the Board and the Trust and HSC are much more candid and transparent in

its dealings with its key stakeholders.

55.Returning to the 2022/23 Assurance Framework, page 32 makes it clear “while the
Chief Executive has overall responsibility for the control of management of the
Trust’s resources and its governance statement, in practice this is achieved
through a scheme of delegated responsibility. Trust directors are responsible and
accountable to the Chief Executive for the control, management and overall
governance from their perspective directorates including the production of specific
content”. On page 36 the management of risks are identified and in relation to

operational risks it states “operational risks are by products of the day to day
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running of the Trust and include a broad spectrum of risk including clinical risk,
fraud risk, financial risk, legal risks arising from employment law our health and
safety regulation and risks of damage to assets or system failure. They are the
responsibility of line managers and should be identified and managed by the
divisions/directorate and only considered by Trust Board on an exception basis
excepting in situations where the Board is checking the effective implementation

of Trust policy and procedures”.

56.Section 6 of the 2022/23 assurance framework deals with assurance and
introduces the 3 lines of assurance approach in relation to risk management and
the concept of “trust, demonstrate and check”. “Trust” is first line assurance and
involves a level of trust by line management that services are being delivering in
line with policy and expected standards. Second line assurance necessitates
senior management to provide evidence and “demonstrate” that controls and
assurance are in place. And “check” involves third line assurance requiring a level
of independent verification. The outcome of such verification is considered by both
Executive Director Group and Trust Board. Identified gaps in controls and/or
assurance will be monitored by the Trust Board until resolved, and in line with risk
appetite. When the Board became aware of failings in care at MAH from late 2017

on, it has sought to subject the management of MAH to greater scrutiny ever since.

57.In relation to quality and improvement, page 46 refers to the key component of the
Trust’'s overall system of quality management introduced in September 2020,
namely the Quality Management System (QMS). QMS brings different approaches
such as performance management, quality improvement, assurance and
accountability processes together into a single integrated system. Each QMS
report which comes to the Board contains a focus on key management information
relating to the Trust’s key priorities and associated enablers and gives an overview
of the current position. The information is drawn from the QMS framework which
comes from care delivery units within their daily safety huddles, sit reps and weekly
wider assessments, the monthly review of QMS information at a divisional team
level, the weekly review of QMS assessment by the Executive team, the quarterly
review by the Assurance Committee of the Board and a bimonthly report to the
Trust Board.
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58.The QMS report also provides information on the Trust’s six quality parameters
which are safety, experience, effectiveness, timeliness, efficiency and equity. The
development of the QMS has been designed to allow the Trust to make better
sense of its operations, measure its achievement of outcomes and its key safety
information using real time data from the front line and from patient and staff
feedback surveys. To fully explain how QMS works, | enclose at Tab 13 a
presentation made by Charlene Stoops, the then Director of Performance and
Informatics, to the Trust Board on 3 December 2020, and an extract of the QMS
report relating to MAH presented to the Board on the 2 September 2021.

59.Section 8 of the 22/23 framework sets out the role of various parts of the
organisation including committees and the Executive Directors Group, Executive
Team, Social Care Steering Group, directorate and divisional governance groups,

the Chief Executive, individual Executive Directors, Chair and the Trust Board.

60. The introduction of the QMS system has allowed for data sets to be collected and
analysed and for summary information to be available to Trust Board. In relation
to MAH this finds expression in the Sit-Rep Reports which has given a far greater
insight into activities and controls at the hospital. The Sit-Rep reports are regularly
considered by the Board at its meetings, and on a weekly basis by management.
Whilst incidents of patient-on-patient violence and staff on patient inappropriate
behaviour has not ceased, reporting of the incidents are now happening on a
consistent basis and can be interrogated by the use of CCTV. There is also a
clearer record on the use of seclusion, restraint and the use of medication and run
charts are set out in the report allowing progress to be monitored and measured
which have demonstrated that over time both interventions have reduced

considerably.

Question 3

To your recollection, how often was MAH included on the agenda of:
i. Meetings of the Trust Board.
ii. Meetings of the Executive Team.
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Meetings of the Trust Board

61.Prior to 2017, while there were regular references to MAH as part of the Learning
Disability section of the Annual Delegated Statutory Functions (DSF) report and
the Interim DSF report (every 6 months) which came to Trust Board each year,
MAH was not itself an agenda item (which is similar to other services and hospitals
within the Trust without a known significant problem that had been escalated to the
Trust Board). From a review of Trust Board minutes from 2014, the only individual
mention | can find of MAH was a report from Catherine McNicholl, then Director of
Adult, Social and Primary Care, on 2 April 2015, in the context of the Draft Reform
and Savings Plan and which included the proposal to withdraw the “financial
rewards” system for day centre clients in MAH and the impact on very vulnerable
people”. The Board indicated that they were not in favour of the proposal and it did

not occur. A copy of these minutes can be found at Tab 14 in the exhibit bundle.

62.Following a conversation in 2015 between myself and Dr Michael McBride, the
then acting Chief Executive of the Belfast Trust (now Professor Sir Michael
McBride, the Chief Medical Officer), that we should take meetings of Trust Board
out and about (as in hold meetings in other Trust buildings so as to be more visible
to staff) a meeting of the Trust Board Workshop was held at MAH on 2 July 2015.
A copy of the agenda can be found at Tab 15 in the exhibit bundle. My recollection
is that after the meeting we had lunch with senior staff members of MAH and

walked around the wards.

63.Although MAH was only infrequently mentioned on an individual basis, it is
important to appreciate that it was treated in a similar way to all other Trust services
and facilities in this regard. Having reviewed Trust Board minutes there is mainly
only mention of individual services if there was an issue with quality of care or a
particularly noteworthy service improvement, alongside regular reports on Finance,
feedback from sub committees, Chief Executive report, performance report, safety
and quality updates, regular statutory reporting such as DSF, Equality Annual
Report, Quality Report, service user stories and updates from the HSCB and

Department of Health.
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64.Although there was infrequent mention of MAH as an individual facility there was
discussion at Trust Board regarding Learning Disability as a service including the
twice yearly DSF reports already mentioned, strengthening of Adult Safeguarding
arrangements, the setting up of a Social Care committee and budget and reform
proposals. There was a proposal brought to Trust Board on 3 September 2015
(Tab 16) seeking permission to proceed to public consultation in relation to the
future delivery of learning disability and mental health day services. There was
discussion on 5 May 2016 at Trust Board on the results of the public consultation
and there was an extraordinary public Trust Board on 21 June 2016 at which there
was a large attendance which reflected an overwhelming opposition to proposals
to amalgamate day centres by creating more day opportunities. Accordingly, the
proposals were amended to keep all day centres open and establish a day services

and review forum.

65.Following the reporting of abuse to Trust Board on 2 November 2017, MAH was

thereafter regularly on the Trust Board agenda as a specific item on the following

dates:
6/12/2018 5/9/2019 1/10/2020
11/1/2018 3/10/2019 5/11/2020
5/7/2018 7/11/2019 3/12/2020
6/9/2018 5/12/2019 14/1/2021
4/10/2018 9/1/2020 4/2/2021
6/12/2018 6/2/2020 1/4/2021
10/1/2019 5/3/2020 6/5/2021
7/2/2019 2/4/2020 10/6/2021
7/3/2019 21/4/2020 2/9/2021
4/4/2019 7/5/2020 7/10/2021
2/5/2019 11/6/2020 4/11/2021
6/6/2019 2/7/2020 2/12/2021
4/7/2019 21/9/2020 13/1/2022
3/2/2022
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66.1 am not in a position to advise how often MAH was on the agenda on the Executive
Team prior to September 2017, when | understand the then Director of Adult Social
and Primary Care, Marie Heaney, informed them of what was coming to light, but
| have been informed that the Executive Team met in MAH in 2015 and 2016, and
that individual Executive Team members were regularly on site for management
duties, safety quality visits and other activities. For example, Brenda Creaney, the
Executive Director of Nursing and Trust Board member, informed me she was on
site 17 times between 2010 and 2017, and Cecil Worthington, a former Executive
Director of Social Work and Trust Board member informed the leadership and

governance review that he did regular walkarounds at MAH.

Question 4

Did you have occasion to visit MAH site during your time on the Trust Board? If

so, please indicate how often and outline the objectives of the visit(s).

67.1 visited MAH on approximately 7 occasions that | can identify during my time on
the Trust Board, which was between March 2014 and April 2023. They were as

follows:

a. Trust Board Workshop on 2 July 2015 held in the administration building at
Muckamore Abbey Hospital. My memory is that we had lunch after the
meeting with members of the MAH management team including Mairead
Mitchell and Dr Colin Milliken, and, after that, had a tour of the wards.

b. 9 August 2017. Chairman’s Award inspection to PICU to speak to staff, and
patients regarding their submission for a Chairman’s Award for a “Captain
Safety” health improvement initiative which involved a member of staff
dressing up as a “superhero” and appearing on the ward to point out safety
concerns and fix them. | was accompanied by another Non-Executive
Director, Nuala McKeagney, and we spent 2 hours visiting Cranfield 1 and

2 and the intensive care unit. We spoke to staff who were very enthusiastic
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about the patients and the care they were receiving. We spoke to the ward
manager and the assistant ward manager who showed us examples of
anonymised patient plans and the various interventions patients were
involved in including day opportunities. The ward was clean, well organised
and appeared to be very well staffed. The staff were very knowledgeable
about their patients and the interactions that | observed were
compassionate and professional. | have reflected afterwards that this was
just 3 days before the reported assault on EEE by a staff member
in the same ward. From my time as a senior manager and subsequently as
a Board member | would usually be quite confident that | would be able to
pick up on a workplace which was not well run in terms of being badly
organised with poorly motivated staff and no real plan on how they would
manage those in their care. | can honestly say this was not my experience
of the PICU ward on that visit. | also recollect the patients’ delight when

Captain Safety appeared on the ward.

. Safety Quality Visit with Miriam Karp, another Non-Executive Director, on
20 February 2018. This visit was organised after we had been informed by
Marie Heaney, the Director then responsible for MAH, of abuse having been
discovered at MAH. Miriam and | spoke to staff, patients and visited a
number of wards. There was concern from staff about the ongoing viewing
of historical CCTV, in the sense they felt it was hanging over staff, which

they wanted quickly resolved.

. I was due to visit MAH on 18 February 2019, when Margaret Flynn was due
to meet families about the Level 3 SAl investigation that resulted in the “A
Way to Go” report. The location of the evening event was changed shortly
before to a venue at Antrim Area Hospital. Margaret Flynn addressed
families and carers of patients of MAH. | attended with the then Belfast
Trust Chief Executive, Martin Dillon, to meet the families informally, but to
formally state in person the apology of the Belfast Trust for the unacceptable
behaviour of some staff in MAH and to discuss the proposals to respond to
the recommendations in Margaret Flynn’'s report. At the meeting, for
instance, | remember | spoke to and her sister, and to GEEE
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Father of P96 , as well as a number of other family members

of patients.

. On 19 July 2019 | did a leadership walk round with Dr Cathy Jack, the then
Belfast Trust Medical Director. We visited Cranfield Ward and spoke to
patients, management, ward managers, doctors and nurses and observed
the work in the wards. During the visit | recall talking to a medical consultant
from England who advised that people with severe autism, some of whom
were housed in MAH, would never be housed in such an institution in
England, and we had a discussion on the need for more community

provision in Northern Ireland.

During the height of the Covid-19 pandemic in 2020 and 2021 it was difficult
to do in person visits in any hospital, including MAH. | did however arrange
a series of virtual visits on Microsoft Teams across the organisation, and,
on 14 October 2020, | did such a visit with the day opportunities team at
MAH who ran the day centre and organised activities. They took me through
the activities and how they were welcomed by patients. They regretted that
they weren’t able to do as many external visits as they used to because of
Covid-19 but they explained how they compensated for this with a greater

range of internal activities.

. Peter May took over as Permanent Secretary of the Department of Health
on 4 April 2022. Dr Jack, who was by then the Belfast Trust Chief Executive,
and | arranged for him to come and visit MAH with his team, and this visit
took place on 14 July 2022. On my way to the visit | met [N 2
mother of a patient, in the MAH car park and had a long conversation with
her about her son and his care. She expressed concern at not being able
to get access to documentation regarding her son and | said if she emailed
me | would follow up on it, and | gave her my card. | then went in and met
Peter May and his team in the MAH Conference Room and discussed the
hospital, its issues, the need for a regional approach, and how it was
important to put a greater resource around resettlement. | stressed the need

for an early resolution on MAH’s future. We then had a tour of the facility
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and broke up into 2 groups and visited wards. | met Peter May at the end of
the visit and discussed his impressions. | also arranged in the Belfast Trust
for the documentation sought byJIEEIE to be sent to her, although it

took a little time because a redaction process had to be completed.

Question 5

Did the Trust Board receive reports on the following (and if so please indicate
how often) on:

i. Safeguarding of patients in MAH

ii. Seclusion rates at MAH

iii. Complaints relating MAH

iv. Resettlement of patients from MAH

V. Staffing (both establishment and vacancies) at MAH

68. Prior to late 2017 the Trust Board did not receive detailed MAH specific reports,
just as it did not receive detailed reports (covering the types of issues referred to
above) about other facilities that may have some or all of the same issues
occurring. The annual DSF reports which did come to Trust Board, within their
Learning Disability section, did mention Muckamore Abbey Hospital and the social
workers who worked within it as a designated hospital, but not in the detail | assume

the question envisages.

69.1 have outlined above in answer to question 3, the regular reports that the Trust
Board received after the safeguarding incident was reported to it in November 2017
and it became apparent there was a significant and ongoing difficulty. | have also
indicated above that much of the type of information referred to above was
contained within the MAH Sit-Rep reports that were developed and which were
then regularly presented to the Trust Board from 7 November 2019. These Sit-
Reps contained information on safeguarding, seclusion, complaints, resettlement
and staffing. | have already exhibited an example copy of the Sit-Rep report behind

Tab 8, and some representative examples of the reports made to Trust Board in
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relation to MAH between 2017 to 2023 are attached behind Tab 17. | understand
that copies of the minutes of Trust Board, both the confidential and public meetings,
between 2014 to 2022 have been provided to the MAH Inquiry. In relation to the
information contained therein | would be happy to answer any further questions the

MAH Inquiry may have in relation to this information.

Question 6

If the Trust Board did receive reports on the matters set out in paragraph 5 (i)-
(v) above, please explain:
i. Who prepared these reports?
ii. Was the information received sufficient to facilitate effective
intervention by the Trust Board, if that was required?
ii. Was the information received monitored over time by the Trust

Board? If so, how was it monitored?

70.As | have indicated above, copies of the reports to the Trust Board, and the Trust
Board confidential and public minutes from 2014 to 2022 have been provided to
the MAH Inquiry. | understand copies of the Assurance Committee Minutes have
also been provided to the MAH Inquiry. A consideration of that voluminous material
is necessary in respect of this question. The authors of the individual reports
exhibited are indicated, but, in general, Marie Heaney, then Director of Adult Social
and Primary Care, led the reporting from 2017 until her retirement in 2019, when
the reporting was taken over by Bernie Owens and later Gillian Traub. Carol Diffin,
then Director of Social Work, reported in relation to CCTV viewing and Adult
Safeguarding, and Jacqui Kennedy, the then Director of Human Resources,
reported in relation to disciplinary investigations and hearings against staff said to
be involved in abuse/neglect. The Trust Board consistently engaged with the
reports and questioned directors about the issues they contained, as well as
encouraging engagement with families, and through the appointment of a carer’s
co-ordinator, the appointment of a NED as a Learning Disability Champion and the

appointment of 3 social workers as Family Liaison Officers.
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71.The issues presented in the reports were interrogated by the Trust Board in an
open and constructive manner, which is demonstrated through a reading of the
minutes provided. The information did appear to be sufficient to allow effective
engagement with the issues by Trust Board. Information received was monitored
over time by the Trust Board by reference to the run charts and other data provided
in the reports. This allowed the Trust Board to measure progress and identify

issues.

Question 7

Please provide details of any occasions in which you became aware of concerns
relating to the matter set out in question 5 (i)-(iv) above and describe your

recollection of action taken at Trust Board level to address any such concerns.

72.During my tenure as Chair, the first time the Trust Board became aware of serious
concerns about safeguarding was on 2 November 2017 when the Trust Board was
advised of 2 members of nursing staff from MAH being suspended and a PSNI
investigation being underway. The Trust Board was informed that a Director led
oversight group had been established to review progress on action plans for the
site on a weekly basis. The Trust Board then received regular updates which
covered the issues outlined in question 5. The actions taken in relation to the items
outlined are set out in the minutes. This included the Trust Board commissioning
an independently chaired level 3 SAl. It was chaired by Margaret Flynn, who had
led a Serious Case Review into the Winterbourne View hospital that reported in
2012. The final SAI report entitled “A Way to Go” a review of safeguarding was
presented to Trust Board, shared with MAH patients and families, and was
submitted to HSCB with a covering letter from Mrs Flynn. The report was also
shared with the Department of Health and an Action Plan was agreed with the
Muckamore Departmental Assurance Group (MDAG) that had been set up by the
Department of Health.
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73.There were consistent concerns expressed to the Trust Board regarding safe
staffing of MAH between 2017 and 2023, given the level of suspensions of staff
due to adult safeguarding concerns and involvement in the police investigation or
the Trust disciplinary investigations. The Trust Board was consistently informed of
the difficulties in relation to recruitment and the steps that were being taken to try
and ensure that sufficient staffing was available. A full line of sight in relation to

these matters was also given to the HSCB and the Department of Health.

74.0n a number of occasions new leadership teams were put into MAH as part of the
effort to improve. First, Marie Heaney, then Director of Adult Social and Primary
Care was freed up from other duties to concentrate on managing the issues arising
from Margaret Flynn’s report. Then, in 2019, in response to the service of three
RQIA Improvement Notices, Bernie Owens, who had been the Director of
Emergency Care, was asked to manage hospital operations, while other directors
addressed other aspects (principally the CCTV investigation and resettlement). Ms
Owens, together with Gillian Traub as Co Director for MAH, continued to develop
the weekly safety report detailing performance against key safety quality measures
including seclusion, complaints, resettlement and staffing. Work was undertaken
to address the areas of concern identified by RQIA, which ultimately resulted in the

improvement notices issued by the RQIA being lifted.

75.1 have referred to the regular reporting received by Trust Board. The Trust Board
consistently applied constructive challenge to the management of the issues which
included, amongst others, staffing changes, the development of the Sit-Rep with
focussed information on key metrics, and the commissioning of East London NHS
Foundation Trust as a Critical Friend to advise on the operation of MAH and to

share learning of best practice in the management of Learning Disability.

Question 8

What arrangements were in place at Trust Board level for workforce monitoring,
planning and implementation to ensure the appropriate staffing levels and skill

mix (and thereby to ensure safe care) at MAH? Please also describe your
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recollection of any actions taken by the Trust Board to ensure that MAH staff

skills matched MAH patient needs.

76. Staffing issues in MAH were operationally managed by the Service Manager, Co-
Director, Director in charge of the hospital, and with the assistance of the Directors
of HR, Nursing and Social Work. Issues were escalated to the Trust Board in
relation to difficulties in obtaining appropriate staff who were trained in learning
disability and other relevant disciplines. The Trust Board sought assurances that
staffing was safe, supported arrangements being made to recruit agency staff, and
an approach to the Department of Health which resulted in a 15% premium for staff
who were prepared to work at MAH. The Trust Board consistently offered advice
in relation to training and support for staff and also sought assurance that the right

nursing models had been applied in determining the appropriate staff levels.

Question 9

Did the Trust Board approach to cost savings and efficiencies in relation to MAH
differ from the approach taken to other service areas within the Trust? If so,

please explain how and why it differed.

77.1 will give way to the Executive Directors, particularly the Director of Finance, on
this issue, but it is not my recollection that cost savings and efficiencies in relation
to MAH differed from the approach required of the Belfast Trust and taken to other
services across the Trust during the relevant period. It is right to note that there
was a great challenge between 2014, and right up to the present, in terms of
available budgets for health and social care, but the Belfast Trust applied the same
principles across its various programmes of care. For the detail in relation to this
the MAH Inquiry may obtain most assistance from Ms Edwards, the Executive

Director of Finance at the Belfast Trust.
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Question 10

From 2010 onwards, following bed closures at MAH:
i How did the Trust Board assure itself that the reorganisation of
wards was safe?
ii. Were concerns about ward staffing (both established and vacancies)
at MAH raised with the Trust Board? If so, please describe your
recollection and any actions taken by the Trust Board to address

these concerns.

78.1 did not join the Trust Board until 2014, so am not in a position to comment on
issues from 2010 until 2014. However, it is the case that the reorganisation of
wards in any part of the Belfast Trust would not normally be a matter that would be
specifically addressed at Trust Board, unless there was some specific issue a
relevant Director wanted to raise. It is an issue that would be managed within the
Directorates within which it was occurring, overseen as necessary by the Chief
Executive and the Executive Management Team, on the basis of the application of
the standards expected in the Belfast Trust that has patient safety at its core. From
November 2017, not so much bed closures or reorganising of wards, but issues
about the difficulty in staffing wards safely was raised with the Trust Board on
numerous occasions and the Trust Board were supportive of operational actions
taken by management to try to ensure safe staffing, recognising that it was a

constant challenge.

Question 11

Were any issues relating to Muckamore ever included in:
i The Delegated Statutory Functions Report?
ii. the Corporate Risk Register?
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The delegated statutory functions report

79.The Delegated Statutory Functions report (or DSF report) is in a prescribed form

created by the then Health and Social Care Board (HSCB). As | learned as my
time progressed in the Belfast Trust, the DSF report is essentially a social work
document designed to create an unbroken line of accountability for the discharge
of statutory functions by the social care workforce, running from the individual
practitioner through the service area line management and professional structures
to the Executive Director of Social Work who then presents it to the Trust Board
and onwards to the Health and Social Care Board for discussion and sign off. In
each DSF report, as well as the required statistical returns, there is a narrative
section dealing with the Learning Disability service of which MAH was part. |
understand all of the Delegated Statutory Functions reports have been provided by
the Belfast Trust to the MAH Inquiry.

80.By way of example, | enclose behind Tab 18 a copy of the statutory functions return

81.

for the year ended March 2016 in which the learning disability section of the report
is prepared by Aine Morrison, and, behind Tab 19, a copy of the DSF report for
March 2019 which was prepared by There is a greater mention of
MAH and issues relating to MAH in the 2019 report, which specifically refers to the
services’ participation in the UK wide Learning Disability Services benchmark
network, the weekly situation report as being used as an Executive reporting tool
that summaries key aspects of care delivery, experience, safety and quality also
providing a high level overview of weekly patient numbers, admissions, discharges
and occupancy. Patient care pathway, safeguarding complaints incidents,
seclusion, patient feedback, staffing and staff support is also included.

Paragraph 3.10 of both the reports deal with social workers that work within
designated hospitals which includes MAH. The reports make it clear that the Social
Work department continues to lead in relation to safeguarding incidents in the
hospital with a Band 7 lead DAPO who processes the hospital adult safeguarding
referrals under the adult safeguarding policy. The DAPO has the lead role in

investigations for patients.
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The corporate risk register

82.1 do not believe there was any mention, on my taking up my post as Chair of the
Trust Board of the Belfast Trust in 2014, of MAH, or adult safeguarding at MAH,
being a corporate risk. When issues came to the Board'’s attention in late 2017 my
recollection is that reference was then made in the Corporate Risk Register to MAH
thereafter. | understand the Corporate Risk Register has been provided to the MAH
Inquiry by the Belfast Trust. The items were discussed by the Trust Board as is
set out in the copies of the Trust Board and Assurance Committee minutes that |

have already referred to.

Question 12

Were SAls which occurred at MAH always reported to the Trust Board if so
i. What information did Trust Board receive in respect of SAls?
ii. Were SAls discussed at Trust Board meetings?

iii. What actions did the Trust Board take in response to SAls?

83.There is general reporting about the level of SAls in the Belfast Trust, and only
when a specific problem (that the SAIl process may be part of addressing) is
brought to the attention of the Trust Board will there be specific discussion of a
particular incident or issue. The only specific SAl that | recollect coming to the Trust
Board regarding MAH was the one relating to Adult Safeguarding carried out by
Margaret Flynn entitled “A Way to Go”. The Trust Board insisted that the SAI had
an independent Chair. The Report was shared with Trust Board at its meeting on
4 October 2018 and was discussed at the Board workshop on 1 November 2018.
Margaret Flynn, the principal author of the Report, attended Trust Board on 5
September 2019 to discuss the Report and to update the Board on changes at
MAH since the review was completed. A copy of the Report was provided to the
HSCB and the Department of Health. An action plan was prepared by officers to

take forward the recommendations made in the SAl report and this was agreed
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with the Department of Health. Due to the nature and extent of the Belfast Trust
there are many SAls in the Belfast Trust each year. Unless they relate to a loss of
life (post IHRD), they do not, as a matter of routine, come to the Trust Board. The
reason why Margaret Flynn’s report came to the Board was because it was
requested when commissioned that the report came back to the Board to inform
the response to the abuse issues which had come to light at MAH. An annual
report on SAls came to Assurance Committee and a quarterly update was also
given to the Committee. While | understand this material has been provided to the
MAH Inquiry, | exhibit behind Tab 20, by way of example, an agenda of the

Assurance Committee and a copy of the annual report that | am referring to.

Question 13

How did the Trust Board consider and respond to inspection reports relating to
MAH prepared by RQIA? How did the Trust Board assure itself that any required

actions were addressed within the timeframe of any Improvement Notices?

84.The Trust Board valued the regular inspections by RQIA and their feedback. It was
an important independent check specifically focused on considering whether the
relevant hospital or service was operating properly. The Trust Board was fully
sighted on the decision of the RQIA to serve 3 Improvement Notices on MAH on
16 August 2019. These were in respect of failures to comply with minimum
standards across three areas; staffing, adult safeguarding and financial
governance. The date given for the Belfast Trust to demonstrate compliance was
15 November 2019. The service of the notices was quickly brought to the Trust
Board’'s attention, together with an improvement plan to address the RQIA
concerns. The Trust Board consistently sought assurances on progress and
received a detailed report at its extraordinary meeting in September 2020 detailing
the work which had been done to comply with the notices resulting in the RQIA
writing to Dr Jack, then Chief Executive, on 22 April 2020 to confirm that the notice
for adult safeguarding had been lifted. A copy of the report of Gillian Traub to the
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Trust Board meeting on 21 September 2020 is exhibited at Tab 21. It sets out the

action taken by the Belfast Trust to have the notices lifted.

Question 14

Did the Trust Board ever escalate issues related to MAH, or formally correspond
with DOH, in relation to problems such as staffing shortages or challenges
round resettlement? Please provide your recollection of what, if any, issues

were escalated and what the outcome of that escalation was.

85.The Trust Board would not normally formally correspond with the DoH unless it
was in response to a letter directed to the Chair. The Chief Executive would
normally correspond with the Permanent Secretary at DoH on behalf of the Belfast
Trust. The Director of Nursing would liaise with the Chief Nursing Officer, and the
Director of Social Work with the Chief Social Worker. The Chair of the Trust Board
also has a direct link to the Minister for Health, however it should be noted that no
Minister was in place between January 2017 and January 2020 as there was no
Northern Ireland Executive and the Assembly was not sitting. So there are a
number of communication and engagement mechanisms between the Belfast
Trust and the Department of Health, in addition to the likes of Early Alerts.
Following the “Way to Go” SAI report, Richard Pengelly, then the Permanent
Secretary of the Department of Health, set up a Muckamore Departmental
Assurance Group (MDAG). It was jointly chaired by Sean Holland, then the Chief
Social Worker, and Charlotte McArdle, the Chief Nursing Officer. The Belfast Trust
participated in this group and worked to inform its proceedings. At the request of
the Trust Board a risk summit with all statutory stakeholders was held on 29 April
2021 at which the Trust was represented by the Chief Executive, Cathy Jack, and
Gillian Traub, Director. The Chief Executive will be able to inform the MAH Inquiry
about her correspondence with the Permanent Secretary and how she shared the
Trust’s view that MAH was providing the wrong type of care in the wrong place and

should be closed.
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Question 15

Do you recall the Trust Board ever discussing the installation and operation of
CCTV at MAH? If so, please give details

86.Prior to November 2017 | am not aware of there having been any discussion at
Trust Board about CCTV in any Belfast Trust facility. The Trust Board regularly
discussed CCTV at MAH after November 2017, in the context of what had emerged
at MAH. It received assurances that CCTV was operational in almost all of MAH

over a period of time from 2017 to 2018.

Question 16

Other than as addressed in responses to the questions above, please provide
details of any occasions on which you became aware of concerns over the
abuse of patients by staff at MAH and describe your recollection of action taken

at Trust Board level to address such concerns?

87.The first time | became aware of abuse at MAH was, as | have stated previously,
in the later part of 2017. As a result of the emerging issues, the Trust Board
exercised regular oversight of issues pertaining to MAH as set out in the extensive
Board minutes already referred to. | was not aware of any incident of abuse prior
to this.

Question 17

Were you aware of the Winterbourne View scandal in England and the
Transforming Care work undertaken by the NHS? If so, what was your view of
the subsequent steps to reduce hospital beds in England, and the associated
initiatives such as STOMP (“stopping over medication of people with a learning
disability, autism or both”)? Did you or the Board consider whether similar

initiatives should be applied in Northern Ireland? If not, why not?
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88.1 understand that the Winterbourne review occurred in 2011, which was a
considerable time before | joined the Trust Board of the Belfast Trust in 2014. |
became aware of the Winterbourne review in late 2017 when we appointed its
author as the independent chair of the Level 3 SAlI at MAH. | have since read the
Winterbourne review report, and the recommendations coming from the
Department of Health in England, but | have never heard of the STOMP initiative
which | understand wasn’t promoted in England until 2016. | am also aware of

further reviews of abuse at institutions in England such as Whorlton Hall in 2019.

Question 18

Do you wish to draw to the attention of the Panel any other matters not covered
by the above questions that may assist in the Panel’s consideration of the Terms

of Reference?

89.In relation to the Family Liaison Officers (FLOs), the Trust had created these roles
to support parents/family members/carers as they dealt with the trauma of being
advised that their loved ones had been mistreated at MAH whilst in the Trust's
care. Martin Bradley the Deputy Chair and | met the FLOs on the 9 February 2023
and received a paper from them in respect of issues they wanted to raise. | sent a
note of the meeting and a memo to the Chief Executive and Executive Director of
Social Work, Tracey Reid, from whom | received a reply. | exhibit this material
behind Tab 22 in the exhibit bundle. | understand that work in this regard is ongoing

in the Belfast Trust.

90.1 am obviously deeply sorry that patients at MAH in the care of Belfast Trust were
abused and neglected, and that staff who witnessed such events did not report
matters as they should have. | do not believe that behaviour reflects the approach
of the vast majority of staff of the Belfast Trust. It is certainly not something
acceptable to the Trust Board | was part of, or the Executive Team with whom we
closely worked. We always intended to have, and were doing our best to have,

the best governance system in place that we could to help provide the best services
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we could to the patients who required the help of the Belfast Trust. Where the
governance system didn't work sufficiently, whether because of how it was

designed, or how it was operated by staff, then | apologise for that as well.

91.1 will be happy to respond to any further questions raised by the MAH Inquiry.

Declaration of Truth
The contents of this witness statement are true to the best of my knowledge and belief.
| have, to the best of my ability, either exhibited or referred to the documents which,

collectively, | believe are necessary to address the matters on which the MAH Inquiry

Panel has requested me to give evidence.

Signed: Peter McNaney

Dated: 03 July 2024
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Muckamore Abbey
Hospital Inquiry

MAHI Team

1st Floor

The Corn Exchange
31 Gordon Street
Belfast

BT12LG

M4

28 March 2024

By Post

Mr Peter McNaney

Former Chair BHSCT

29A Tweskard Park N
Belfast

BT4 2JZ

Dear Mr McNaney
Re MAHI Organisational Modules 2024: Request for Witness Statement
The Inquiry is currently preparing for the final phase of evidence. Please see enclosed

a document summarising the ten organisational modules to be heard in this phase:
Organisational Modules 2024.pdf (mahinguiry.org.uk).

It is anticipated that the Inquiry will hear evidence in respect of these modules in
September and October 2024.

The purpose of this correspondence is to issue a request, in the first instance, for a
statement from you that will assist the Inquiry in this phase of evidence. It should be
regarded as a request by the Inquiry Panel for the purposes of Rule 9 of the Inquiry
Rules 2006.

The Inquiry understands that you were Chair of the BHSCT Trust Board between 2014
and 2023.

You are asked to make a statement for the following module:

M9: Trust Board
| have also enclosed for your attention a copy of the Inquiry’s Terms of Reference.
You will note that the module in respect of which you are asked to make a statement

is primarily concerned with the evidence of those in key positions of responsibility for
MAH, past and present, at Trust Board level.
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Please find enclosed a set of questions for Trust Board members that the Panel wish
to be addressed in your statement (“Questions for Trust Board Members”). It would
be helpful if you could address those questions in sequence in your statement. If you
do not feel that you are in a position to assist with a particular question, you should
indicate accordingly and explain why that is so.

Please note that, while the Inquiry has received and heard a considerable body of
evidence about the relevant systems and processes that were in place during the
imefram erms eference, the Inquiry will now be focusing primarily on the

' adequacy and effectiv | of those systems and processes.

Please see enclosed a Statement Format Guide that will assist with the presentation
of your statement. It is important that statements made for Inquiry purposes should
be consistent in format. It is appreciated that the number of required sections will
depend on the range and breadth of issues to be covered and that some flexibility will
be needed to ensure the most effective presentation, but you are asked to adhere to
the Guide to the extent that is possible.

Qe

You are requested to furnish the Inquiry with your completed statement by;;!,O,MayLJL
{2024. Your statement should be uploaded to the Inquiry’s document management
\m’a’t?orm BOX via the following link: (

https://mahinguiry.box.com/s/rn62nby13v2fie92amOiecxgldv21lit

Should you have any issues accessing BOX please email info@mahinguiry.org.uk and
a member of the team will assist you.

Statements made for the purpose of the organisational modules will be published on
the Inquiry’s website.

As noted above, it is anticipated that evidence in these modules will be heard by the
Inquiry in September and October 2024. If there are any dates in those months on
which you will be unavailable to attend the Inquiry to give evidence, please inform the
Inquiry as soon as possible by emailing the Inquiry Secretary
jaclyn.richardson@mahinquiry.org.uk.

If you have any queries about this correspondence, please do not hesitate to contact
me.

Yours faithfully,

Lorraine Keown
Solicitor to the Inquiry

Encs:
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Outline of Organisational Modules April — June 2024: Organisational Modules 2024.pdf

(mahinquiry.org.uk)
MAHI Terms of Reference.
OM2024 Statement Format Guide.

Questions for Trust Board Members.
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M A Muckamore Abbey
= Hospital Inquiry

M9: Trust Board
Questions to be Addressed in Witness Statement

Questions for Trust Board members
1. Please identify:

i. The time period in which you were a member of the Trust Board.

ii. Any sub-committee(s) of the Trust Board of which you were a member.
Please also outline the composition and remit of any such sub-
committee(s).

2. Please explain your understanding of the structures and processes that were
in place at Trust Board level for the oversight of MAH. How effective were those
structures and processes in ensuring adequate oversight of MAH at Trust Board
level?

3. To your recollection, how often was MAH included on the agenda of:

i. Meetings of the Trust Board.
ii. Meetings of the Executive Team.

4. Did you have occasion to visit the MAH site during your time on the Trust
Board? If so, please indicate how often and outline the objectives of the visit(s).

5. Did the Trust Board receive reports on the following (and if so, please indicate
how often):

i. Safeguarding of patients at MAH.

ii. Seclusion rates at MAH.

iii. Complaints relating to MAH.

iv. Resettlement of patients from MAH.

V. Staffing (both establishments and vacancies) at MAH.

6. If the Trust Board did receive reports on the matters set out in 5 (i)-(v) above,
please explain:

i. Who prepared those reports?

ii. Was the information received sufficient to facilitate effective
intervention by the Trust Board, if that was required?

iii. Was the information received monitored over time by the Trust Board?
If so, how was it monitored?
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Please provide details of any occasions on which you became aware of
concerns relating to the matters set out in question 5 (i)-(v) above and describe
your recollection of action taken at Trust Board level to address any such
concerns.

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

Did the Trust Board’s approach to cost savings and efficiencies in relation to
MAH differ from the approach taken to other service areas within the Trust? If
so, please explain how and why it differed.

From 2010 onwards, following bed closures at MAH:

I. How did the Trust Board assure itself that the reorganisation of wards
was safe?

ii. Were concerns about ward staffing (both establishments and vacancies)
at MAH raised with the Trust Board? If so, please describe your
recollection of any actions taken by the Trust Board to address those
concerns.

Were any issues relating to MAH ever included in:

i. The Delegated Statutory Functions Report?
ii. The Corporate Risk Register?

If so, please describe the issues that were included. Please also explain your
recollection of whether those issues were discussed at Trust Board meetings.

Were SAls which occurred at MAH always reported to the Trust Board? If so:

i. What information did the Trust Board receive in respect of SAls?
ii. Were SAls discussed at Trust Board meetings?
iii. What actions did the Trust Board take in response to SAls?

How did the Trust Board consider and respond to inspection reports relating to
MAH prepared by RQIA? How did the Trust Board assure itself that any
required actions were addressed within the timeframe of any Improvement
Notices?

Did the Trust Board ever escalate issues related to MAH, or formally
correspond with DoH, in relation to problems such as staffing shortages or
challenges around resettlement? Please provide your recollection of what, if
any, issues were escalated and what the outcome of that escalation was.

48 of 1257



1Sk

16.

17.

18.

MAHI - STM - 302 - 49

Do you recall the Trust Board ever discussing the installation and operation of
CCTV at MAH? If so, please give details.

Other than as addressed in responses to the questions above, please provide
details of any occasions on which you became aware of concerns over the
abuse of patients by staff at MAH and describe your recollection of action taken
at Trust Board level to address such concerns?

Were you aware of the Winterbourne View scandal in England and the
Transforming Care work undertaken by the NHS? If so, what was your view of
the subsequent steps to reduce hospital beds in England, and the associated
initiatives such as STOMP (“stopping over medication of people with a learning
disability, autism or both”)? Did you or the Board consider whether similar
initiatives should be applied in Northern Ireland? If not, why not?

Do you wish to draw to the attention of the Panel any other matters not covered
by the above questions that may assist in the Panel's consideration of the
Terms of Reference?
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m Belfast Health and
4 Social Care Trust

caring supporting improving together

Minutes of the Confidential Trust Board Meeting
Held on 5 July 2018 at 9 am
in the Boardroom, Belfast City Hospital

Present

Mr Peter McNaney

Mr Martin Dillon

Prof Martin Bradley
Professor David Jones
Mrs Miriam Karp,

Dr Patrick Loughran
Ms Anne O’Reilly

Mr John Growcott

IN ATTENDANCE:

Dr Steve Austin
Mrs Marie Heaney
Mrs Jacqui Kennedy

Mrs Caroline Leonard
Mrs Bernie Owens

Mrs Jennifer Thompson
Ms Claire Cairns

Mrs Bronagh Dalzell

Apologies

Mrs Nuala McKeagney
Mr Gordon Smyth

Dr Cathy Jack

Miss Brenda Creaney
Mrs Maureen Edwards
Mr Aidan Dawson

Chairman’s Business

a. Conflicts of Interest

Chairman

Chief Executive

Non-Executive Director - Vice-Chairman
Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Director Social Work/Children’s Community
Services (Interim)

Deputy Medical Director (on behalf of Dr Jack)
Director Adult, Social and Primary Care
Director Human Resources/

Organisational Development (Interim)

Director of Surgery and Specialist Services
Director Unscheduled and Acute Care

Director Performance, Planning and Informatics
Head of Office of Chief Executive

Head of Communications

Non-Executive Director

Non-Executive Director

Deputy Chief Executive/Medical Director

Director Nursing and User Experience

Director of Finance

Director Specialist Hospitals and Women's Health

There were no conflicts of interest reported.

b. Executive Director of Social Work/Director of Children’s Community

Services

Mr McNaney advised a recent interview process had resulted in a successful
appointment to the Director of Social Work post and he wished to record Trust

1
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Boards congratulations to Mrs Carol Diffin as the successful candidate who
would be taking up post on 1 September 2018.

c. Dr Jack and Family

Mr McNaney wished to reflect that members’ thoughts were with Dr Jack and
her family at this difficuit time.

Report of the Chief Executive
a. Neurology Review

Mr Dillon advised that the RQIA had written to the Trust regarding the Review
of Governance of Outpatient Services in the Trust, with a particular focus on
Neurology and other High Volume Specialties. The RQIA intended to
complete the review in six months with the report submitted to DoH by mid-
December, 2018.

Highlighting key areas Mr Dillon advised that Mrs Caroline Leonard had
agreed to be the lead contact for this process.

Mr Dillon advised it was anticipated the panel referenced in the letter would
visit the Trust for a week in September and preparations were now underway
with a meeting to discuss scheduled with RQIA .

Mr Dillon briefed members on recent discussions regarding the impact of this
issue, which had taken place with Neurologists, Dr Jack and Mrs Owens and
advised of plans to facilitate a further meeting with the Permanent Secretary,
CMO and the team.

Mr Dillon advised the Coordinating Group was due to meet 6 July. Due to
annual leave Mr Brian Armstrong would be attending on behalf of Mrs Owens.

Mrs Owens presented the data report in respect of the Patient Call Back
involving a total of 2529 patients. She advised the Trust was on track to
deliver the review programme within the agreed 12-week period. Mrs Owens
pointed out that some patients had declined an appointment and others had
requested a date out with the 12-week period and these arrangements were
being put in place.

In response to assurances sought by Mr McNaney, Mrs Owens advised the
minimum duration of appointments was 30mins with a number longer,
explaining further the nature of conversations with patients regarding their
diagnosis depending on test results etc.

Highlighting how traumatic this could be some patients, Professor Bradley
queried arrangements for psychology input.

Remaining concerned, following assurance from Mrs Owens Prof Bradley
sought further clarity.
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Mr Dillon advised he would commit to provision of more detailed
explanation/description of arrangements for Trust Board if helpful.

Professor Jones joined the meeting.

Mr Dillon continued to explain the set up at clinics and the role of the Senior
Managers on duty meeting and greeting patients and referring for counselling
services as required.

Mr Dillon highlighted ongoing work with charities, explaining this support
option was also signposted to patients at clinics and identified on the website.
He also advised that Mrs Patricia Donnelly had developed a service user
survey for the DoH in relation to the patient call back.

In responding to a further request for assurances from both Prof Bradley and
Mr McNaney, Mrs Owens advised she could provide absolute assurance
regarding the immediate support available at clinics with follow up telephone
calls from a psychologist.

Mr McNaney commented a lot of information provided was immediate
feedback and suggested the need for this to be triangulated with longer-term
feedback.

Following a comment from Ms O’Reilly endorsing the need for more
information the discussion continued. It was agreed Trust Board would be
provided with detailed information from a number of sources to allow
triangulation of information for assurance, including the outcome of a patient
survey, feedback from charities involved, a copy of an information leaflet
discussed and if possible a patient story to Trust Board as soon as possible.

Mr Dillon provided assurance that a lot of diligent work was being undertaken
by Trust staff and an outcome report will be prepared in due course. He
further advised that an exercise would be undertaken by the PHA to grade if
any patient harm had occurred.

Dr Loughran confirmed he was content with the commentary but sought an
update on the 100 patients who had initially not responded to attempts to
contact.

Mrs Owens advised the latest figures were 38 remain still to be contacted and
explained ongoing actions advising next step would be to visit addresses.

Trust Board agreed to note progress and sought future triangulated
information and assurance around support being provided to patients.

Trust Board also acknowledged the importance of appropriately

acknowledging the work of staff and agreed an opportunity to do so might
present itself during a learning lunch in September proposed by Mrs Owens.
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Mr McNaney drew attention to correspondence from Miss Christine Lynch, on
behalf of the “We Support Dr Watt” group, outlining concerns regarding the
review process and asking that Dr Watt be permitted to return to work.

Following discussion Mr McNaney asked Mrs Owens to follow-up on the
issues raised in Miss Lynch’s correspondence.

Prof Bradley asked that a copy of the Trust response be provided to
members.

Mr Dillon advised that TIG was prioritising a regional review of Neurology
Services.

b. IHRD Report Update

Mr Dillon provided an overview of progress in relation to Department of Health
Work streams, referencing ongoing work at Trust level to understand gaps
against the recommendations in the IHRD report.

Mr Dillon updated in relation to ongoing action regarding staff named and
criticised in the report. Referencing a previous meeting Mr Dillon confirmed
staff named did not present a current safety risk and referenced MHPS
processes completed previously. Mr Dillon continued to explain the current
process, describing the work of DDRC Group which manages all Health,
conduct & performance concerns regarding Doctors and Dentists operates
within the Department MHPS DHSSPS framework and is overseeing these
cases. He advised this approach had been shared with NCAS. He also
advised that in addition Verita, (independent expert company) had also
agreed to carry out any formal investigation required.

Mr McNaney provided a summary of the recent meeting with the families of
the children involved.

Mr McNaney explained families were offered a personal apology and provided
with an outline of steps taken however, families continued to seek answers as
to why Doctors had not been excluded.

In response to a query from Professor Bradley, Mr Dillon advised of the Trusts
responsibilities as an employer. Mr Dillon advised staff also had rights and the
MHPS process ensured appropriate management, some staff may need to
proceed to formal investigation stage and if disciplinary action is required then
it will follow.

Mrs Kennedy confirmed Doctors are subject to Trust disciplinary processes
and the correct route is via MHPS. The steps are clearly laid out and any
decision to exclude was very clearly defined criteria. Mrs Kennedy provided
assurance of the Trust complete adherence to these processes.
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In responding to a query from Professor Bradley regarding how Doctors gave
evidence, Mrs Kennedy confirmed this fell under the conduct element of these
processes.

Professor Bradley commented on the importance of now giving NCAS space
to complete their work.

Further to a suggestion from Mrs Karp regarding the potential for all those
identified, to proceed automatically to formal investigation given potential
criticism about transparency, discussion followed regarding the balance
required around retaining public confidence, satisfying families and ensuring
fair processes.

Mr McNaney stated the Medical Director is responsible for the safety of
practice, recommending members reflect to her concern regarding the issue
of probity and seek assurance that it is taken into account.

In response to further concerns from Ms O’Reilly, Mr Dillon stated there
should be no doubt that all those identified were being taken through a
process of MHPS, all had been written to and all had self-referred to the
GMC.

Mr Dillon continued that within MHPS DHSSPS framework each individual
case had a nominated Non Executive Director and for these cases it had been
agreed this would be Mrs Miriam Karp.

Dr Austin reminded members of the time elapsed between the incidents and
the Inquiry. Acknowledging the importance of public confidence, he also
highlighted the importance of staff confidence, emphasising the need to
remember individuals were involved and therefore actions needed to be
balanced and proportionate.

Dr Loughran confirmed his confidence in the process, stating twelve Doctors
each was subject to internal processes; subject to external review and this
needs to be allowed to run. He pointed out the Trust Board cannot interfere
and cautioned of the potential to bring process to a standstill.

Responding to a query from Professor Bradley, Mr McNaney advised he
understood Verita had already indicated possibly receiving evidence from
families.

Mr McNaney summed up the discussion reiterating the Trust approach had
been confirmed as appropriate by NCAS and Verita had been engaged to
complete the external element. Mr McNaney suggested as a way forward,
Trust Board should receive regular updates on progress to include the issue
of probity and would not wish to interfere in process but rather receive
assurances.

Professor Bradley commented he believed the Trust was following
appropriate processes.
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Responding to a query from Professor Jones, Mr Dillon confirmed he was
confident in the event of being challenged the DDRC Group consisted of the
correct people.

Mrs Karp explained her role and responsibilities within the framework further
to a query from Ms O’Reilly.

c. Muckamore Abbey Hospital — Update

Mrs Heaney provided an update regarding ongoing investigations and
oversight arrangements at Muckamore Abbey Hospital, summarised in a table

paper.

Mrs Karp commented that she was very pleased to note that the additional
staff recruited were now being phased in with eight healthcare workers
commencing in June with a further 10 min July . This will be followed by the
phasing in of staff nurses from August onwards. Mrs Heaney confirmed for
Mrs Karp that the healthcare support nurses were being supervised and
supported by clinical psychology. Mrs Heaney also clarified for Mrs Karp that
a comprehensive induction and support programme was being developed for
the new staff to ensure they had the appropriate guidance and support.

in response to clarification sought by Prof Bradley, Mrs Heaney confirmed of
the three staff no longer working one had been dismissed with the remaining
two currently suspended whilst disciplinary processes remain ongoing.

d. Commissioner for Older People NI — Investigation into Dunmurry
Manor Nursing Home

Mrs Heaney referred to the Commissioner for Older People NI (COPNI)
Dunmurry Manor (DM) report issued on 13 June, 2018 and advised that the
Trust was considering the recommendations within the report. She explained
that SEHSC Trust is the host Trust with the lead role in the management and
co-ordination of the Adult Safeguarding investigation. In this context BHSCT,
as one of the placing Trusts, will be working closely with all Trusts regarding
agreed action plans to address the recommendations.

Mrs Heaney advised the Trust had written to all next of kin of residents
currently in DM to offer reassurance and support this was also being followed
up with a telephone call. In addition a similar letter was issued to all next of
kin for all residents BHSCT has responsibility for in care homes.

Mrs Heaney reported that DM was owned by Runwood Homes Ltd., and has
a care home in the BHSCT geographical area, Clifton House. The Trust is
undertaking weekly monitoring visits to this facility and a number of issues are
being followed up.

Members were advised that since opening BHSCT had placed 63 residents in

DM in the first two years, currently there are 25 BHSCT residents in DM. Mrs
Heaney advised during the COPNI investigation period the Trust had
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responded to a total of seven incidents, which had met the threshold of an
adult protection investigation. These included five incidents deemed to be of
a sexual nature, involving resident with a diagnosis of dementia. One incident
was of a physical nature and again involved residents deemed to lack
capacity. A further serious incident in relation to pressure damage was also
investigated and forms part of the COPNI report.

Mrs Heaney advised as part of the adult protection investigation, a wider
screening in relation to Trust residents was undertaken and through this three
individuals care had issues of concern and were reviewed. None of the
records reviewed required investigation under the Adult Safeguarding Policy
or referral to the PSNI. From September 2014 to June 2018 a number of
incidents had been reported to the Adult Protection Gateway Team.
However, these did not meet the threshold for investigation and were referred
to the community social work teams for safeguarding investigation and follow

up.

Mrs Heaney advised that in response to serious concerns in 2014/15 the
Trust had carried out care reviews in relation to all Belfast residents in DM.
Enhanced monitoring was introduced in DM by keyworkers, initially on a
fortnightly basis. Inter-Trust meetings had agreed a more co-ordinated
approach with weekly monitoring undertaken. Where safeguarding concerns
were identified discussion took place between BHSCT ASGT and SEHCT
ASGT. Inter-Trust meetings were held to discuss concerns and agree an
action plan between SEHSCT and DM.

In relation to current arrangements in DM, Mrs Heaney advised that a Care
Review and Support Team (CReST) practitioner was appointed to DM in April
2018. The practitioner is currently responsible for a number of Trust
permanent residents. The CReST Service Manager undertook a monitoring
visit on 25 June 2018 using the “Early Indictors of Risk Assessment Tool” with
no issues identified and overall feedback had been positive.

In response to Professor Bradley, Mrs Heaney provided further assurance
regarding remaining patients.

Ms O’Reilly advised oversight would be provided to the Social Care
Committee and commended the CReST model in providing assurance there
were no issues in respect of current residents.

In response to a query regarding moving forward and preparing for the future
Mrs Heaney reinforced the need to develop this sector through partnership
and Quality Improvement, flagging the need for future investment in the long-
term care environment.

e. Dementia Ward — Knockbracken
Mrs Heaney provided a briefing in respect of workforce issues in a dementia

ward on the Knockbracken site and arrangements being put in place to
manage the situation.
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In response to a question from Mrs Karp, Mrs Heaney advised that there were
very strict monitoring arrangements in place to safeguard the patients.

Members noted the position.
f. Audiology

Mr Dillon outlined an emerging issue involving concerns raised by the Health
Service Executive (HSE) regarding Paediatric Audiology services provided to
Mayo and Roscommon by BHSCT. In addition to these concerns, Mr Dilion
informed the Board of delays in responding to communication from HSE
received by the Trust and apologised for the handling of this aspect by the
CEO’s office. Mr Dillon advised Mrs Caroline Leonard was currently leading
on follow up of the issue regarding the provision of this service in Mr
Dawson’s absence and invited Mrs Leonard to provide a briefing.

Mrs Leonard provided assurance that the current BHSCT service was secure
and the individual at the centre of concerns no longer had a clinical portfolio
and at present was absent from the Trust.

Mrs Leonard explained some of the difficulties encountered in initially
assessing the extent of the potential impact of the issue, outlining areas of risk
such as Audiologists not required to register with a professional governing
body as with other professions, making it less clear-cut to routinely assure
competence.

Mrs Leonard explained this service is overseen as a diagnostic service and
there had been initial difficulty in defining patient groups who could potentially
be affected, which was compounded by current ill health of a key member of
clinical staff. However, a risk assessment was underway and Mrs Leonard
explained the methodology used which included identifying the cohort of
potentially affected patients and chart review by a retired audiologist to
determine if there had been risk exposure. Mrs Leonard confirmed the Public
Health Agency was also fully engaged.

In response to a request for assurance regarding ensuring communications
would be acted on appropriately, Trust Board were advised of work
commenced to progress a document management system, which included an
audit trail and supported robust monitoring of documents and associated
responses.

g. Medicinal Cannabis Oil Licence

Mr Dillon briefed members the Trust had been notified this morning that a
mother and her 12 year son (who has severe epilepsy and had been the
centre of a campaign to see cannabis oil licensed for medicinal use in the UK)
were travelling back to Northern Ireland from London this afternoon.

Mr Dillon outlined the young boy’s circumstances relating to the issuing of an
emergency licence from the DoH in order that he could receive the medicinal
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cannabis oil. The DoH and Trust staff were working to co-ordinate the
application and licence issue to BHSCT to allow the young boy to receive the
medication in the RBHSC.

Members noted the position.

58 of 1257



MAHI

- STM - 302 - 59

S

Belfast Health and
Social Care Trust

caring supporting improving together

Minutes of the Confidential Trust Board Meeting
held on 3 December 2020 at 9.00 am
via Microsoft TEAMS (due to COVID-19 guidance)

Present

Mr Peter McNaney
Dr Cathy Jack

Professor Martin Bradley

Professor David Jones
Dr Patrick Loughran
Mrs Miriam Karp,

Mrs Nuala McKeagney
Ms Anne O'Reilly

Mr Gordon Smyth
Miss Brenda Creaney
Mrs Carol Diffin

Mrs Maureen Edwards

Mr Chris Hagan

In Attendance:

Dr Brian Armstrong
Mr Aidan Dawson
Mrs Jacqui Kennedy

Mrs Bernie Owens
Mrs Charlene Stoops
Ms Gillian Traub

Dr Clodagh Loughrey
Ms Claire Cairns

Ms Paula Forrest

Mr Wesley Emmett
Miss Marion Moffett

Apologies

Mrs Caroline Leonard
Mrs Bronagh Dalzell

Chairman

Chief Executive

Non-Executive Director — Vice-Chairman
Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Director Nursing and User Experience
Director Social Work/Children’s Community
Services

Director Finance, Estates and Capital
Development

Medical Director

Interim Director Unscheduled and Acute Care
Director Specialist Hospitals and Women’s Health
Director Human Resources/Organisational
Development

Director Neurosciences, Radiology

Director Performance, Planning and Informatics
Interim Director Adult and Primary Care

Interim Director Surgery and Specialist Services
Head of Office of Chief Executive

Co-Director Nursing — For Min.

Management Consultant - Observing

Minute Taker

Director Surgery and Specialist Services
Head of Communications

51/20 Minutes of Previous Meeting

The minutes of the confidential Trust Board meeting held on 1 October 2020
were considered subject to minor amendments.
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Matters Arising

No items raised

Chairman’s Business

a. Conflicts of Interest

There were no conflicts of interest reported.
Chief Executive’s Report

a. Emerging Issues

i. Family Planning Services

Dr Jack advised on a concern which had arisen in the Family Planning
Service relating to the management of women treated by Dr A. Dr A has
been fully clinically restricted since August 2020. In October 2019 an SAl
was notified about a unplanned pregnancy in a lady who should have had a
long term contraceptive device implant. Then in December 2019 there was a
further SAI notification about a woman having 2 implants (one not being
removed). On the basis of an SAl Action Plan Dr A was identified as needing
remedial training. Dr A was met with in March 2020 and underwent the
required training.

In August 2020 a nurse colleague raised concerns around Dr A’s practice. It
also came to light another women had a second implant linked to Dr A and
another woman had an unplanned pregnancy.

Dr Jack apologised that Trust Board had not been advised of the restriction in
September.

Mr Dawson advised the Trust is working with PHA, DoH and SEHSCT (Dr A
had clinics in Bangor) and are putting in place arrangements to review 667
patients seen by Dr A during the period October 2017 and August 2020.

Members noted Dr A is presently being investigated under the Maintaining
High Professional Standards process.

Dr Jack advised there was a delay in the SAI reporting and a review of the
process is being undertaken, led by Mr Dawson. In addition all Directorates
are undertaking a review to identify peripheral clinics where there could be
vulnerabilities if clinicians are working in isolation.

Mrs Karp sought clarification in relation to Dr A’s restriction. Dr Jack advised
Dr A is not off sick they are suspended with no patient facing duties.

60 of 1257



MAHI - STM - 302 - 61

In response to a comment from Professor Bradley, Mr Dawson advised a
communication strategy is being developed and would include a briefing with
political parties’ health representatives.

Mr McNaney reflected on learning for the Neurology and Muckamore Abbey
Hospital inquiries and stated that Trust Board should be advised at the time a
doctor is restricted. He also expressed his disappointment that the review of
lone workers has not been completed and sought assurance that this work
would be completed as soon as possible.

Dr Jack advised that the Chairs of Division have been asked to review their
areas in relation to lone working. She stated that discussions are ongoing
with the Royal College to introduce Peer Review. Mr Hagan is developing a
protocol that twice a year 10 randomly selected notes from two clinics will be
pulled for all doctors across the organisation to ascertain if there ae any
concerns.

ii. EU Exit

Mrs Kennedy presented a paper highlighting key issues for the Trust in
relation the end of the transition period (EOTP) on 31 December 2020
following the UK’s withdrawal from the European Union.

Members noted the Trust's contingency planning in respect of healthcare
supply chain, access to healthcare/movement of people and data transfer.

iii. Health Committee

Dr Jack advised that she, together with Chief Executive colleagues had been
invited to the Health Committee on 17 December to talk about Covid-19
response and waiting lists.

b. Covid-19 Update

Mr Hagan paid tribute to Mr Tony Doherty who had sadly died from Covid on
3 November, Mr Doherty had worked in Patient and Client Services for many
years and will be greatly missed his colleagues and friends in the Trust.

Mr McNaney advised he and Dr Jack had written to Tony’s wife and wished to
formally express members condolences to the Doherty family.

Mr Hagan presented a report on the current Covid position. The number of
cases had fallen since his previous report. The maximum number of cases
had been 183 on 12 November, there were currently 119 in hospital (11
ventilated). There have been a total of 31 healthcare workers admitted with
Covid since the beginning of the pandemic.

Mr Hagan advised plans are being put in place to open up the old Critical

Care unit on the RVH site as a Covid Intensive Care Unit with 28 beds. This
would free the BCH site to restart elective surgery.
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In relation to Nosocomial Covid-19 Infections, Mr Hagan advised since April to
end of November 2020 there had been a total of 40 outbreaks declared
across Trust facilities in both primary and secondary care settings. This is a
significant increase in the number of outbreaks declared during the second
Covid-19 surge, when compared to the first surge, i.e. 8 between April and
July 2020; and 32 between September and November 2020. The Infection
Control Team carried out a review of these areas and identified some non-
compliance around hand hygiene and use of PPE. Mr Hagan and Miss
Creaney have discussed the findings with the IPC team and agreed actions to
address the non-compliance.

e Covid-19 Vaccination Programme

Dr Jack advised that Mrs Owens was the lead Director for the Covid
Vaccination Programme.

Mrs Owens explained the Covid-19 Pfizer vaccine is expected to be delivered
to Northern Ireland this week. Each Trust is required to start vaccinating staff
on 14 December and have all staff vaccinated with the first dose of vaccine by
7 January 2021. The second dose of the vaccine must be given 28 days later.

The Trusts Vaccination Centre will be the vacant ground floor of the Non-
Clinical Support Building (NCS). The vaccinations will be given by trained
peer vaccinators and senior nursing staff who will complete 3 hours of specific
Covid vaccine training, having had 17 hours training before becoming peer
vaccinators. A pharmacist is required to be in the Vaccination Centre at all
times to ensure the appropriate management of the drug. Standard operating
procedures have been developed in line with PHE guidance.

Trust staff from hospital and community settings will be vaccinated in the
NCS. The plan is to have regular transport to and from hospital and
community settings to facilitate access. Staff from the Independent sector,
primary care and other Trusts can also have their vaccine in the Trust's
centre.

The centre will operate 12 hours per day, 8am to 8pm, 7 days per week, with
the exception of Christmas Day and Boxing Day. This will provide capacity to
deliver 1,080 vaccines per day.

Mrs Owens advised the DoH is adopting a four nations approach to the
vaccination programme. The DoH had recently been advised that the
expected number of vaccines may not be received in Northern Ireland in
January, which will have an impact on delivering the programme. Due to a
change in the Joint Committee on Vaccination and Immunisation (JCVI)
guidance clarification is awaited from the DoH regarding administering second
dose i.e. in 21 or 28 days. The regional booking system automatically issues
an appointment for second dose 21 days after the date of the first dose, this
will have to be revised if changes to 28.

62 of 1257



MAHI - STM - 302 - 63

In relation to the Oxford vaccination, due in December, JCVI guidance for this
vaccine is 28 days for second dose. As the Oxford vaccine is more mobile
DoH plan that Primary Care will be able to administer the vaccine to nursing
homes from 4 January 2021. However, clarification is awaited from the DoH
in relation to this.

Dr Jack briefed members on a data breach relating to a vaccination trial,
instead of issuing an email to individual people the email had been circulated
to a number of people, Information Governance have been notified.

Mr McNaney acknowledged the enormous amount or work undertaken in a
short amount of time and thanked Mrs Owens and the Covid Vaccination
Team.

c. Valencia, Knockbracken Healthcare Park

Miss Traub presented an update report in relation to Valencia, Knockbracken
Healthcare Park.

Members noted the report.
d. Meadowland, Musgrave Park Hospital

Dr Armstrong presented an update report in respect of actions being taken to
address issues in Meadowlands, Musgrave Park Hospital

Members noted the report.

e. Learning Disability Services including Muckamore Abbey Hospital
Miss Traub presented the Patient Safety Report in respect of Muckamore
Abbey Hospital. She referred to the RQIA unannounced inspection on 27-29
October 2020, and advised a feedback meeting has been scheduled with
RQIA on 11 December 2020.

Ms O’Reilly advised she was meeting with Ms Creaney and Mrs Karp to
discuss her new role as Lead Non Executive Director for Learning Disability
was looking forward to supporting and working with families in developing the
role.

Ms Traub advised a meeting is being scheduled with families and Ms O’Reilly.
Members noted the Historical CCTV and Disciplinary Process reports.

Mr McNaney welcomed the progress being made in respect of the disciplinary
procedures.
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f. Neurology

Mrs Owens advised that as yet the DoH have not agreed a date to publish the
Outcomes 2 report. In relation to patient recall the HSCB and PHA have
completed the review of records which identified 4,046 patients who had been
prescribed the drugs listed. The Trust is in the process of validating this
information. It is proposed these will be telephone reviews in the first instance
followed by a face to face review if required. Itis anticipated it will take 6 to 8
weeks for the Trust to complete the case note review.

In relation to Blood Patch procedure, the 22 records have been forwarded to
the Royal College.

The DoH had indicated to Dr Watts solicitor they intended to provide the
Verita Report in draft form to the Inquiry. Dr Watts solicitor has made an
application for an injunction to the High Court. The Hearing has been listed
for 7 January 2021, Counsel has been engaged through DLS to represent the
Trust.

Members noted the Minister had announced on 24 November the Neurology
Inquiry will complete as a Statutory Public Inquiry (SPI). The Trust is seeking
clarification as to the process that will apply as the Inquiry moves to an SPI.

g. RCS Invited Review of Cardiothoracic Surgery Services

Mr Hagan presented an update in relation to action being taken to address the
issues raised by the RCS following the Cardiothoracic Surgery Review.

Dr Jack advised the out-of-hours protocols for trainees have now been
developed providing clear escalation procedures. Mr Hagan advised that
he had a further meeting with the trainees recently which had been very
positive.

Members noted the report.

h. IHRD

Mr. Dawson presented recent correspondence from the DoH in respect of
changes to the IHRD programme structure and providing an update on the
current and future work of the programme.

Ms O'Reilly advised she had recently attended a meeting of the Being Open
Group at which the consultation process had been discussed, including a

stakeholder engagement plan and public survey.

Mrs Kennedy advised there is regional training programme being developed
in relation to Just Culture.

In noting the position Mr McNaney referenced the need for the Just Culture
Agenda workstream to be taken forward alongside the Duty of Candour.
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54/20 Director of Nursing and User Experience
a. Nursing Workforce
Mr McNaney welcomed Ms Forrest to the meeting.

Miss Creaney gave a detailed presentation on the Nursing and Midwifery
Workforce Strategic Plan and explained the plan was a work in progress. She
wished to thank Professor Bradley and Mrs McKeagney for their support to
date. She explained the purpose of the presentation was to update Trust
Board on the current issues and actions being undertaken and proposed
future actions with regard to improving the overall Nursing and Midwifery
workface position with the aim to make Belfast the employer of choice for
Nurses and Midwives

Miss Creaney highlighted that the nursing and midwifery workforce across the
Trust has experienced challenges in recruitment and retention over the last 10
years, in spite of a number of strategies, increase in postgraduate places and
international recruitment. The current Trust vacancy level is 17.2 %. The
current workforce availability does not meet the pace of service development
and demand for nurses and midwives across the province. This is also
replicated across the UK and globally.

Miss Creaney advised that Divisional teams have developed action plans
specific to their areas. The Trust is working with commissioners, the DOH,
Belfast City Council, trade union colleagues and the three universities who
provide post graduate Nursing and Midwifery education across NI.

Mrs Kennedy referred to the workforce capacity and pointed out that if the
Trust was successful in recruiting all nurse graduates it would not have any
significant impact on the nurse vacancy position. The Trust needs to be
innovative and creative in attracting nurses from other countries. The Trust is
part of the regional international recruitment campaign with 23 successful
candidates due to take up employment in the Trust in November/December.
The DoH is planning a further international recruitment campaign.

Mr McNaney emphasised the need for Trust Board members to work together
to improve and develop coherent solutions in relation to nurse recruitment.

Professor Jones reflected on the need to clarify what the targets are in
relation to addressing the issues. He emphasised the need to find solutions
and partnership working with education providers to develop appropriate
training programmes to ensure people have the skills required. Professor
Jones stated that he was committed to working with Directors to bring forward
a plan to address the nursing workforce issues.

Mrs Edwards explained that a workforce strategy will require a full business

case to be developed, including a full financial analysis and various funding
methodologies for submission to the DoH.
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Mrs Karp referenced the risk to the organisation and the need to be innovative
in creating a skill mix of roles to meet service need i.e. an apprenticeship
scheme. She referenced the need to learn from good practice in other
countries and the role of Nurse Practitioners in England.

Professor Bradley commented on the need to increase student graduate
programmes and develop appropriate skill sets across professions. The Trust
needs to bring forward proposals to assist the DoH in addressing the regional
workforce issue.

Mr Smyth commented on the high cost and reliance on agency staff which is
not sustainable. He also highlighted the need for a retention strategy to
encourage staff to remain in the Trust.

Mrs McKeagney acknowledged the need for further development of the
workforce plan and strategy and said she would be supported members
comments and the need for further development of the nursing strategy.

Ms O’Reilly commented on the need for health and social care roles to clearly
be defined. She advised the Northern Ireland Social Care Committee are
currently considering the needs of a workforce for health and social care.

Mrs Diffin advised that a social work/social care workforce strategy is in the
early stages of development and reflected on similar issues as nursing.

Dr Jack stated the need to look at competence based models, based on
population needs. She advised the Trust was linking with Northumbria Trust
to learn from their theatre workforce model.

Members reflected on learning from Covid and how staff had been trained to
be redeployed in ICU.

Miss Creaney referred to exploring non nursing roles

Dr Jack undertook to discuss with the Chairman the establishment of an
Oversight role for Non Executive Directors to contribute to the development of
a nursing workforce strategy which would be presented for further discussion
by Trust Board in early 2021.

Following a lengthy discussion Mr McNaney stressed the need for Trust
Board to ensure the nursing workforce issues are addressed in the interests
of the safety and effectiveness of the organisation. He wished to record his
appreciation to Professor Jones, Professor Bradley and Mrs McKeagney for
their offer to collaborate with Director Colleagues to develop the strategy.
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BOARD ASSURANCE FRAMEWORK

2016-2017

Board Assurance Framework 2016-2017 fv Approved Jul 2016 1
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1. Introduction

The Board of Directors of the Belfast HSC Trust (The Board) has a responsibility
to provide high quality care, which is safe for patients, clients, young people,
visitors and staff, and which is underpinned by the public service values of
accountability, probity and openness.

The Board is responsible for ensuring it has effective systems in place for
governance, essential for the achievements of its organisational objectives. The
Assurance Framework provides the structure by which the Board’s
responsibilities are fulfilled.

The Assurance Framework is an integral part of the governance arrangements
for the Belfast HSC Trust and should be read in conjunction with the Trust
Corporate Management Plan 2016-2017.

The Assurance Framework (and Principal Risk Document) describes the
organisational objectives, identifies potential risks to their achievement, the key
controls through which these risks will be managed and the sources of assurance
about the effectiveness of these controls. It outlines the sources of evidence
which the Board will use to be assured of the soundness and effectiveness of the
systems and processes in place to meet objectives and deliver appropriate
outcomes.

This framework should provide the Board with confidence that the systems,
policies, and people are operating effectively, are subject to appropriate scrutiny
and that the Board is able to demonstrate that they have been informed about
key risks affecting the organisation.

The Directors of the Belfast HSC Trust have:

o Defined Corporate objectives’;

¢ |dentified principal risks that may threaten the achievement of those
objectives;

e Controls in place to manage these risks, underpinned by core Controls
Assurance Standards;

e Explicit arrangements for obtaining assurance on the effectiveness of
existing controls across all areas;

! Belfast Health and Social Care Trust — Trust Vision & Corporate Plan 2013/4-2015/6; Corporate
Management Plan 2015/6 & Trust Delivery Plan 2015/16
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On an ongoing basis the Board will:
e Assess the assurances given;
e |dentify where there are gaps in controls and/or assurances;
e Take corrective action where gaps have been identified; and

¢ Maintain dynamic risk management arrangements including, crucially,
a regularly reviewed Principal Risk Document.

2. Strategic Context

In order to produce the outcomes for which the Department of Health (the
Department) is ultimately responsible, a strong partnership is required between
the Department and those HSC organisations which commission and deliver the
services that lead to those outcomes. The objectives of both partners are
therefore inextricably linked.

The Minister's Commissioning Directions and the HSCB/PHA annual
Commissioning Plan reflect the focus on reform and modernisation of services
within the context of the resources available, as well as the attainment of
efficiency targets. Together they form an action plan for the HSC.

New Directions ‘A blueprint for future health and social care delivery in Belfast
Trust’ , which will determine the future shape of services within Belfast Trust, is
currently under development. The existent 3-year Trust Vision & Corporate Plan
affirms the Trust Vision and Values, and sets out the three-year commitment for
Trust services with identified outcomes. The Trust Vision is to:

‘continuously improve health and social care delivery and foster innovation in
pursuit of this goal. We will seek to achieve the right balance between providing
more health and social care in, or closer to, people’s homes and supporting the
specialist delivery of acute care, thereby delivering positive outcomes for the
people who use our services.’

The Trust Delivery Plan (TDP) describes how the Belfast Trust plans to use its
resources to deliver health and social care services to patients, clients, children
and young people, carers and families, and presents the Trust’s proposals for
addressing the reform and modernisation agenda and for meeting the efficiency
programme targets.
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3. Objective Setting

The Trust’s Annual Corporate Management Plan, supported by Directorate
Management Plans, identifies the annual objectives to support the delivery of the
Corporate Plan and the Trust Delivery Plan.

The Trust has identified six Key cross-Directorate Themes this year, each led by
a Lead Director, working across Directorates. These ‘Big 6’ themes are:

e Build the will and the capacity to ensure that continuous quality
improvement and the relentless reduction of patient harm becomes
our greatest focus.

e Improving care to support more people to live well at home.

e Improving Elective Care with an emphasis on Cancer Care
improvement. Develop and deliver an Improvement Plan for Elective
Care including Cancer performance.

e Improving Unscheduled Care — Identify, resource and deliver the
Unscheduled Care Plan for 2016/17 including Escalation
Arrangements.

¢ Implement the Organisational Development Framework to realise our
ambition of being recognised as a world leader in the provision of
health and social care.

e Develop an integrated plan for the people of Belfast with a range of
partners and agencies.

Each Key theme links to the Trust’s five strategic objectives, which remain as:

e A Culture of Safety and Excellence - We will foster an open and
learning culture, and put in place robust systems to provide assurance
to our users and the public regarding the safety and quality of
services.

e Continuous Improvement - Our commitment: to work in partnership
across the community, voluntary, statutory, public and private sections

to deliver improvements in service, quality and experience to the
people who use our services
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e Partnerships -we will work collaboratively with all stakeholders and
partners to improve health and wellbeing and tackle inequalities and
social exclusion

e Our People - we will achieve excellence in the services we deliver
through the efforts of a skilled, committed and engaged workforce

e Resources - we will work to optimise the resources available to us to
achieve shared goals.

Directorate Management Plans are reflected in local team objectives and the
Accountability Process is designed to enable team ownership of the Trust’s
goals.

2http://www.dhsspsni.gov.uk/tyc
® http://www.dhsspsni.gov.uk/index/hss/priorities_for action.htm

The Trust Delivery Plan is developed annually as a response to the Department’s
performance indicators outlined in Commissioning Directions and the HSCB/PHA
Commissioning Plan.

While the Corporate Management Plan incorporates these Departmental/
commissioner targets, it takes a wider view of the organisational responsibilities
of the Trust, setting a range of local targets under each corporate objective.

The Corporate Objectives and associated annual targets (regional and local) are
cascaded throughout the Trust by:

e Directorate Annual Management Plans;
e Service/Team annual plans;
e Individual objectives.

This process forms an integral part of the Trust’s Performance Management and
Assurance Framework.
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4. What Assurance Means

The Board can properly fulfil its responsibilities when it has a full grasp of the
principal risks facing the organisation. Based on the knowledge of risks identified,
the Directors will determine the level of assurance that should be available to
them with regard to those risks. There are many individuals, functions and
processes, within and outside an organisation, that produce assurances. These
range from statutory duties (such as those under health and safety legislation) to
regulatory inspections that may or may not be HSC-specific, to voluntary
accreditation schemes and to management and other employee assurances.
Taking stock of all such activities and their relationship (if any) to key risks is a
substantial but necessary task.

The Board is committed to the effective and efficient deployment of all the Trust’s
resources. This will require some consideration of the principle of reasonable
rather than absolute assurance. In determining reasonable assurance it is
necessary to balance both the likelihood of any given risk materialising and the
severity of the consequences should it do so, against the cost of eliminating,
reducing or minimising it (within available resources).

This framework defines the approach of the Board of the Belfast HSC Trust to
reasonable assurance. ltis clear that assurance, from whatever source, will
never provide absolute certainty. Such a degree of assurance does not exist,
and pursuit of it is counter-productive.

5. Accountability
5.1 Accountability to Minister and the DHSSPS

Trust Delivery Plans are the main vehicles for conveying where, and by what
means, performance indicators, efficiency savings and service improvements will
be delivered. The processes to monitor delivery of these form an integral part of
the Department’s monitoring and accountability arrangements. The Belfast HSC
Trust is ultimately accountable to the Minister for Health for the delivery of health
and social services to the people of Northern Ireland and for good governance
arrangements. Accountability mechanisms include formal reporting against the
achievement of service priorities and on financial performance.

5.2 Accountability with the Health & Social Care Board

The Health and Social Care Board and Health and Social Care Trusts are
accountable to the public for the services that they commission and provide.
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The basis for HSC accountability is the Health and Personal Social Services
(Northern Ireland) Order 19722 (the 1972 HPSS Order) and subsequent
amending legislation. Article 4 of the 1972 HPSS Order imposes on the
Department the duty to:

e provide or secure the provision of integrated health services in
Northern Ireland designed to promote the physical and mental health
of the people of Northern Ireland through the prevention, diagnosis
and treatment of illness;

e provide or secure the provision of personal social services in Northern
Ireland designed to promote the social welfare of the people of
Northern Ireland; and

e secure the efficient coordination of health and personal social
services.

Under Article 16 of the 1972 HPSS Order, the HSS Boards were established for
the purpose of administering and providing health and personal social services
within their respective areas. This broad remit changed in the early 1990s when
the HPSS (NI) Order 19912 (augmented by the HPSS (NI) Order 1994*) led to
the creation of HSS Trusts. The distinction drawn then between the HSS Boards’
planning and commissioning of services for their resident populations, and the
Trusts’ provision of those services, remains but the HSS Boards functions have
now been subsumed into those of the single regional Health & Social Care Board
(HSCB). The Board was established in April 2009 by the Health and Social Care
(Reform) Act (Northern Ireland) 2009 and includes five Local Commissioning
Groups (LCGs) coterminous with the Trusts, Public Health Agency (PHA), a
Business Services Organisation (BSO) and a Patient and Client Council (PCC).

Regarded from the accountability perspective, there are two broad categories of
HPSS activity:

o Category one: those services identified as being needed and
commissioned by the HSC Board from Trusts. The volume and quality
of which are detailed in Service and Budget Agreements between the
commissioner and the providers. This category also includes statutory
obligations of Trusts including delegated statutory functions.

o Category two: certain duties to be performed by HSC organisations by
virtue of their being public bodies. Such duties cover, for example,
financial control (including value for money, regularity and probity),
control of capital assets, human resources and corporate governance.

®S.1.1972/1265 (N.1.14)
*S.1.1991/194 (N.I. 1)
*S.1.1994/429 (N.I. 2)
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In accountability terms, there are differences between the two categories. In
category one, Trusts are, initially answerable to the HSCB, via their Service and
Budget Agreements, for the quantity, quality and efficiency of services. This
relationship has been strengthened by the introduction of the statutory duty for
the quality of services commissioned for, and provided to, the population which
applies to both the HSCB and Trusts °. In this category, therefore, Trusts are
responsible to the HSCB for the delivery of services to the quantity, cost and
quality specified in Service and Budget Agreements.

Trusts, as corporate entities, are responsible in law for the discharge of statutory
functions. The Trust is accountable to the HSCB for the discharge of those
statutory functions delegated by the HSCB (relevant functions) and those
conferred directly on Trusts by primary legislation. It is obliged to establish sound
organisational arrangements to discharge such functions effectively. The
majority of these functions relate to services provided by the Trust’s professional
Social Work and Social Care workforce.

The Scheme for the Delegation of Statutory Functions (the Scheme) sets out for
each Service Sector the statutory duties delegated by the HSCB to the Trust and
the accountability arrangements pertaining to these functions.

The Scheme specifies the organisational control and assurance processes
informing the Trust’s discharge of its statutory functions.

The nature and scope of the statutory functions and related services discharged
by the Trust give rise to enhanced levels of public scrutiny. These include
interventions in matters of personal liberty, the protection of vulnerable children
and adults, the Trust’s corporate parenting responsibilities, the provision of vital
services and the exercise by the Trust of regulatory functions. Their effective
discharge is central to organisational integrity. As a consequence, they have a
heightened organisational and corporate significance and related assurance
profile. The Trust is required to have in place systems that are robust and
capable of balancing appropriately the complex issues of protection and care.

The Trust is accountable to the HSCB for the effective discharge of its statutory
functions as well as the quantity, quality and efficiency of the related services it
provides. The HSCB has the authority to monitor and evaluate such services
and requires the Trust to produce an annual report on how it has discharged its
relevant functions.

In category two (financial control, governance, and for overall organisational
performance etc) the HSCB is accountable directly to the Department. The
HSCB may reasonably expect that Trusts, in responding to their commissioning
requirements, will be complying with the Departmental directions etc on

° Paragraph 5 of HSS(PPM) 10/2002
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governance or financial control. The Trust has been identified as a designated
body by the General Medical Council and the Nursing and Midwifery Council and
will ensure that this Framework supports the effective delivery of medical and
nursing/midwifery revalidation.

6. The Assurance Framework

This Assurance Framework provides a comprehensive and systematic approach
to effectively managing the risks to meeting our objectives. The framework
illustrates the wide range of assurances from internal and external sources.

The most objective assurances are those derived from independent reviewers —
which will include the Regulation and Quality Improvement Authority,
Departmental special inquiries or reviews and Internal and External audit. These
are supplemented from non-independent sources such as performance
management, multi-disciplinary audit, self-assessment reports and professional
monitoring and review processes within legislative and professional regulatory
guidance.

The role of the Courts in the ‘regulation’ and the holding of the Trust to account
with regard to the discharge of its statutory functions is of key importance, for
example when applying for a child care order.

It is important that as information is collated and evaluated across the Trust that
this is done in a consistent and efficient way, is proportionate and minimises
duplication of work by different reviewers.

This framework provides a structure for acquiring and examining the evidence to
support the Statement of Internal Control.

Risk Management

The Belfast Trust has a risk management strategy that underpins its policy on
risk (see Appendix A) and explains its approach to acceptable risk.

The Trust manages risk by undertaking a quarterly assessment of the
organisations objectives and identifying the principal risks to achieving these
objectives. These are encapsulated as the Principal Risk Document. There are
systems in place to monitor and review risks which are delegated below
Corporate level.

Controls Assurance remains a key process for the Belfast Trust. The Belfast

Trust has identified Directors to be accountable for action planning against each
standard. The results will be reflected in the Trust’s Corporate Risk Register.
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The Belfast Trust has and continues to develop an open and learning culture that
encourages continual quality improvement, but with openness when things go
wrong. Processes for managing and learning from adverse incidents, complaints
and litigation are in place with direction and oversight coming from the Learning
from Experience Steering Group. This is underpinned by the Trust’s Being Open
Policy.

Quality Improvement

The Trust is continually aiming to improve the quality of services we deliver to our
patients and clients and to improve the working environment for our staff. We
recognise that we cannot provide high-quality care consistently across all our
services without having a fundamental all-embracing approach to quality
improvement (Ql) that runs throughout the organisation. The three landmark
reports in 2013 on quality and safety in the NHS (Francis Report, Keogh Review
and the Berwick Report) all recommended the development of an organisational
culture which prioritises patients and quality care above all else with clear values
embedded throughout all aspects of organisational behaviour and a relentless
pursuit of high-quality care through continuous improvement. The Trust is
developing a new five-year Quality Improvement Strategy to build QI capacity
throughout the organisation and to ensure integration with the Assurance
Framework.

Organisational Arrangements

Proposed organisational arrangements for governance and assurance are set out
in Appendix B. An important element of the Trust’s arrangements is the need for
robust governance within Directorates. This will be tested through the
accountability review process. There are a number of internal and external
mechanisms that support this.

The Board of Directors is responsible for:
e Establishing the organisation’s strategic direction and aims in conjunction
with the Executive Management Team,;
e Ensuring accountability to the public for the organisation’s performance;
e Assuring that the organisation is managed with probity and integrity.

The membership of the Board of the Trust is defined in the Establishment Order
to include the Directors of Social Work, Medicine, Nursing and Finance.
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The Audit Committee

The Audit Committee (a standing committee of the Board of Directors) is
comprised of Non-Executive Directors. Its role is to assist the Board in ensuring
an effective control system is in operation. This includes the effectiveness of
internal financial controls, identifying financial risks, the review of internal and
external audit functions and addressing the financial aspects of governance in
the Belfast Trust.

The Assurance Committee

The Assurance Committee (a standing committee of the Board of Directors) is
comprised of Non-Executive Directors only. Its role is to assist the Board of
Directors in ensuring an effective Assurance Framework is in operation for all
aspects of the Trust’s undertakings, other than finance. The Assurance
Committee is also responsible for the identification of principal risks and
significant gaps in controls/assurance for consideration by the Board of Directors.

The Remuneration Committee

The Remuneration Committee (a standing committee of the Board of Directors) is
comprised of three Non-Executive Directors. The main function of the
Remuneration Committee is to provide advice and guidance to the Board on
matters of salary and contractual terms for the Chief Executive and Directors of
the Trust, guided by DHSSPS policy.

The Charitable Funds Advisory Committee

The Charitable Funds Advisory Committee (a standing committee of the Board of
Directors) is comprised of Executive and Non-Executive Directors of the Board.
Its role is to oversee charitable funds in line with guidance in the Trust’s Standing
Financial Instructions, Departmental guidance and legislation. This includes,
amongst other tasks, ensuring that funds are not unduly or unnecessarily
accumulated and ensuring that expenditure from charitable funds is subject to
value for money considerations.

The Executive Team
The Executive Team is responsible for ensuring that the sequence of
performance reports, audits and independent reports, required by the Board of

Directors as part of the performance management and assurance processes, is
available.
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The Executive Team will ensure that governance and service improvement is
embedded at all levels within the organisation and that risk management is an
integral part of the accountability process. Executive Team will prepare and
regularly update the Principal Risk Document, which will inform the management
planning, service development and accountability review process.

The Assurance Group

The purpose of the Assurance Group is to oversee the work of the
assurance/scrutiny committees. The Assurance Group will be responsible on
behalf of the Executive Team for developing and maintaining the Assurance
Framework, including the Principal Risk Document. It will be responsible for
maintaining a programme of self-assessment and independent audit/verification
against required standards, other than finance.

Assurance Steering Groups (Appendix B)

These committees report through the Assurance Group to Executive Team.

They are generally standing committees that are responsible for co-ordinating the
work of the Expert Advisory Committees and for developing assurance
arrangements within specific areas of Trust activity and providing the necessary
scrutiny of practice.

Formal Sub-Committees (Appendix B)

These committees report through a Steering Group to the Assurance Group of
the Executive Team. They are generally expert groups that are responsible for
developing assurance arrangements within specific areas of Trust activity and

providing the necessary scrutiny of practice. They will also provide expert
advice, supporting best practice across the Trust.
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7. Accountabilities and Responsibilities for Assurance in the
Belfast Health and Social Care Trust

The following section outlines the roles and responsibilities of the Trust Board,
Non-Executive Directors, Chief Executive, Directors and Operational Governance
leads in respect of Governance. Good governance requires all concerned to be
clear about the functions of governance and their roles and responsibilities.

Good governance means promoting organisational values at all levels, taking
informed and transparent decisions, managing risk, and ensuring accountability.
The Assurance Framework provides the Board of Directors with the capacity and
capability to engage effectively with stakeholders.

The Role of the Board

The role of the Board is defined as collective responsibility for adding value to the
organisation by directing and supervising the Trusts affairs. It provides active
leadership of the organisation within a framework of prudent and effective
controls, which enable risks to be assessed and managed. It sets the Trust’s
strategic aims and ensures the necessary financial and human resources are in
place for the Trust to meet its objectives and review the performance of
management in meeting objectives. By setting the Trust’s values and standards,
the Board ensures that the Trust’s obligations to service users, the community
and staff are understood and met.

The Role of the Chair

The Chair has a key leadership role in the Assurance Framework. He/she
provides leadership through his/her chairmanship of the Board and Assurance
Committee. He/she works closely with the Chief Executive and other Directors to
ensure the effectiveness of the Assurance Framework. The Chair and the Chief
Executive will ensure the provision of timely information to Board members and
effective communication with staff, patients and the pubilic.

The Role of the Non-Executive Directors

Non-Executive Directors will assure themselves and the Trust Board that the
Audit Committee and Assurance Committee and related committees are
addressing key governance issues within the organisation. Their responsibilities

include:

Strategy: by constructively challenging and contributing to the development of
strategy;
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Performance: through scrutiny of the performance of management in meeting
agreed goals and objectives;

Risk: by satisfying themselves that financial and other information is accurate and
that financial controls and systems of risk management are robust and
defensible.

Non-Executive Directors are responsible for ensuring the Board acts in the best
interests of the public and is fully accountable to the public for the services
provided by the Trust.

The Role of the Chief Executive

The Chief Executive through his/her leadership creates the vision for the Board
and the Trust to modernise and improve services. He/she is responsible for the
Statutory Duty of Quality. He/she is responsible for ensuring that the Board is
empowered to govern the Trust and that the objectives it sets are accomplished
through effective and properly controlled executive action. His/her
responsibilities include leadership, delivery, performance management,
governance and accountability to the Board to meet their objectives and to the
Department of Health and Social Services and Public Safety as Accountable
Officer.

As Accountable Officer, the Chief Executive has responsibility for ensuring that
the Trust meets all of its statutory and legal requirements and adheres to
guidance issued by the Department in respect of governance. This responsibility
encompasses the elements of financial control, organisational control, clinical
and social care governance, Health and Safety and risk management.

The Role of the Executive Team

The Executive Team is accountable to the Chief Executive for key functions and
for ensuring effective governance arrangements are in place in their individual
areas of responsibility. Collectively the Executive Team is responsible for
providing the systems, processes and evidence of governance. The Executive
Team is responsible for ensuring that the Board, as a whole, is kept appraised of
progress, changes and any other issues affecting the performance and
assurance framework.

The Role of the Deputy Chief Executive/Director of Finance & Estates

As Deputy he/she both deputises for the Chief Executive and undertakes duties
beyond the scope of Finance and Estates in line with service needs and
organisational objectives.
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The Director of Finance and Estates is accountable to the Chief Executive for the
strategic development and operational management of the Trust’s financial
control systems. He/she is, with the Chief Executive, responsible for ensuring
that the statutory accounts of the Trust are prepared in accordance with the
Department of Health and Treasury requirements.

The Director of Finance and Estates ensures that, on behalf of the Chief
Executive, the Trust has in place systems and structures to meets it statutory and
legal responsibilities relating to finance, financial management and financial
controls. He/she ensures that the Trust has in place Standing Orders and
Standing Financial Instructions, including Reservation of Powers and Scheme of
Delegation, which accord with the Department of Health and Social Services
model and takes responsibility for the financial management aspect of internal
controls.

The Director of Finance and Estates is responsible for ensuring that there are
proper systems in place for the maintenance and safe management of all of the
Belfast Trust’s estates and assets. The Director will carry out risk assessments
to identify and prioritise capital expenditure. The Director will ensure that the
Belfast Trust meets its statutory obligations with regards to the management of
fire safety, and will report annually to the Board of Directors.

The Role of the Director of Human Resources and Organisational
Development

The Director of Human Resources and Organisational Development is
accountable to the Chief Executive for ensuring the Trust has in place systems of
staff management which meet legal and statutory requirements and are based on
best practice and guidance from the Department of Health and other external
advisory bodies. Working closely with other Directors he/she maintains a system
of monitoring the application of the Trust’'s Human Resources Strategy, policies
and procedures and, on behalf of the Board, ensures it receives the relevant
information/annual reports according to the Board'’s information schedule.

The Trust’s Learning and Development function falls within the remit of the
Director of Human Resources. As such he/she works with relevant Directors to

ensure the system of learning and development meets the educational needs of
staff and highlights management and clinical governance processes.
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The Medical Director — Lead Director responsible for Integrated
Governance and Risk Management, including Clinical Governance, and
Quality Improvement

The Medical Director is accountable to the Chief Executive for the strategic
development of the integrated governance arrangements, including risk
management and excluding finance. This responsibility is shared with the
Director of Nursing & User Experience, Director of Social Work/Children’s
Community Services and Director of Finance & Estates.

The Medical Director ensures, on behalf of the Chief Executive, that the Trust
has in place the systems and structure to meet its statutory and legal
responsibilities relating to their area of accountability and that these are based on
good practice and guidance from the Department and other external advisory
bodies. The Trust is a designated body in respect of medical revalidation and as
the Responsible Officer the Medical Director must assure him/her self that
systems and processes are in place to effectively deliver medical revalidation.

The Medical Director ensures the Trust Board receives the relevant
information/annual reports required in the Board’s information schedule. He/she
will ensure that the Chief Executive and the Trust Board are kept appraised of
progress and any changes in requirements, drawing to their attention gaps which
may impact adversely on the Board’s ability to fulfil its governance
responsibilities.

As part of the Trust’s performance and assurance process, the Director of
Performance Planning & Informatics and Medical Director oversee the review
and monitoring process covering performance, integrated governance and risk
management.

The Executive Director of Nursing and User Experience

The Executive Director of Nursing & User Experience is responsible for advising
Trust Board and Chief Executive on all issues relating to nursing and midwifery
policy, statutory and regulatory requirements professional practice and workforce
requirements. She/he is responsible for providing professional leadership and for
ensuring high standards of nursing and patient/client experience in all aspects of
service delivery within the Trust. She/he has specific responsibility for the
development and delivery of services relating to patient flow, tissue viability,
volunteers and chaplains. She/he has specific responsibility, through the Chief
Executive, for the development and delivery of high quality non-clinical support
services to patients and clients in both hospital and community, and holds
professional responsibility for all AHPs. She/he has lead responsibility for
infection prevention and control with other Directors to ensure patient safety. The
Trust is a designated body in respect of revalidation and Director of Nursing and
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User Experience will lead and support the process for nursing and midwifery
revalidation and have executive responsibility in this regard.

The Director of Social Work/Children’s Community Services — Lead Director
for Governance in Social Services

The Director of Social Work/Children’s Community Services is responsible for
ensuring the effective discharge of statutory functions across all Service Sectors
and the establishment of organisational arrangements and structures to facilitate
same. She/he is required to report directly to Trust Board on the discharge of
these functions, including the presentation of the annual Statutory Functions
Report and six-monthly Corporate Parenting reports.

The Director of Social Work/Children’s Community Services provides
professional leadership to and is responsible for the maintenance of professional
standards and all regulatory issues pertaining to the Trust’s social work and
social care workforce.

The Director of Performance, Planning and Informatics

The Director of Performance, Planning and Informatics is accountable to the
Chief Executive for ensuring that a performance and accountability framework
suitable for the delivery of the Trust Delivery Plan and Corporate Management
Plan is in place, and ensuring that the Trust operates sound systems of
operational performance.

Service Directors
The Service Directors are:-

Director of Surgery and Specialist Services;

Director of Specialist Hospitals and Women’s Health;
Director of Social Work/Children’s Community Services;
Director of Adult Social & Primary Care;

Director of Unscheduled & Acute Care

The Service Directors are responsible for ensuring that within their area of
responsibility, staff are aware of and comply with the process of sound
governance. Each Directorate will establish a Directorate Assurance Committee
and develop systems and structures to support the various governance
strategies, policies and procedures and ensure these are audited and monitored.
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Quality, safety and service improvement are the expected outcome to achieve
improved performance overall.

As part of the Trust’s arrangements for performance management and the
assurance framework, the Service Directors agree with the Chief Executive and
the Director of Performance, Planning and Informatics, the objectives and targets
for their Directorate, based upon the management plan agreed by the Board.
These are cascaded through the service as part of the Trust’s individual objective
setting, appraisal and performance development processes and Directorate
performance reviews.

The Directorates are supported and facilitated to meet their governance
requirements by their dedicated governance leads and the risk and governance
staff of the Medical Director’s office.

8. Board Reporting

It is important that key information is reported to the Board to provide structured
assurances about where risks are being effectively managed and objectives are
being delivered. This will allow the Board to decide on an efficient use of their
resources and address the issues identified in order to improve the quality and
safety of services.

The Chief Executive, Director of Finance and Estates, Medical Director, and
Director of Planning, Performance and Informatics will be responsible for
providing the monitoring and support for the Assurance Framework and providing
an updated position on performance and governance, the effectiveness of the
Trust’s system of internal control; providing details of positive assurances on
principal risks where controls are effective and objectives are being met; where
the organisation’s achievement of its objectives is at risk through significant gaps
in control; and where there are gaps in assurances about the organisation’s
ability to achieve its corporate objectives.

It is important for the quality and robustness of this Assurance Framework that it
is evaluated by the Board annually.
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Appendix A

RISK MANAGEMENT POLICY STATEMENT
(INCORPORATING A DEFINITION OF ACCEPTABLE RISK)

The policy statement outlined below represents the Belfast Trust’s corporate
philosophy towards risk management. The purpose of this statement is to ensure
that our staff and other stakeholders are aware of the Belfast Trust’s
responsibilities and their individual responsibilities for risk evaluation and control.

Policy Statement:

All staff and contractors must recognise that risk management is everyone’s
business. All staff will be actively encouraged to identify concerns about
potentially harmful circumstances and to report adverse incidents, near misses
and mistakes.

The Belfast Trust is committed to providing and safeguarding the highest
standards of care for patients and service users. The Belfast Trust will do its
reasonable best to protect patients and service users, staff, the public, other
stakeholders and the organisation’s assets and reputation, from the risks arising
through its undertakings. The Belfast Trust will achieve this by maintaining
systematic processes for the evaluation and control of risk.

The Belfast Trust recognises that a robust assurance framework and a risk
management strategy, integrated with performance management and focused on
the organisation’s objectives will support this commitment. The Belfast Trust will
provide a safe environment that encourages learning and development through
“an open and fair culture”.

The Belfast Trust acknowledges that it is impossible to eliminate all risks and that
systems of control should not be so rigid that they stifle innovation and
imaginative use of limited resources. Inevitably the Belfast Trust may have to set
priorities for the management of risk. It will identify acceptable risks through a
systematic and objective process. There is a need to balance potentially high
financial costs of risk elimination against the severity and likelihood of potential
harm. The Belfast Trust will balance the acceptability of any risk against the
potential advantages of new and innovative methods of service.

The Belfast Trust recognises that risks to its objectives may be shared with or
principally owned by other individuals or organisations. The Belfast Trust will
involve its service users, public representatives, contractors and other external
stakeholders in the development and implementation of a risk management
strategy.
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Appendix B
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1 . Introduction

1. Introduction

‘Belfast Trust is at the heart of our community. Our people — patients, service users, carers
and staff — are the centre of Belfast Trust. The dedication, resilience, innovation and flexibility
of our staff enables our services to rise to the enormous challenges to meet the needs of our

community.’
Corporate Plan 2021-2023

This Integrated Governance and Assurance Framework Document sets out the Belfast
Trust’s Board arrangements for integrated governance and details the organisational
structure and accountability arrangements by which Trust Board’s responsibilities are
fulfilled. It should be read in conjunction with the Belfast Trust Risk Management Strategy
2020-2021" and the Trust's Corporate Management Plan 2021-2023°, which details the Trust
vision, values, culture, priorities and its commitment’s to patients, service users and staff.

As an integrated Health and Social Care Trust, Belfast Trust works in partnership with our
community to deliver regional, local, emergency and elective services to older people,
children and families, to those people with a learning disability, physical disability and mental
health conditions.

Our service users need to be confident about the quality of care they receive. They want
services that are readily accessible, are safe and are provided by competent and confident
staff who will always work in their best interests. As a Trust, we provide and are accountable
for the delivery of high quality, safe and compassionate care in an environment of openness
and transparency.

We are committed to embedding all learning from many sources and in doing so improving
the quality of care provided. We recognise the powerful contribution that theming and
identifying trends in complaints can have and as a learning organisation, we prioritise the
learning from this, across the organisation. It is the Trust’s aim, that all staff will recognise
that a complaint can be an ‘early warning’ to failings in treatment and care, and as such we
prioritise that all staff, from ward to board respond positively to any concerns raised, take
immediate action to resolve, escalate (where required) and learn.

Increased scrutiny has raised issues of concern with some of the treatment and care
delivered by the Belfast Trust. This has undoubtedly affected the confidence and trust of our
service users; which we as The Belfast Trust are committed to restore. We are committed to
implementing and incorporating the learning from all sources of inquiry (eg. Hyponatremia
related deaths’, Neurology Inquiry, the 2020 Muckamore Leadership and Governance
review' and the pending Muckamore Inquiry), complaint/NIPSO investigations, SAl reviews

BHSCT Risk Management Strategy 2020-2021

BHSCT Corporate Plan 2021-2023

Home | Inquiry Into Hyponatraemia-related Deaths (ihrdni.org)

A Review of Leadership & Governance at Muckamore Abbey Hospital (health-ni.gov.uk)

ENFRRNIEN
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1 . Introduction

etc., alongside to being committed to the implementation of all new guidance issued eg. Duty
of Candour.

We recognise that this needs to happen within an environment of increased scrutiny, hard
financial realities and an increased pace of change. Our commitment to improve and learn
will be underpinned by our values of working together, excellence, openness & honesty

and compassion, to work collaboratively with all stakeholders to achieve and sustain
improvements. We accept that greater scrutiny is required, especially in services where due
to vulnerability; patients are unable to speak for themselves and alert us to poor care.

The Board of Directors of the Belfast HSC Trust (Trust Board) has a responsibility to provide
high quality care, which is safe for patients, service users, young people, visitors and

staff, and which is underpinned by the public service values of accountability, probity and
openness.

Trust Board is accountable for ensuring it has effective systems in place for governance,
essential for the achievements of its organisational objectives and in line with the objectives
set by Ministers. To ensure we provide the Right Care at the Right Time and in the Right
Place, we will be measuring and reporting on our achievements and progress against a
number of key metrics within a Quality Management System

Trust Board, is required to have in place, integrated governance structures and
arrangements that will lead to good governance and to ensure that decision-making is
informed by intelligent information covering the full range of corporate, financial, clinical,
social care, information and research governance aspects. This will better enable Trust
Board to take a holistic view of the organisation and its capacity to meet its legal and
statutory requirements and clinical, social care, quality, safety and financial objectives.

Integrated Governance was defined by the NHS Confederation as ‘systems and processes
by which Trusts lead, direct and control their function in order to achieve organisational
objectives, safety and quality of services and through which they relate to patients, the wider
community and partner organisations.”

5 2016 (Oct) The New Integrated Governance Handbook 2016: developing governance between organisations
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1 . Introduction

This Framework identifies Belfast Trust integrated governance and assurance arrangements,
describing how Trust Board’s responsibilities are fulfilled.

1.1 Aim of the Integrated Governance and Board
Assurance Framework

The aim of this Framework is to ensure that there is a common understanding throughout the
Trust of what is meant by assurance and its importance in a well-functioning organisation.

This Framework should provide Trust Board with confidence that the systems, policies and
people are operating effectively, are subject to appropriate scrutiny and that Trust Board is
able to demonstrate that they have been informed about key risks affecting the Organisation.

It can be utilised by Trust Board as a:

e Strategic but comprehensive method for the effective and focused management of the
strategic risks to meeting the Trust Objectives

e Structure for the evidence to support the Annual Governance Statement

e Method of aggregated board reporting and the prioritisation of action plans which, in turn,
allows for more effective performance management

e Document, to help inform decision making and prioritisation of work relating to the delivery
of strategic objectives.

In addition, the Board Assurance Framework Risk Document (formally principal risk
document) identifies potential risks to the achievement of organisational objectives, the key
controls through which these risks will be managed and the sources of assurance about the
effectiveness of these controls. It outlines the sources of evidence, which Trust Board will use
to be assured of the soundness and effectiveness of the systems and processes in place to
meet objectives and deliver appropriate outcomes.

The Directors of the Belfast HSC Trust have:

e Defined Corporate objectives/ Priorities®

e |dentified strategic risks that may threaten the achievement of those objectives

e Controls in place to manage these risks, underpinned by core Assurance Standards

e Explicit arrangements for obtaining assurance on the effectiveness of existing controls
across all areas.

6  BHSCT Corporate Plan 2021-2023
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1 . Introduction

On an ongoing basis, Trust Board will:

e Assess the assurances given
e |dentify where there are gaps in controls and/or assurances
e Take corrective action where gaps have been identified

e Maintain dynamic risk management arrangements including, crucially, regularly reviewed
Strategic Risks.

9
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2 . Strategic Context

2. Strategic Context

The Programme for Government (PfG) Framework sets out the major outcomes that the
Northern Ireland Executive wants to achieve for Northern Ireland society.” By setting clear
priorities, the PfG Framework informs the targeting of funds. The Trust reflects these
priorities and strategic outcomes in their own strategic directions and sets them out in their
Corporate Plans.

In order to produce outcomes (for which the Department of Health (the Department) is
ultimately responsible), a strong partnership is required between the Department and those
HSC organisations which commission and deliver the services that lead to those outcomes.
The objectives of both partners are therefore inextricably linked.

Prior to the COVID-19 pandemic the DoH Commissioning Directions and the HSCB/PHA
annual Commissioning Plan were in place to reflect the focus on reform and modernisation
of services within the context of the resources available, as well as the attainment of
efficiency targets. Together they formed an action plan for the HSC.

As a result of the COVID-19 pandemic, for 2020/21 the DoH advised that the Commissioning
Plan Direction (CPD) and Commissioning Plan (CP) were rolled forward. A similar approach
was adopted in relation to Trust Delivery Plans, which were formally replaced by three
monthly Rebuild Plans, in line with the approach set out in the Minister’'s Framework for
Rebuilding HSC Services. These include Trust plans for Service delivery and priorities, in
response to service pressures resulting from the COVID-19 pandemic.

Rebuild plans have been submitted for review by DoH and Rebuild Management Board on a
regular basis.

The Trust Corporate Management Plan (2021-2023) has been developed and affirms
the Trust Vision and Values, and sets out a two-year commitment for Trust services with
identified outcomes.

7 https:/www. e-ni.gov.uk/top i ing-go orkipre g t -delivery-plan
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8 . Objective/Priority Setting/Performance Management

3. Objective/Priority Setting/Performance Management

The two year Trust Corporate Management Plan (2021-2023) allows us to remain alert in the
planning and delivery of our services as we respond to the changing needs of our patients
and service users and whilst we start to engage on the development of our next Corporate
Plan 2023-2028.°

This two-year plan is three-fold:
e To recognise the impact of COVID 19 and the last 18 months on our patients and staff
e To map out the key priorities to address the impact on all our services

e To highlight our regional role within the wider HSC system.

The Corporate Management Plan (2021-2023) has identified six priorities which are:

e New Model of Care for Older People - We are committed to ensuring the specific needs of
older people are considered in everything we do

e Urgent and Emergency Care - We are committed to providing timely urgent and
emergency care for patients

e Time Critical Surgery - We recognise the impact of Covid on those who are waiting for
surgery

8 BHSCT Corporate Plan 2021-2023
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e Outpatient Modernisation - We are committed to modernising our outpatient services to
enable patients and service users to receive the right care in the right place at the right
time

e Vulnerable Groups in our Population - We are committed to improving and promoting the
wellbeing of vulnerable people

e Seeking real time feedback from our patients and staff - We are committed to listening to
you and changing the way we work for the better.

These organisational priorities are cascaded to Directorate, Division and Service Areas,
where more detailed targets and actions are set in order to support or help meet the Trust’s
overall aims and objectives.

The Divisional Management Plans support the delivery of the priorities within the context of
the overall regional direction and are reflected in local team objectives. The Accountability
Process is designed to enable team ownership of the Trust’s priorities.

The priorities and associated annual targets (regional and local) are cascaded throughout the
Trust by:

e Divisional Annual Management Plans
e Service/Team annual plans

e [Individual objectives.

This process forms an integral part of the Trust’'s Performance Management and Assurance
Framework.

The pandemic has significantly affected all our services and the way in which we worked.
As such, it is important to remain agile and flexible in how we plan and deliver our services,
responding to the changing needs of our population and the possibility of further COVID-19
surges.

To ensure we provide the Right Care at the Right Time and in the Right Place, we will be
measuring and reporting on our achievements and progress against a number of key metrics
within a Quality Management System (QMS). The 6 key parameters within the QMS are:

e Safety

e Experience

15

103 of 1257



8 . Objective/Priority Setting/Performance Management

e Effectiveness
e Efficiency

e Timeliness
e Equity.

The DoH HSC Performance Management Framework (issued June 2017)° sets out an
enhanced framework for managing performance and accountability for HSC with the primary
performance management role undertaken within Trusts (including by Trust Board). The

key regional forum for holding Trusts to account is currently through the DoH accountability
review meetings.

The Belfast Trust is committed to embedding effective organisational performance
management arrangements (in response to DOH Performance Management Framework)
under the QMS 6 key quality parameters set out above. This ensures clear and robust
accountability and assurance arrangements to deliver better outcomes for patients and
service users.

The Belfast Trust Quality Management System (QMS) 6 key parameters:

e Enable Directors and Divisional Teams to develop and report the management information
they require to enable 'sense making’ of their business in a consistent, integrated
framework across all Directorates

e Integrates assessments of safety, outcomes, efficiency, access, patient and staff
experience under the banner of quality

e |Instils confidence and provides reliable, transparent assurance to Trust Board,
Commissioners, Department of Health (DOH), our partners and public on the
effectiveness of our decision-making and progress to meeting regional and local priorities
and targets

e Continues to satisfy the reporting requirements of the Department of Health

e Builds and amplifies sensitivity to operations, using the Charles Vincent Model as
methodology for measuring and monitoring safety both in our daily safety huddles and in
regular sense making forums.

This QMS model provides consistency of approach across the Trust, reducing variability
and better streamlining of how we do our business. It is summarised within Appendix B, to
support Directorates and to ensure a standardised Trust wide approach.

9 HSC Performance Management Framework (issued June 2017)
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8 . Objective/Priority Setting/Performance Management

This QMS model and 6 key parameters provide the assurance for reporting at Corporate
level to Trust Board on a regular basis.

Directorates and Divisions report on a regular basis to Executive Director Group using

the QMS framework to provide assurance in relation to a range of metrics related to their
service areas within the 6 quality parameters. Alongside the standardised minimum data set,
additional agreed metrics will be included in these presentations regarding issues that are
specific to individual services.

This assurance is achieved by providing data related to key indicators within the QMS reports
from a range of Trust Information systems and also data from benchmarking sources (eg
CHKS). The data and other relevant information presented demonstrates how the Trust is
performing in relation to key assurance areas. Examples of this under the six QMS heading
are below:

e Safety eg. Mortality data / SAls / HCAIls / Safeguarding / Audit findings / Trust
performance related to recognised service standards and specialty specific clinical
indicators (with Trust data benchmarked against peer were relevant)

e Experience eg. patient/service user and staff experience scores. This includes
independently assessed real time feedback

e Effectiveness eg. Population Health outcomes

e Efficiency eg. Workforce indicators (sickness and absence), agency spend, vacancies,
financial indicators, use of estate, Length of Stay

e Timeliness eg. Access to services including waiting lists across services (hospital and
community), response time

e Equity eg. Trust progress on the N.I. Equality legislative requirements / Equality impact
assessments on service change and development, Equity of service in unscheduled
programs of care work.

Each Directorate/Division/Team is also able to further develop relevant tailored data
indicators for their areas to provide assurance related to how the service is being delivered in
a safe and effective way.

17
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3.1 Workforce Governance

The impact of the COVID-19 pandemic has brought the importance of ‘workforce capacity’
and ‘workforce wellbeing’ into sharp focus: highlighting the importance of having appropriate
staffing levels and a healthy, skilled and engaged workforce.

The ‘People and Culture Priorities’ set out the Human Resources and Organisational
Development strategy for the Trust. As a result of extensive work undertaken to understand
our ‘Culture’, the Trust has identified 4 key ‘People and Culture Priorities’:

e Workforce

Leadership

Recognition

Engagement.

A People and Culture Steering Group
has been established and will oversee

a number of work-streams, with each
Directorate developing a specific
‘People and Culture plan’ to address key
workforce issues.

Assurance is provided by individual Directorates reporting, using QMS to the EDG. Each
Directorate will be required to present on a number of Workforce metrics including:

e Vacancies

e Absence

e Turnover

e Statutory / Mandatory Training Compliance
e Appraisal rates

e Staff Engagement / Staff Experience

e Data on usage / cost of agency staff.

The People and Culture Steering Group will provide a biannual report to Assurance
Committee.
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3.2 Service User Involvement

The Health and Social Care Act (2009) placed a statutory obligation on Health and Social
Care (HSC) organisations to involve service users, carers and the public in relation to

their health and social care. Personal and Public Involvement is the term used to describe
the concept and practice of involving people and local communities in the planning,
commissioning, delivery and evaluation of the services they receive. PPl is a central policy in
the HSC drive to make services more ‘person centred’.

The Belfast Trust is committed to ensuring that the statutory duty for Personal and Public
Involvement (PPI) is embedded into all aspects of its business and aims to ensure that
service users and carers are at the heart of everything we do. Involvement of service users
and carers should be central to the work of all staff in order to help us shape our services

to meet their needs, improve patient experience, and enable us to use our resources in
ways that have the greatest impact on their health and wellbeing. The Trusts involvement
strategy, “Involving You - from ‘Them and Us’ to ‘We”, outlines the Trusts vision in relation to
involvement and co-production.

There are a wide range of service user and carer engagement opportunities throughout
the Trust, both corporately and within clinical Directorates, which allow people to become
involved in the development, improvement and evaluation of Trust services.

A good experience for every patient/service user is a key priority. We want to build on
existing good practices by continuing to design our services around the needs of our
patients. Patient and service user experience enables those who use our services to direct
us through feedback, involvement and engagement, to provide care that is not only clinically
outstanding but holistic in approach. We proactively capture the experience of our patients/
service users through Real-time Patient Feedback, local patient experience surveys and
Regional approaches such as 10,000 Voices and Care Opinion. The overarching aim is to
translate this patient feedback into improving our services.
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4 . Accountability

4, Accountability

The existing HSC performance arrangements have been in place since 2009 and outlined by
four domains of accountability:

e Corporate control
e Safety and quality
e Financial control

e Operational performance and service improvement.

The system within which the Belfast Trust operates is of significant size, scale and
complexity. As such, assurance about the rigour of control mechanisms can only be derived
from the development and operation of robust systems and processes at all levels of decision
making.

HSC Trusts are accountable to the DoH for the services that they provide. They will operate
at arm’s length from Ministers but remain accountable to the Department for the discharge of
the functions set out in their founding legislation.

4.1 Accountability to the HSC

The HSC Trusts are accountable to the public for the services that they commission and
provide. The HSCB was established in April 2009 by the Health and Social, Care (Reform)
Act (NI) 2009 and included five Local Commissioning Groups (LCGs) coterminous with the
Trusts, the Public Health Agency (PHA), a Business Service Organisation (BSO) and a
Patient and Client Council (PCC)." From the 1st April 2022, the HCSB has formally closed
and responsibility for its functions transferred to the Department of Health, as part of the
wider transformation of Health and Social Care Services in NI. Former HSCB staff have
transferred to work in the Strategic Planning and Performance Group (SPPG) as an integral
part of the Department of Health.

Before the COVID-19 pandemic, Trust Delivery Plans were the main vehicle for conveying
where and by what means, performance indicators, efficiency savings and service
improvements will be delivered, in response to the DoH Annual Commissioning Plan. The
processes to monitor delivery of these form an integral part of the Department’s monitoring
and accountability arrangements.

10 https://www.legislation.gov.uk/nia/2009/1/contents
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4 . Accountability

The Belfast HSC Trust is ultimately accountable to the Minister for Health for the delivery
of health and social services to the people of Northern Ireland and for good integrated
governance arrangements. Accountability mechanisms include formal reporting against the
achievement of service priorities and on financial performance.

In keeping with the transformation of Health and Social Care Services in NI, from the 1st April
2022, a new Integrated Care System (ICS) model was introduced, involving a Regional ICS
Executive and Locality Planning Groups.

The ICS model was designed to improve partnership and collaboration between sectors and
organisation’s, so they can ultimately improve the health and wellbeing of the populations
they serve, by delivering services in a more joined up way. The ICS model links to the N.I.
Executive Outcome Delivery Plan objective to improve the health and wellbeing of the people
of N. Ireland and enable the population to live long and healthy lives.

As indicated in the paper ‘Future Planning Model — Integrated Care System NI (June 2021)",
an Integrated Care System will:

e Put the needs of the people at the heart of planning and delivering services
e Ensure involvement of communities are involved in the planning of services

e Help people stay fit and well in the first instance by managing their own health and
wellbeing

e Avoid unnecessary visits to hospital by delivering care within the community

e Support people to manage their own health and wellbeing, and empower and support staff
to deliver safe and effective services

e Improve efficiency and optimise capacity by making the best use of available resources.

It is recognised that with the development of the Integrated Care Systems model,
organisational structures will change to meet the needs of an evolving framework of
care delivery within a partnership approach. This will be achieved through a process
of collaborative working and shared goals. Assurances will be an important element
for consideration as these models and systems develop with clear governance and
accountability arrangements established.

From the wider accountability perspective, there are two broad categories of HPSS activity:

e Category one: those services identified as being needed and commissioned from Trusts.
The volume and quality of which are detailed in Service and Budget Agreements between

11 Microsoft Word - Consultation document Annex A - Future Planning Model - Integrated Care System NI - ~ July 2021 (health-ni.gov.uk)
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4 . Accountability

e the commissioner and the providers (The format of these agreements under the new
model is yet to be determined). This category also includes statutory obligations of Trusts
including delegated directed statutory functions.

e Category two: certain duties to be performed by HSC organisations by virtue of their
being public bodies. Such duties cover, for example, financial control (including value for
money, regularity and probity), control of capital assets, human resources and corporate
governance.

4.2 Scheme for Delegation and Direction of Social Care
and Children’s Functions

Delegated Directed Statutory Functions:

Trusts, as corporate entities, are responsible in law for the discharge of delegated directed
statutory functions. The majority of these functions relate to services provided by the Trust’s
professional Social Work and Social Care workforce.

The Belfast Trust is directly accountable to the Department of Health (DOH) Strategic
Planning and Performance Group (SPPG) through the Social Care and Children’s
Directorate (SCCD) for the discharge of those delegated directed statutory functions as
detailed in the following circulars:

e Circular (OSS) 01/2022: Legislative and Structural Arrangements in Respect of the
Authority of the Department of Health, Chief Social Work Officer, the Office of Social
Services and the Social Care and Children’s Directorate of the Strategic Planning and
Performance Group in the Department of Health and Health and Social Care Trusts, in the
Discharge of Social Care and Children’s Functions (Formerly Relevant Personal Social
Services Functions)

e Circular (OSS) 02/2022: Social Care and Children’s Functions (Statutory Functions):
Management and Professional Oversight

e Circular (OSS) 03/2022: Role and Responsibilities of the DOH Deputy Secretary/Chief
Social Work Officer, Director of Social Care and Children’s Directorate, and Executive
Directors of Health and Social Care Trusts for Children in Need, Children in Need of
Protection and Looked After Children.

The above circulars outline the statutory duties and responsibilities of the Trust to have in
place the professional oversight and governance arrangements to comply with the legislation
as set out in the Establishment Order (The Health and Social Care Trusts (Establishment)
(Amendment) Order (Northern Ireland) 2022 and to provide the Department of Health via
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the Social Care Children’s Directorate any requested performance management data,
monitoring and quality assurance data and reports requested.

The nature and scope of the delegated directed statutory functions and related services
discharged by the Trust give rise to enhanced levels of public scrutiny. These include
interventions in matters of personal liberty, the protection of vulnerable children and
adults, the Trust’s corporate parenting responsibilities, the provision of vital services and
the exercise by the Trust of regulatory functions. Their effective discharge is central to
organisational integrity. As a consequence, they have a heightened organisational and
corporate significance and related assurance profile. The Trust is required to have in place
systems that are robust and capable of balancing appropriately the complex issues of
protection and care.

The Trust is accountable to the DOH for the effective discharge of its delegated directed
statutory functions as well as the quantity, quality and efficiency of the related services

it provides. The DOH through the SCCD has the authority to monitor and evaluate such
services and requires the Trust to produce an annual report on how it has discharged its
relevant functions.

4.3 Accountability for HSC Trust Boards

Trust Board have an overarching responsibility, (primarily through its Chair, Non-Executive
Directors, Chief Executive and Executive Directors) to provide strong leadership, robust
oversight, to ensure and be assured that the organisation operates with openness,
transparency, and candour, particularly in relation to its dealings with service users and the
public.

Ensuring accountability is central to Trust Board. This has three main aspects:
e Holding the organisation to account for the delivery of the strategy

e Being accountable for ensuring the organisation operates effectively and with openness,
transparency and candour

e Seeking assurance that the systems of control are robust and reliable.

Trust Board itself, will be held to account by a wide range of stakeholders, including the
Minister for Health, for the overall effectiveness and performance of the organisation that it
oversees. It is therefore necessary that it assure itself, that the requisite governance systems
are in place to ensure the delivery of their statutory responsibilities.
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This Integrated Governance and Assurance Framework aims to support Trust Board in the
fulfilment of their statutory duties.

The DoH may reasonably expect that Trusts, in responding to their commissioning
requirements, will be complying with the Departmental directions etc. on governance or
financial control. The Trust, as an identified designated body by the General Medical Council
and the Nursing and Midwifery Council, will ensure that this Framework supports the effective
delivery of medical and nursing/midwifery revalidation.

4.4 Accountability for Belfast Trust Employees

Everything we do in the Belfast Trust is about people and for people. The Trust Values of
Working Together, Excellence, Openness and Honesty, and Compassion underpin our
commitment to provide safe, effective, compassionate and person-centred care. To support
this, all staff are accountable for ensuring that acceptable standards of care delivery and
practice are adhered to.

As individuals, staff are accountable for their own behaviours; however, everyone has a role
in ensuring that the Trust Values and Code of Conduct for HSC Employee’s’ are followed.
Professional staff are also expected to follow the code of conduct for each of their own
professions

The Code of Conduct for HSC Employees, identifies the values and core standards expected
of all staff. It details a number of key principles that all staff must follow, alongside staff
responsibilities when an individual staff member has concerns about improper conduct or
poor standards. The principles expect all HSC employees to:

e Make the care and safety of patients and clients their first concern and act to protect them
from risk

e Contribute to improving and protecting the health of the population as appropriate to their
role

e Maintain confidentiality, respecting and protecting, at all times patients/clients, service
users and their families’ right to confidentiality, privacy and dignity

e Communicate openly and honestly to promote the health and well-being of patients/
clients, service users and their families

e Respect the public, patients, clients, relatives, carers, HSC employees and teams
and partners in other agencies. Show commitment to working constructively as a

12 Code of Conduct for HSC Employee's
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team member by working collaboratively with all colleagues in the HSC and the wider
community

e Be accountable and accept responsibility for their own work and be honest and act with
integrity

e Share responsibility for their learning and development in order to improve the quality of
care to patients/ clients/service users and their families.

Trust Board expects that all staff working within the Belfast Trust, familiarise themselves with
this Code and crucially, if any staff member has a concern, that an acceptable standard of
care or practice is not being adhered to, that they should always raise that concern.
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5. Integrated Governance

In 2006, integrated governance was defined as the ‘systems, processes and behaviours by
which Trusts lead and control their functions in order to achieve organisational objectives,
safety and quality of services and in which they relate to service users and carers, the wider
community and partner organisations’."

Key to delivering these systems, processes and behaviours are the Trust’s Integrated
Governance arrangements clearly articulated in a framework which also encapsulates the
organisation’s accountability and assurance arrangements.

5.1 Integrated Governance Frameworks

The way a Trust is directed and controlled is critical to its likelihood of achieving its strategic
objectives. Trust Board’s role, is to provide leadership of the organisation within a framework
of prudent and effective controls, which enables risk to be assessed and managed.

The key elements of any governance framework are:
e Clear strategic objectives for the organisation

e A well-organised board, focused on the achievement of these objectives and the
management of related risks

e A sensible scheme of delegation from Trust Board to the executive and subcommittees

e All component parts of the framework understanding their roles and responsibilities, as
well of those of others, and how the pieces fit together.

The Belfast Trusts Integrated Governance and Assurance Framework arrangements
outlined within this document provide details of the structure for reporting key information
to Trust Board. The priorities that are contained in the Corporate Plan form the basis of
the Framework. It identifies which of the Organisation’s objectives are at risk because of
inadequacies in the operation of the controls or where the Organisation has insufficient
assurance about them. At the same time, it provides structured assurances about where
risks are being effectively managed and which objectives are being delivered.

The Board Assurance Framework Risk Document and the corporate risk register detail the
assurances against risk. This enables the Trust and Trust Board to make decisions on the
ability to meet its strategic objectives, and to address issues identified, which includes the
quality and safety of services.

13 DoH ‘Integrated Governance Handbook' 2006.

30
118 of 1257


https://webarchive.nationalarchives.gov.uk/ukgwa/+/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4129615.pdf
https://webarchive.nationalarchives.gov.uk/ukgwa/+/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4129615.pdf

5 . Integrated Governance

Trust Board can only properly fulfil its responsibilities when it has a full grasp of the strategic
risks facing the organisation. Based on the knowledge of risks identified, the Directors will
determine the level of assurance that should be available to them with regard to those risks.
There are many individuals, functions and processes, within and outside an organisation,
that produce assurances. These range from statutory duties (such as those under health and
safety legislation) to regulatory inspections that may or may not be HSC-specific, to voluntary
accreditation schemes and to management and other employee assurances. Taking stock

of all such activities and their relationship (if any) to key risks is a substantial but necessary
task.

Trust Board is committed to the effective and efficient deployment of all the Trust’s
resources. This will require some consideration of the principle of reasonable rather than
absolute assurance. In determining reasonable assurance it is necessary to balance both the
likelihood of any given risk materialising and the severity of the consequences should it do
so0, against the cost of eliminating, reducing or minimising it (within available resources).

This framework defines the approach of Trust Board of the Belfast HSC Trust to reasonable
assurance. It is clear that assurance, from whatever source, will never provide absolute
certainty. Such a degree of assurance does not exist, and pursuit of it is counter-productive.

This framework will support Trust Board take the lead on, and oversee the preparation of, the
Trust’'s Governance Statement for publication with its resource accounts each year.

5.2 Governance Statement

The governance statement sets out the Trust’s system of internal controls and is signed by
the Chief Executive, for inclusion in the Annual Report and Annual Accounts. The statement
will include the Trust’s capacity to handle risk, its risk and control framework, as well as a
review of effectiveness of its internal control.

In addition to the Governance Statement, the Trust must complete a Mid-Year Assurance
Statement, to be signed by the Chief Executive and submitted to the Department of Health by
the end of October each year. The Mid-Year Assurance Statement enables the Accounting
Officer(Chief Executive) to attest to the continuing robustness of the Trust’s system of
internal control, at the mid-year position and, therefore, covers the same areas as the
Governance Statement at the end of the year.

The aims and purpose(s) of the governance statement and Mid-Year assurance statement
include:
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e Providing a comprehensive statement describing the Trusts’ approach to governance, risk
management and internal governance arrangements

e Providing an account of the Trust’s Integrated Governance and Assurance Framework,
including their performance and effectiveness

e Providing an opportunity for the Directors to highlight any new and ongoing significant
governance issues identified during the current or previous reporting period(s)

e Detailing the measures that are in place to ensure the appropriate management and
control of all public resources for which the accounting officer has overall responsibility

e Providing evidence of compliance with departmental issued policies and procedures;
designed to contribute to the overall governance, assurance and risk management
processes across the HSC.

Inputs to the statement include:
e BAF risks, associated controls and mitigations

e |Internal reports of relevant integrated governance and assurance framework committees
including organisational assurance statements

e |Internal audits (eg. clinical audits etc.)

e Audit reports arising from internal audit eg: Details of controls/mitigations in place for
those areas with less than satisfactory assurance provided by internal audit

e Sources of independent external (regulatory) assurance (eg. reports from RQIA, MHRA,
HTA etc.)

e Sources of independent external (non-regulatory) assurance (eg. Quality systems I1ISO
etc., training centre accreditation etc.)

e Divergences from internal control
- New in-year divergences

- Progress on any divergences occurring in previous years that have not yet been closed/
adequately addressed.

While the Chief Executive has overall responsibility for the control and management of the
Trust’s resources and its Governance Statement, in practice this is achieved through a
scheme of delegated responsibility. Trust Directors are responsible and accountable to the
Chief Executive for the control, management and overall governance for their respective
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Directorates including the production of specific content.

Prior to submission, the Chief Executive will also seek assurances from individual Director’s
around full disclosure of significant divergences.

5.3 Risk Management Framework

5.3.1 Risk Management

HSC organisations face a wide range of uncertainties and factors that may affect
achievement of their objectives. This can create a positive risk (opportunities) or a negative
risk (threats).

Risk management focuses on identifying threats and opportunities, while internal control
helps counter threats and take advantage of opportunities. Proper risk management should
help organisations make informed decisions about the level of risk that they want to take and
implement appropriate internal controls that allow them to pursue their objectives.

Risk management is not the same as minimising risk. It is important to remember that being
excessively cautious can be as damaging as taking unnecessary risks. Risk-taking is the
basis of progress. Without it, an organisation cannot have innovation and the benefits that
come from developing new procedures and interventions or changing business practices.
Boards have to carefully consider whether or not potential long-term rewards will be greater
than short-term losses.

The management of risk is a key organisational responsibility. All staff must accept that the
management of risk is one of their most important responsibilities.

The Belfast Trust has a Risk Management Strategy that underpins its policy on risk and
explains its approach to acceptable risk.'* (appendix A)

The Trust manages risk by undertaking a quarterly assessment of the organisations
objectives and identifying the strategic risks to achieving these objectives. These are
encapsulated within the Board Assurance Framework Risk Document. There are systems in
place to monitor and review risks, which are delegated below Corporate level.

The Trust recognises that risk reduction and management can be enhanced by the effective
involvement of stakeholders at an early stage of planning or making decisions about care,
treatment or service development.

14 http://intranet.belfasttrust i isk%20Management? ©202020-2021.pdf
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The Trust is committed to promoting and maintaining an open and learning culture in which
the emphasis is placed on continual quality improvement, learning lessons and being open
and transparent when care goes wrong. The Trust has processes in place for learning from
experience, learning from adverse incidents, complaints, litigation and external reviews/
inspections. This is underpinned by the Trust’'s Being Open Policy.

Organisational Assurance (formerly the Controls Assurance process) remains a key process
for the Belfast Trust. The Belfast Trust has identified Directors to be accountable for action
planning against each standard.

5.3.2 Risk Appetite
Risk appetite is:

‘The amount of risk that an organisation is prepared to accept, tolerate, or be exposed to at
any point in time’ (HMT Orange Book definition 2020)."

It is the role of Trust Board to decide which risks they need to reduce, which they are
prepared to accept and what their tolerances are for those risks they are willing to accept.

Trust Board must make a considered choice about its risk appetite, taking account of its legal
obligations, business objectives, and public expectations.

The Trust needs to know about risk appetite because:

e If the Trust does not know what it's collective appetite for risk is and the reasons for it,
then this may lead to erratic or inopportune risk taking, exposing the organisation to
a risk it cannot tolerate; or an overly cautious approach which may stifle growth and
development

e |[f Trust leaders do not know the levels of risk that are legitimate for them to take, or do
not take important opportunities when they arise, then service improvements may be
compromised and patient and user outcomes affected.

The Good Governance Institute (GGI) believes it helps to identify different vectors of risk
appetite (money, policy, outcomes and reputation) but always to assess these in the round.
To support this, GGI have developed a Risk Appetite Maturity Matrix for NHS organisations
to support better risk sensitivity in decision-making.'® (see Appendix C).

The GGI Matrix sets five levels of risk appetite for each of the risk vectors (money, policy,
outcomes and reputation). There are no right answers, but the matrix allows board members
to articulate their appetite and tolerances and arrive at a corporate view, taking into account

15 HMT Orange Book- Management of risk — Principles and concepts
16 GGl Risk Appetite Maturity Matrix
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the risk appetite of others and the capacity for management to communicate and deliver.
Trust Board should consider each strategic objective against the matrix and agree its level of
risk appetite, what it can delegate, and what additional assurance it requires. The matrix can
also be used for individual initiatives and emerging problems and should help Trust Board to
better manage its agenda and the level of routine reporting required.

A key part of determining risk appetite is the analysis and assessment of each risk. This
needs to be done against a common set of metrics.

5.3.3 Risk Registers

The Board Assurance Framework Risk Document (BAF Risk Document) is designed to
allow Trust Board to concentrate on that very limited number of top-level risks, but without
restricting its freedom to maintain a watch on the full array of risks to strategic objectives.

It is essential that the Trust has robust systems in place to deal with a wide range of risks
and these systems should be reviewed routinely. As risks (and the appropriate response) can
change over time and depending on circumstances, the systems should include the routine
monitoring of risks and procedures to raise concerns with Trust Board as quickly as possible
and in line with their risk tolerances. Regular risk assessments should be carried out and
information provided on ‘close calls’ and ‘near misses’ to enable Trust Board to evaluate the
strength of the risk management procedures.

The management of risk at strategic, directorate and divisional levels needs to be integrated
so that the levels of activity support each other. All staff should be aware of the relevance of
risk to the achievement of their objectives.

Risk registers are a record of all forms of residual risks ie. those risks which remain after
treatment. It is accepted that, in order to be accurate and complete, the risk register should
be constantly updated to reflect new risks and changes to existing risks.

Risk registers can gather risk details from many assessment sources. As such, it is very
important that the risk identification process determines the relevance and significance of
such risks to corporate objectives.

The BAF Risk Document acts as high-level strategic risk identification in regard to corporate
objectives, highlighting gaps in control and/or gaps in assurance process and the details of
necessary action.

Strategic risks are those that represent major threats to achieving the Trust’s strategic
objectives or to its continued existence. Strategic risks will include key operational service
failures. For example, a failure to meet key targets or provision of poor quality care would be

very damaging to all trusts’ strategic objectives.
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These can be readily identified, but some can be much harder to identify and manage for a
number of reasons:

e They can be more qualitative than operational risks, for example to do with reputation or
partnership working

e They are frequently multi-faceted and hence more complicated, deriving from a series of
events that combine and cumulatively escalate

e They can be hard to anticipate as they can be outside the experience of board members
or have not happened before.

Strategic risks are maintained in the BAF Risk Document, which ensures they are made

an integral part of the risk management process. Where they affect service delivery, they
should also appear in related divisional/directorate risk registers. This way, they feature in the
business planning processes of divisions/directorates, whose plans reflect actions to manage
strategic risks as well as their own immediate operational ones. For example, Workforce

may be a strategic risk on the BAF Risk Document due to the potential impact it could have
on the safe and effective delivery of services. In addition, it would be expected (in divisions/
directorates where workforce challenges exist) that this risk would be on their divisional/
directorate risk registers. The action plans from divisional and directorate areas would thus
support the management of the risk operationally and strategically.

Directorate risk registers are comprised of a mixture of operational or corporate Risks.
Corporate risks are those risks that meet the corporate risk criteria as detailed in the BHSCT
Risk Management Strategy.'” The corporate risk register is a collection of all corporate

risks from directorate risk registers trust wide. It is utilised to review and support the BAF
Risk Document. This provides an assurance to Trust Board as to the identification and
management of the organisations strategic risks.

Being clear about the strategic risk allows Trust Board to ensure that the information they
receive in board reports is pertinent to the objective. It is also a much clearer starting point for
mitigation and control as well as business planning.

Operational risks are by-products of the day-to-day running of the Trust and include a broad
spectrum of risks including clinical risk, fraud risk, financial risk, legal risks arising from
employment law or health and safety regulation, and risks of damage to assets or systems
failures. They are the responsibility of line management and should be identified and
managed by the division/directorate, and only considered by Trust Board on an exception
basis, excepting situations where the Board is checking the effective implementation of Trust
policy and procedures.

17 Risk Management Strategy BHSCT (2020/2021)
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6. Assurance

6.1 What Assurance Means

Assurance is the bedrock of evidence that gives confidence that risk is being controlled
effectively, or conversely, highlights that certain controls are ineffective or there are gaps that
need to be addressed.

The word assurance is used a lot in everyday language and can mean different things to
different people. It is important that everyone involved in developing, implementing and
maintaining the integrated governance and assurance framework, is clear on what is meant
by assurance and where assurances come from.

Figure 1: Definitions of Assurance

Assurance Definition

Provides: ‘Confidence’ / 'Evidence’ / 'Certainty’
To: Directors / Non-executives / Management
That: What needs to be happening is actually happening in practice

The Good Governance Institute defines assurance as a ‘positive declaration that a thing is
true’. Assurances are therefore the information and evidence provided or presented which
are intended to induce confidence that a thing is true amongst those who have not witnessed
it for themselves. For an individual to ‘be assured’, they must trust the assurance(s) they
have been provided with and therefore be confident themselves that the thing is true’.®

Assurance draws attention to the aspects of risk management, integrated governance
and systems of internal control that are functioning effectively and, just as importantly, the
aspects which need to be given attention to improve them. It helps Trust Board to judge
whether or not its agenda is focussing on the issues that are most significant in relation to
achieving the organisation’s objectives and whether best use is being made of resources.

When challenging assurance information at a Board level, the questions the Trust should
continually ask are:

e Where does the assurance come from?
e How reliable is this assurance?

e What is this assurance telling me?

18 GGl - Building-a-Framework-for-Board-360-Governing-Body-Assurance
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e |s the assurance proportionate to the level of risk?

6.2 Assurance Mapping

Assurance mapping is a key part of developing and maintaining board assurance
arrangements. It provides the Trust with an improved ability to understand and confirm that
they have assurance over key controls or where control gaps exist and whether actions are

in place to address these gaps. The assurance mapping process and the way of illustrating
the results using a BAF Risk Document can give confidence to senior management and Trust
Board that they ‘really know what they think they know’.

The assurance mapping process identifies and records the key sources of assurance that
inform board members of the effectiveness of how key strategic risks are managed or
mitigated, the key controls and processes that are relied on to manage risks and as a result
support in the achievement of the Trusts strategic objectives.

6.3 Three lines of assurance

Assurance can come from many sources within the Trust. Understanding where this
assurance comes from helps provide a clearer picture of where the Trust receives assurance
and whether it has too much, is duplicated, or has none at all, and whether the coverage of
assurances is set at the right level to provide confidence to Trust Board.

The ‘three lines of assurance’ approach is a model that pulls risk management and
compliance into a common and robust framework. By defining the sources of assurance in
three broad categories, it helps to understand how each contributes to the overall level of
assurance provided and how best they can be integrated and mutually supportive.
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Figure 1 The three lines of assurance model within a HSC Trust

1st Line of

assurance

2nd Line of
assurance

3rd Line of
assurance

Frontline or operational

delivery areas.

Provided by those

responsible for service

delivery.

Provides Assurance

that performance

is monitored, risks

is identified and
addressed and

objectives are being

Associated with
oversight of
management activity.

Separated from
delivery but not
independent of Trusts
management chain.

Could include
compliance
assessments or
reviews to determine

Independent and more
objective assurance.

Focuses on the role of
internal audit, but can
include other sources
including External
Audit and Independent
Inspections eg. RQIA.

Places reliance on
then 1st and 2nd
lines of Assurance

achieved. policies are being mechanisms and tests
met and objectives controls.
achieved.

First Line: Responsibility lies with frontline staff to understand their roles and responsibilities
and to carry them out properly and thoroughly. Controls are designed into systems and
processes, so, assuming the design is sound, compliance should mean the internal control
environment is sound. Therefore, others within a department, preferably not frontline staff,
are responsible for routinely verifying compliance with policies and procedures, both in
respect of service delivery and decision-making processes. They are also responsible

for providing the second line of defence with current information on key risk and control
indicators.

Examples of 1st line assurance may include (but is not limited to): reviewing incident data,
KPls, risk registers, improvement work, reports on the routine system controls and other
management information, review of caseloads, safety briefs, minutes of meetings, peer
reviews, leadership walk rounds, self-assessments, patient/service user feedback. This
assurance is at service level.

Second Line: A corporate integrated governance framework, incorporating compliance and
risk management functions, which reviews the operation of the internal control framework.
This is made up of assorted executive committees, which set and police policies, define
work practices and oversee the operation of the first line of defence. Typically, this would be
by holding them to account for the effectiveness of their risk management and compliance
arrangements but, for particular high-risk matters, they would also routinely inspect for
compliance with policies and procedures.
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Examples of 2nd line of assurance may include (but is not limited to): Budget reports,
Managerial reports, performance reports, HCAI reports, KPI, Infographics report, Committee
meetings. This assurance is usually at senior management/divisional oversight level. It may
also include the Executive Team and Trust Board.

Third Line: This is independent review, which is used to monitor the operation of the overall
compliance, risk management system, and examine the first and second lines of defence.
This is the role of internal audit but there are other sources of independent review that can be
used as well. Review findings are considered, which can then ensure that the executive team
is addressing identified weaknesses properly on behalf of Trust Board.

Examples of 3rd Line of assurance may include (but is not limited to): RQIA Reviews/reports,
Internal/External audit reports, Professional /Regulatory bodies eg. NISCC/Royal Colleges/
accreditation

Trust, Demonstrate, Check

Trust

First line assurance involves a level ‘Trust’ by line management, that operational staff are
delivering services within the expected standards, policy, legislation, and that they are using
regular review/local audit/data analysis, from of a variety of sources to support this trust.
Divisional Senior Leadership teams will routinely use first line assurances to support their
decision-making about service risks.

Demonstrate

Second Line assurance necessitates senior management to provide evidence and
‘Demonstrate’ that controls and assurances are in place regarding performance, delivery
of service, compliance with legislation, guidelines and policy, and that risk management
systems are robust. It requires a level of internal independence from immediate line
management to support what is believed to be true, as true. The metrics and information
to support the position held are presented to the Executive Director Group as the agreed
metrics analysed within QMS.

Check

Third line assurance requires a level of independent verification ‘Check’. This means that an
external party independent to the organisation will review and confirm the position held by the
Trust is accurate and where there are gaps allow for further planning and actions to be taken.
The outcome of such verification is considered by both Executive Director Group and Trust
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Board or audit committees. |dentified gaps in control and or assurance, will be monitored by
Trust Board until resolved and in line with agreed risk appetite.

Example: Hand Hygiene Audits

How a senior leadership team can Trust, Demonstrate and Check on line 1, 2 and 3
assurance

Line 1 — Trust

Ward managers carry out hand hygiene assessments on their ward. This self-assessment
can provide ‘Trust’ to senior management that compliance with hand hygiene practices are
within policy guidelines. Management can utilise this assurance.

Line 2 - Demonstrate

Staff external to a service area can complete independent hand hygiene audits. (These
external staff are internal to the organisation eg. Infection Prevention and Control

Team) The data and assurance provided by these independent audits can be used to
‘Demonstrate’ to senior management that the area is compliant with policy guidance and
that the line one assurance provided it true. This assurance is more robust due to its
independence.

Line 3 — Check

RQIA may complete a ward hygiene inspection, encompassing hand hygiene. Their
review of hand hygiene practice is independent to the organisation, and as such, senior
management can utilise the results to ‘check’ that the Line 1 and Line 2 assurance
previously provided is reliable and true. This type of assurance is the most robust
assurance.

Sources of Assurance (these are not exhaustive lists)

Examples

Examples Examples
o 11 meetings ® Performance reports PY RQIA
® Peer review of work ¢ Financial reports ® |Internal/external audit
® Self Assessment returns ® HCAl reports ® Professional regulatory

bodies eg. NISCC/Royal
Colleges etc.

eg. hand hygiene e Committee meetings

® Incident review ® Managerial reports

® KPI's
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6.4 The Role of Internal and External Audit

As a 3rd Line of Assurance, internal audit provide the Belfast Trust with an independent,
objective assurance about the Trust’s risk management, controls, reporting and governance
processes. Their main purpose is to provide the Accounting Officer (The Chief Executive)
with an evaluation of the overall adequacy and effectiveness of these processes. The Chief
Executive will use the Head of Internal Audit’s opinion as a key assurance element when
completing the Trusts annual Governance Statement. It is one of the key elements of good
governance and adds value to improve the Trusts achievement of our corporate objectives.

Internal audit plans are devised in partnership with The Trust, with each audit focused on one
the corporate objectives. They do not typically include clinical audit.” Examples of internal
audit include:

e The review of governance and operational aspects of the Trust’'s new Quality
Management System both at a Corporate level and within the divisional structure

e Information Governance: Review of Information Governance arrangements and processes
within Trust

e Mandatory Training: Review of establishment, management and compliance of mandatory
training requirements.

While internal auditors can be used by the Belfast Trust to provide advice and other
consulting assistance, external audit do not typically providing such close support to the
Trust. This is because external audit are not responsible to management or the Trust, their
primary responsible lies with providing assurances to the public that public resources have
been safeguarded appropriately by us as an organisation.

As a 3rd line of assurance, Trust Board should utilise the independent evidence from internal
and external audit when making decisions about how to manage and control opportunity and
risk. Non-financial/clinical audits will be included on the assurance committee agenda.

19 Clinical audit is a way to find out if healthcare is being provided in line with standards. It lets care providers and patients know if their service is doing well and if there could be improvements (NHS England)
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7. Quality Improvement

To achieve the Trust’s vision of delivering safe, effective and compassionate care, the Senior
Leadership Teams identified three Trust wide improvement priorities:

e Right care in the right place
e Real time patient feedback

e Staff engagement.

Central to the delivery of this vision, is the recognition that the Trust needs to create the
conditions and culture that reflects quality and supports the requirement for continuous quality
improvement and innovation. These include:

1. Placing the person clearly at the centre of our goal to become a leading safe, high quality
and compassionate organisation.

2. Ensuring a relentless focus on safety and quality improvement aligned to our corporate
objectives and assurance framework.

3. Ensuring that we are an open, transparent and supportive organisation that is continually
learning and sharing both within and beyond the organisation.

4. Using measurement and real time data, linked to goals, to learn and improve at every level.

5. Enhancing our will, capability and structures to undertake quality improvement consistently,
everywhere and every day.

Quality Improvement is a key component of the Trust’s overall system of quality management.
In September 2020, the Trust developed a Quality Management System bringing together
different approaches to performance management, quality improvement, assurance and
accountability processes into a single integrated system to support the delivery of this vision.

The vision of the Quality Improvement Team is “to strengthen and embed safety and quality
improvement through leadership, support and education to ensure the achievement of
ambitious outcomes aligned to the Trust key priorities”.

The Trust is committed to being a ‘learning organisation’, one that is continually seeking to
share best practice, to share learning when the care we have provided could have been better
and also to proactively identify risk and to be a ‘problem sensing’ organisation.

The Trust continues to build a culture of improvement by engaging, inspiring and supporting

the workforce to deliver improved outcomes and experience for those in our care.
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8. The Assurance Framework

This Integrated Governance and Assurance Framework is the ‘lens’ through which Trust
Board examines the assurance to discharge its duties. An important element of the Trust’s
Integrated Governance and Assurance Framework is the need for robust organisational
arrangements at Trust, Directorate, Divisional and Service level which is tested internally
through the Trust accountability arrangements.

8.1 Organisational Arrangements

An important element of the Trust’s arrangements is the need for robust governance within
Directorates. This will be tested through the accountability review process. There are a
number of internal and external mechanisms that support this.

Trust Board is responsible for:

e Establishing the organisation’s strategic direction and aims in conjunction with the
Executive Management Team

e Ensuring accountability to the public for the organisation’s performance

e Assuring that the organisation is managed with probity and integrity.

The membership Trust Board is defined in the Establishment Order to include the Directors
of Social Work, Medicine, Nursing and Finance.

The accountability, roles and responsibilities of the Committees in respect of governance
and assurance in accordance with the Terms of Reference of each of the Committees
and reporting sub Committees are detailed below. The Trust’s governance and assurance
organisational structure is kept under constant review.

Proposed organisational arrangements for governance and assurance are set out in
Appendix E & D.

Appendix G outlines the Schedule of Key Documents to be presented (Including Annual
Reports).

The Audit Committee

The Audit Committee (a standing committee of Trust Board) is comprised of Non-Executive
Directors. Its role is to assist Trust Board in ensuring an effective system of financial
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governance and internal control is in operation. This includes the effectiveness of the full
range of internal controls including the identification of financial risks, identifying financial
risks, the review of internal and external audit functions and addressing the financial aspects
of governance (including financial reporting) in the Belfast Trust.

The Committee’s programme of work is largely dictated by Internal Audit’s risk-based
annual audit plans which enables Internal Audit to provide an opinion on the adequacy and
effectiveness of the Trust’s risk management, control and governance arrangements.

The Assurance Committee

Trust Board have a responsibility to oversee the effective implementation and management
of governance and assurance within the Belfast Trust.

Assurance committee, a standing committee of Trust Board supports this by providing
oversight of governance, risk management and assurance in a protected space, where risks
are considered and sense making is made of assurance information. Its role is to assist
Trust Board in ensuring an effective Integrated Governance and Assurance Framework is in
operation for all aspects of the Trust’s undertakings, other than finance.

The committee is is informed by intelligent and timely information covering the full range of
health and social care information, providing a line of sight over all of our business. It is also
responsible for the identification of strategic risks and significant gaps in controls/assurance
for consideration by Trust Board.

It reviews and interrogates information from a variety of sources in order to ensure that
decision is informed by accurate, timely and concise data, to support the delivery of the
Trusts corporate objectives.

Key information sources include:

e Board Assurance Framework Risk Document — articulates each risk, its controls, gaps
and assurance provided utilising the ‘Three Lines of Assurance’ model. It enables Trust
Board to have an improved ability to understand and confirm that they have assurance
over key controls or where control gaps exist and whether actions are in place to address
these gaps

e Directorate QMS Sense-making Presentations — Accountability and assurance is
scrutinised through the presentation and critical analysis of key data, utilising the 6 QMS
metric’s, establishing individual Directorates performance in relation to key assurance
areas and the identification and escalation of issues and risks
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e Steering Group Reports
e Infographic Reports

e Emerging issues.

The Assurance Committee provides a second line of assurance within the Integrated
Governance and Assurance Framework. It has six Steering groups, which oversee the
implementation of robust assurance process across all aspects of our business. (Appendix F).

The Remuneration Committee

The Remuneration Committee (a standing committee of Trust Board) is comprised of three
Non-Executive Directors. The main function of the Remuneration Committee is to provide
advice and guidance to Trust Board on matters of salary and contractual terms for the Chief
Executive and Directors of the Trust, guided by DHSSPS policy.

The Charitable Funds Advisory Committee

The Charitable Funds Advisory Committee (a standing committee of Trust Board) is comprised
of Executive and Non-Executive Directors of Trust Board. Its role is to oversee charitable
funds in line with guidance in the Trust’'s Standing Financial Instructions, Departmental
guidance and legislation. This includes, amongst other tasks, ensuring that funds are not
unduly or unnecessarily accumulated and ensuring that expenditure from charitable funds is
subject to value for money considerations.

The Executive Directors Group

The Executive Directors Group (EDG) is chaired by the Chief Executive and is comprised of
all Executive Directors and the Deputy Chief Executive. The purpose of the group includes
provision of:

e Overall strategic oversight, leadership, direction along with accountability & assurance for
the organisation

e Expert professional advice and guidance on regulatory and statutory requirements to the
Chief Executive

e Expertise and advice to the Chief Executive in assisting with the provision of accountability
and assurance in line with the Integrated Governance and Assurance Framework by
holding directors to account for their specific services through regular and thorough review
of:
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- Regulatory compliance
- Directorate performance
- Quality Management System (QMS) Information.

QMS presentations to the EDG, along with the Director of Planning, Performance &
Informatics, are a central and critical tool in the EDG'’s role in seeking and providing
organisational accountability and assurance.

Individual directors are responsible for the delivery of respective directorate QMS
presentations to the EDG. As part of this process, the EDG will:

e Seek and assess assurance from respective directorates through critical review of QMS
and other relevant presentations and information

e |dentify gaps in controls and assurance and, in conjunction with relevant service directors,
ensure that comprehensive and robust action plans are developed, put in place, reviewed
and completed.

This process provides a robust means of demonstrating organisational accountability and
assurance to the Assurance Committee in line with the overall Integrated Governance and
Assurance Framework

The Executive Team

The Executive Team will ensure that governance and service improvement is embedded

at all levels within the organisation and that risk management is an integral part of the
accountability process. Executive Team will prepare and regularly update the Board
Assurance Framework Risk Document, which will inform the management planning, service
development and accountability review process.

The Executive Team is responsible for ensuring that the sequence of performance reports,
audits and independent reports, required by Trust Board as part of the performance
management and assurance processes, is available.

The Executive team have implemented a Charles Vincent Safety Huddle (Appendix D) on a
daily basis, at which additional members may be invited.
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The Integrated Governance and Assurance Framework Steering Groups
(Appendix F)

These committees report through the Assurance Committee. They are standing committees
that are responsible for co-ordinating the work of the Expert Advisory Committees and for
developing assurance arrangements within specific areas of Trust activity and providing the
necessary scrutiny of practice. The Steering groups are:

e Social Care Steering Group

e People and Culture Steering Group

e Clinical and Social Care Governance Steering Group
e Organisational Governance Steering Group

e Safety and Quality Steering Group

e Involvement and Experience Steering Group.

They are generally expert groups that are responsible for developing assurance
arrangements within specific areas of Trust activity and providing the necessary scrutiny of
practice. They will also provide expert advice, supporting best practice across the Trust.

Social Care Steering Group

The Social Care Steering Group acts on behalf of the Trust Board in seeking assurance
from the Trust in respect of the delivery of its Delegated Directions and advising Trust Board
accordingly.

The Social Care Steering Group, on behalf of Trust Board, is also responsible for reviewing
relevant Annual Reports such as Annual Children’s Residential Report, Annual Regional
Emergency Social Work Service Report and for escalating any issues of concern arising from
these reports to Trust Board.

The Social Care Steering group also has a role in ensuring that the Social Care Governance
arrangements established within the Trust are robust and effective. A list of reports that are
presented at the steering group is included within Appendix H.

People and Culture Steering Group

The People and Culture Steering Group provides sponsorship, oversight and accountability
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for the Trust’s People and Culture priorities and the associated work undertaken to address
the 4 identified priorities areas of:

e Workforce
e |eadership
e Recognition

e Engagement.

The steering group will have oversight of the key metrics that indicate progress in relation to
the priority areas as described in the People and Culture Priorities 2021-2023 document.

The group will provide assurance through:

- Holding each Directorate and Division to account for having a People and Culture action
plan based on relevant data and for achieving their aims

- Providing challenge, advice and ongoing review of organisational level and divisional level
People and Culture Metrics as part of the quarterly QMS reports and will provide feedback
on progress to Trust Board on a biannual basis

- Ensuring that People and Culture key risks and challenges are identified and appropriately
escalated through existing assurance frameworks.

Clinical and Social Care Governance Steering Group

The Clinical and Social Care Governance steering group acts on behalf of the Assurance
Committee in seeking assurance from within the Clinical and Social care arena.

The group will provide assurance through:

e The systematic and continuous review of patient outcomes across the Trust, including
mortality and morbidity

e |earning from SAl’s, and that risks identified from SAl's are appropriately progressed

e The review of external reports (including social care) following inspection by statutory
bodies, RQIA and NIMDTA and other external bodies, and facilitate integration of
recommendations

e Review, approval and implementation of all policies, clinical guidelines, standards and
patient safety alerts
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e The systematic and continuous review of adult and children’s safeguarding, to include all
learning and implementation of recommendations.

Organisational Governance Steering Group

The Organisational Governance steering group acts on behalf of the Assurance Committee
in seeking assurance and ensuring the effectiveness of its committees.

The group will provide assurance through:

e Ensuring that the required standards are met in relation to centralised and local
decontamination, in relation to reusable devices, and that risks identified are managed
and appropriately progressed

e Safeguarding the health, safety and welfare of all staff, service users, patients and visitors
and that any risks identified are managed

e Maintaining a Trust wide approach to the management of licensed and regulated activities
under statutory requirements of competent authorities

e Ensuring the procurement, usage, maintenance and disposal of all medical devices and
that their use/application does not create a risk to patients, staff and visitors

e Continuous scrutiny and challenge of the organisation’s Corporate Risk Register.

Safety and Quality Steering Group

The Safety and Quality steering group acts on behalf of Assurance Committee in seeking
assurance around the effectiveness of its committees. It sets direction for safety and quality
in the Trust and provides assurance that the services we deliver are safe and are constantly
seeking to improve in quality.

The group will provide assurance through:
e Leading and driving improvement on Infection prevention and control initiatives

e Establishing and maintaining a Trust strategy for Medicines Management and associated
work plans

e Driving a multi-professional culture of safety across the Trust through the promotion of
trend analysis, triangulation and effective shared learning to improve patient safety and
reduce risk

e Facilitating the implementation lonising (Radiation) and Non-ionising Radiations
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regulations and overseeing the development, implementation and review of the Trust
Radiation Safety policy

e Promoting and monitor the safe and appropriate use of blood components and blood
products.

Involvement and Experience Steering Group

The Involvement and Experience steering group acts on behalf of Assurance Committee
in seeking assurance around the effectiveness of its committees. It sets direction for
Involvement and Experience within the Trust

The group will provide assurance through:

e Oversight, implementation and review of the Trust’s framework for Personal and Public
Involvement (PPI)

e Ensure a strategically consistent approach to collaborative working, through involving
patients, service users, carers and communities, to improve health and wellbeing and
reduce health inequalities. The Trusts Carer Network will help support this work

e |Learning from Complaints, and that risks identified from patient and service user feedback
is appropriately progressed

e The systematic and continuous review of all patient and service user feedback, to
include all learning and implementation of recommendations from NIPSO, RQIA or other
professional bodies.

Directorate and Divisional Governance Groups

Within the Trust, there needs to be a clear chain of delegation that cascades accountability
for delivering quality performance from Trust Board to the point of care, ensuring that robust
internal monitoring is undertaken enabling assurance and quality intelligence.

Individual Directors are responsibility for governance arrangements within their respective
Directorates. They have established Governance Groups/Frameworks across their
Directorates and Divisions to support this responsibility. Governance requirements vary

from one Directorate to another depending on the nature of their work and the type of risk
involved. The Directorate/Divisional Governance Groups can act as the first line of assurance
in the Integrated Governance and Assurance Framework.

Directors will receive assurance by the information and reports provided at governance
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meetings escalated from the front line and communicated through the line management and
reporting structure and will regularly monitor their own governance performance eg. incident
rates and risk register and will consider information and trends on incidents, complaints,
claims, inquests, safeguarding and morbidity and mortality reviews. Directors will also get
assurance by monitoring compliance on health and safety risk assessments, standards and
guidelines, audits and improvement work. An example Governance Group Agenda template
is provided at Appendix .

8.2. Accountability and Responsibility for Assurance in the
Belfast Health and Social Care Trust

The following section outlines the roles and responsibilities of the Trust Board, Non-Executive
Directors, Chief Executive, Deputy Chief Executive, Directors and Operational Governance
leads in respect of Governance. Good governance requires all concerned to be clear about
the functions of governance and their roles and responsibilities. Good governance means
promoting organisational values at all levels, taking informed and transparent decisions,
managing risk, and ensuring accountability. The Assurance Framework provides Trust Board
with the capacity and capability to engage effectively with stakeholders.

The Role of Trust Board

The role of Trust Board is defined as collective responsibility for adding value to the
organisation by directing and supervising the Trusts affairs. It provides active leadership of
the organisation within a framework of prudent and effective controls, which enable risks

to be assessed and managed. It sets the Trust’s strategic aims and ensures the necessary
financial and human resources are in place for the Trust to meet its objectives and review
the performance of management in meeting objectives. By setting the Trust’s values and
standards, Trust Board ensures that the Trust’s obligations to service users, the community
and staff are understood and met.

The Role of the Chair

The Chair has a key leadership role in the Integrated Governance and Assurance
Framework. They provide leadership through his/her chairmanship of Trust Board and
Assurance Committee. They work closely with the Chief Executive and other Directors
to ensure the effectiveness of the Assurance Framework. The Chair and the Chief
Executive will ensure the provision of timely information to Board members and effective
communication with staff, patients and the public.
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The Role of the Non-Executive Directors

Non-Executive Directors will assure themselves and the Trust Board that the Audit
Committee and Assurance Committee and related committees are addressing key
governance issues within the organisation. Their responsibilities include:

e Strategy: by constructively challenging and contributing to the development of strategy

e Performance: through scrutiny of the performance of management in meeting agreed
goals and objectives

e Risk: by satisfying themselves that financial and other information is accurate and that
financial controls and systems of risk management are robust and defensible.

Assurance and accountability is enhanced through active involvement and visible leadership
of Non-Executive Directors across the organisation by:

e Listening and hearing the voices of staff, service users, carers and families through a
programme of regular visits and meetings

e Taking account of major strategic changes that can impact on the organisation

e Enabling and inspiring a safe, open and learning culture within a highly complex and
demanding environment.

Non-Executive Directors are responsible for ensuring Trust Board acts in the best interests of
the public and is fully accountable to the public for the services provided by the Trust.

The Role of the Chief Executive

The Chief Executive through leadership creates the vision for Trust Board and the Trust to
modernise and improve services. She/he is responsible for the Statutory Duty of Quality,

is responsible for ensuring that Trust Board is empowered to govern the Trust and that

the objectives it sets are accomplished through effective and properly controlled executive
action. Her/his responsibilities include leadership, delivery, performance management,
governance and accountability to Trust Board to meet their objectives and to the Department
of Health and Social Services and Public Safety as Accountable Officer.

As Accountable Officer, the Chief Executive has responsibility for ensuring that the Trust
meets all of its statutory and legal requirements and adheres to guidance issued by the
Department in respect of governance. This responsibility encompasses the elements of
financial control, organisational control, clinical and social care governance, Health and
Safety and risk management.
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The Role of the Deputy Chief Executive

The Deputy Chief Executive deputises for the Chief Executive as directed and leads on
specific cross cutting and key projects essential to the improvement of the operational
and strategic management of the Trust. The deputy also supports the Chief Executive

in developing, integrating and co-ordinating the work of the Exec Team, improving
accountability and effective governance and driving forward safety and improvement
agendas. The role also includes ensuring directors make sense of their business and that
matters are escalated appropriately.

The Role of the Executive Team Members

Executive Team members are accountable to the Chief Executive for key functions and
for ensuring effective governance arrangements are in place in their individual areas of
responsibility.

Collectively Executive Team members are responsible for providing the systems, processes
and evidence of governance. Members are responsible for ensuring that Trust Board,

as a whole, is kept appraised of progress, changes and any other issues affecting the
performance and assurance framework.

The Executive Team is responsible for the (operational) management of the Trust and the
delivery of its clinical & non-clinical services in a safe and effective fashion, within available
resources and in compliance with regulatory and statutory standards; guidance and the
requirements of good governance.

The Role of the Senior Leadership Group Members

The group is responsible for providing alignment of the Trust’s strategic vision, to the plans
and improvements taking place within and across Divisions.

Together they have a collective impact on service delivery, improvement and performance.
They are involved in collective decision-making, bringing forward priorities, issues and
opportunities to shape the Trusts Strategic direction. As a group, they provide Collective
insight, ensuring that strategic discussions and decision-making are informed by the diversity
of all groups across the Trust.
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The Role of the Director of Finance & Estates

The Director of Finance and Estates is accountable to the Chief Executive for the strategic
development and operational management of the Trust’s financial control systems. They,
with the Chief Executive, are responsible for ensuring that the statutory accounts of the Trust
are prepared in accordance with the Department of Health and Treasury requirements.

The Director of Finance and Estates ensures that, on behalf of the Chief Executive, the Trust
has in place systems and structures to meets it statutory and legal responsibilities relating

to finance, financial management and financial controls. They ensure that the Trust has in
place Standing Orders and Standing Financial Instructions, including Reservation of Powers
and Scheme of Delegation, which accord with the Department of Health and Social Services
model and takes responsibility for the financial management aspect of internal controls.

The Director of Finance and Estates is responsible for ensuring that there are proper systems
in place for the maintenance and safe management of all of the Belfast Trust’s estates

and assets. The Director will carry out risk assessments to identify and prioritise capital
expenditure. The Director will ensure that the Belfast Trust meets its statutory obligations
with regards to the management of fire safety, and will report annually to Trust Board.

The Medical Director — Lead Director responsible for Integrated
Governance and Risk Management, including Clinical Governance, and
Quality Improvement

The Medical Director is accountable to the Chief Executive for the strategic development
of the integrated governance arrangements, including risk management, patient safety
and excluding finance. This responsibility is shared with the Director of Nursing & User
Experience, Director of Social Work and the Director of Finance & Estates.

The Medical Director ensures, on behalf of the Chief Executive, that the Trust has in place
the systems and structure to meet its statutory and legal responsibilities relating to their
area of accountability and that these are based on good practice and guidance from the
Department and other external advisory bodies. The Trust is a designated body in respect of
medical revalidation and as the Responsible Officer the Medical Director must assure him/
her self that systems and processes are in place to effectively deliver medical revalidation.

The Medical Director ensures the Trust Board receives the relevant information/annual
reports required in Trust Board’s information schedule. They will ensure that the Chief
Executive and the Trust Board are kept appraised of progress and any changes in
requirements, drawing to their attention gaps which may impact adversely on Trust Board’s
ability to fulfil its governance responsibilities.
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As part of the Trust’s performance and assurance process, the Director of Performance
Planning & Informatics and Medical Director oversee the review and monitoring process
covering performance, integrated governance and risk management.

The Executive Director of Nursing and User Experience

The Executive Director of Nursing & User Experience is accountable for advising Trust Board
and Chief Executive on all issues relating to nursing and midwifery policy, statutory and
regulatory requirements professional practice and workforce requirements.

They are accountable for providing professional leadership and for ensuring high standards
of nursing and patient/service user experience in all aspects of service delivery within the
Trust. They have specific responsibility for the development and delivery of services relating
to patient flow, tissue viability, volunteers and chaplains. They have specific responsibility,
through the Chief Executive, for the development and delivery of high quality non-clinical
support services to patients and service users in both hospital and community, and holds
professional responsibility for all AHPs. They have lead responsibility for infection prevention
and control with other Directors to ensure patient safety. The Trust is a designated body in
respect of revalidation and Director of Nursing and User Experience will lead and support
the process for nursing and midwifery revalidation and have executive responsibility in this
regard.

The Executive Director of Social Work (EDSW) — Lead Director for
Governance in Social Services

The Executive Director of Social Work role is to provide strong professional leadership for
social work and social care, across the full range of social care services; provided by or
commissioned within the Trust for children and adults in the statutory, voluntary and private
sectors, and providing assurance that satisfactory arrangements are in place for the exercise
of social care and children’s functions by the Trust.

The Executive Director of Social Work has professional responsibility and is accountable
to the Chief Executive, for ensuring the exercise of social care and children’s functions in
accordance with the law, the approved Scheme for the exercise of Delegation Directions
to agreed professional standards and for providing strategic advice at board level on future
developments and direction.

They are responsible for seeking assurances from any other Operational Directors who
have responsibility and accountability for the relevant service area that all social care and
children’s functions are being fulfilled to the required standard.

60

148 of 1257



8 . 1he Assurance Framework

The Executive Director of Social Work is responsible for the managerial and professional
oversight of the social care and children’s functions exercised by the Belfast Trust as directed
by the Department and are directly accountable to their Chief Executive Officer(CEO), who
reports to the Trust Board in relation to the Trust’s performance in respect of social care and
children’s functions.

The Executive Director of Social Work is directly accountable to the Trust CEO and Trust
Board for the provision of authoritative professional advice and insights in respect of all
social work and social care matters, social care and children’s functions and for reporting on
relevant statutory functions across a range of children’s and adult services.

They are responsible for the maintenance of professional standards and all regulatory issues
pertaining to the Trust’s social work and social care workforce

They have responsibility for ensuring organisational arrangements across social work and
social care and enable them to:

e Ensure services provided are of a high quality and a focus is maintained on continuous
improvement in all aspects of social work and social care service delivery

e Contribute to service improvement, positive user experiences and improving outcomes
e Be transparent about responsibilities and accountabilities

e Support effective inter-agency and partnership working.

The Executive Director of Social Work has a lead responsibility to provide a high quality of
professional social work advice to ensure the Board of Directors can fulfil the function of
continuous improvement effectively and efficiently.

The Role of the Director of Human Resources and Organisational
Development

The Director of Human Resources and Organisational Development (HR & OD) is
accountable to the Chief Executive for ensuring the Trust has in place appropriate HR
systems which meet legal and statutory requirements which are based on best practice and
which are in line with the Department of Health requirements and other external advisory
bodies. Working closely with other Directors the Director of HR & OD will lead on the
development and implementation of the Trust’'s People and Culture Priorities including the
development of appropriate policies and procedures and will ensure the Trust Board receives
the relevant information/annual reports according to Trust Board’s information schedule.
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The Trust’s Organisational Development and Learning and Development functions fall within
the remit of the Director of HR & OD. As such, the Director will work with Executive Team
colleagues to ensure appropriate systems are in place to support the Trust’s Organisational
Development and Learning & Development requirements.

The Director of HR & OD also has responsibility for the delivery of Occupational Health
Services in the Trust and to a number of external organisations.

The Director of Performance, Planning and Informatics

The Director of Performance, Planning and Informatics is accountable to the Chief Executive
for ensuring that a performance and accountability framework suitable for the delivery of the
Trust Delivery Plan and Corporate Management Plan is in place, and ensuring that the Trust
operates sound systems of operational performance.

The Director of Performance, Planning and Informatics leads on statutory compliance for
Equality. Personal and Public Involvement and GDPR.

Service Directors

The Service Directors are accountable to the Chief Executive for effective management and
overall governance in their Directorate:

e Director or Unscheduled Care

e Director of Adult Community, Older Peoples and Allied Health Professionals
e Director of Cancer and Specialist Services

e Director of Mental Health and Intellectual Disability

e Director of Trauma, Orthopaedics, Rehab Services, Maternity, Dental, ENT, Obstetrics
and Sexual Health

e Director of Child Health and NISTAR & Imaging, Medical Physics and Outpatients
e Director of Children’s Community Services

e Director ACCTSS and Surgery.

The Service Directors are responsible for ensuring that within their area of responsibility, staff
are aware of and comply with the process of sound governance.

To do this they lead, organise and effectively manage the Directorate, including performance
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development and performance management of the staff managing and providing services.
Effective risk management, including escalation of risk is key to this; therefore, it is essential
that they ensure Directorate wide adherence to the Risk Management Strategy.

It is important that they have an excellent understanding and insight into the day to day
business with a highly developed sensitivity to operations through the Charles Vincent Model
— seeking out problems and building better anticipation and preparedness to constantly
improve.

To support this, Service Directors will produce regular, effective, contemporary management
information, which makes sense of the service, and provides a detailed analysis for
presentation to the Trusts Executive and Non-Executive Directors.

Each Directorate will:
e Establish a Directorate Assurance Committee
e Develop Directorate and Divisional Governance Frameworks

e Develop systems and structures to support the Trust Integrated Governance and
Assurance Framework, to include escalation of risk

e Have Integrated Governance strategies, policies and procedures and ensure these are
audited and monitored.

Within Divisions, Collective Leadership Teams are responsible for ensuring that, within their
area of responsibility, staff are aware of and comply with the processes for assuring sound
governance.

Quality, safety and service improvement are the expected outcome to achieve improved
performance overall.

As part of the Trust's arrangements for performance management, QMS and the Integrated
Governance and Assurance Framework, Service Directors agree (in partnership with the
Chief Executive and the Director of Performance, Planning and Informatics), the objectives
and targets for their Directorate, based upon the management plan agreed by Trust Board.
These are cascaded through the service as part of the Trust’s individual objective setting,
appraisal and performance development processes and Directorate performance reviews.

Directorate objectives, corresponding management plans and governance processes must
consider the patient profile of each service area. Directorates must ensure, when delivering
care to vulnerable patients, unable to speak for themselves, that appropriate scrutiny and
assurance arrangements in place.
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The Directorates are supported and facilitated to meet their governance requirements by
their dedicated Governance leads/managers, and the staff of Risk and Governance in the
Medical Directorate Office. (A paper is currently in development, reviewing the Governance
and Quality Managers location within the organisational structure.
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9 . Board Reporting

9. Board Reporting

It is important that key information (including threats and opportunities to meeting the
corporate objectives) is reported to Trust Board to provide structured assurances about
where risks are being effectively managed and objectives are being delivered. This will allow
Trust Board to decide on an efficient use of their resources and address the issues identified
in order to improve the quality and safety of services.

The Chief Executive, Director of Finance and Estates, Medical Director, and Director of
Planning, Performance and Informatics will be responsible for providing the monitoring and
support for the Integrated Governance and Assurance Framework.

Together they have the responsibility in providing:
e An updated position on performance and governance
e An updated position on the effectiveness of the Trust’s system of internal control

e Details of positive assurances on strategic risks where controls are effective and
objectives are being met

e Detail where the organisation’s achievement of its objectives is at risk through significant
gaps in control

e Detail where there are gaps in assurances about the organisation’s ability to achieve its
corporate objectives.

It is important for the quality and robustness of this Integrated Governance and Assurance
Framework that it is evaluated by Trust Board annually.
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Appendix A: Risk Management Policy Statement

(Incorporating a definition of acceptable risk)

The policy statement outlined below represents the Belfast Trust’s corporate philosophy
towards risk management. The purpose of this statement is to ensure that our staff and
other stakeholders are aware of the Belfast Trust’s responsibilities and their individual
responsibilities for risk evaluation and control.

Policy Statement:

All staff and contractors must recognise that risk management is everyone’s business. All
staff will be actively encouraged to identify concerns about potentially harmful circumstances
and to report adverse incidents, near misses and mistakes.

The Belfast Trust is committed to providing and safeguarding the highest standards of care
for patients and service users. The Belfast Trust will do its reasonable best to protect patients
and service users, staff, the public, other stakeholders and the organisation’s assets and
reputation, from the risks arising through its undertakings. The Belfast Trust will achieve this
by maintaining systematic processes for the evaluation and control of risk.

The Belfast Trust recognises that a robust integrated governance and assurance framework,
risk management strategy, integrated with QMS and performance management, focused

on the organisation’s objectives will support this commitment. The Belfast Trust will provide
a safe environment that encourages learning and development through “an open and fair
culture”.

The Belfast Trust acknowledges that it is impossible to eliminate all risks and that systems

of control should not be so rigid that they stifle innovation and imaginative use of limited
resources. Inevitably, the Belfast Trust may have to set priorities for the management of risk.
It will identify acceptable risks through a systematic and objective process. There is a need to
balance potentially high financial costs of risk elimination against the severity and likelihood
of potential harm. The Belfast Trust will balance the acceptability of any risk against the
potential advantages of new and innovative methods of service.

The Belfast Trust recognises that risks to its objectives may be shared with or principally
owned by other individuals or organisations. The Belfast Trust will involve its service users,
public representatives, contractors and other external stakeholders in the development and
implementation of a risk management strategy.
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Appendix B

Appendix B: Summary of BHSCT Quality Management System
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Appendix C

Appendix C: GGl Risk Appetite Maturity Matrix
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Appendix D

Appendix D: Overview of Charles Vincent Model: The Framework for Measuring and
Monitoring Safety
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Appendix E

Appendix E: Trust Assurance and Accountability Organisational Overview

Three Lines of Assurance
Receives assurance, provides Line 1 Line 2 Line 3
hall d strategic leadershi
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standards operational delivery oversight of more objective
area assurance management activity assurance

Seeks and receives assurance,
provides challenge, escalates risks to

Board.
Charitable Renumeration Assurance Audit
Funds Committee Committee Committee
Provides Strategic Leadership, holds T
to account, unblocks and assists with
problem solving. T T T
Seeks assurance, provides challenge
and leadership. Escalates risks to The Integrated Governance and Assurance Framework E tive Direct
P RS et Cemiiiaiee Steering Groups Executive Team | e——» —ouive Director
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(Appendix F)

*DSF reporting is direct to Trust Board from Social Care Steering

Group*
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Appendix F

Appendix F: Assurance Steering Groups and Committees
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Appendix G

Appendix G: Integrated Governance and Assurance Framework Schedule of Reports
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Appendix H: Reports to Social Care Steering Group

Annual Delegated Statutory Functions (DSF) Report
Annual Corporate Parenting Report

Annual DSF Action Plan

Interim DSF Action Plan

Interim Corporate Parenting Report

Regional Emergency Social Work Service Annual Report
Children’s Residential Child Care Service Annual Report
Adoption and Permanence Service Annual Report

Senior Social Work Leaders Assurance Group Bi Annual Report.
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Appendix |: Example Agenda for a Directorate/Divisional
Governance Group

Directorate/Division Governance Group
Date
Venue

AGENDA

Apologies
Previous minutes
Matters arising
SAls
Early Alerts
Incidents
Risk Register/New Risks
Policies, standards and guidelines
Complaints/Compliments
. Safeguarding
. Health and Safety
. RQIA
. Infection prevention control
. Professional issues
. Shared Learning
. Quality Improvement
. Statutory Functions (in directorates/divisions where relevant)
. Directorate business matters relevant to governance
. Any other Business
. Date/Time of next meeting
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Belfast Health and
Social Care Trust

Minutes of the Trust Board Meeting
Held on 4 June 2015 at 10.00 am
in the Boardroom, Trust Headquarters
Belfast City Hospital

PRESENT:

Mr Peter McNaney

Mr Les Drew
Professor Martin Bradley
Mr Tom Hartley

Mr James O’'Kane

Dr Val McGarrell

Mrs Nuala McKeagney
Dr Michael McBride
Mr Martin Dillon

Miss Brenda Creaney
Dr Cathy Jack

Mr Cecil Worthington

IN ATTENDANCE:

Mr Brian Barry
Mr Shane Devlin
Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell

APOLOGIES:

Mr Charles Jenkins

Chairman

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Chief Executive

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience
Medical Director

Director Social Work/Children’s Community
Services

Director Specialist Hospitals and Women’s Health
Director Performance, Planning and Informatics
Director Human Resources/
Organisational Development
Director Adult, Social and Primary Care
Director Unscheduled and Acute Care
Director Specialist Surgery and Specialist Services
Head of Office of Chief Executive

Head of Communications

Non-Executive Director

Mr McNaney welcomed everyone to the meeting with a special welcome to Martin
Bradley and Nuala McKeagney attending their first meeting following their recent
appointment as Non Executive Directors’.

21115

Minutes of Previous Meeting

The minutes of the Trust Board meeting held on 2 April 2015 were
considered and approved, subject to an apology being recorded for

Dr McGatrrell.
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Matters Arising

There were no items raised.

Chairman’s Business

a. Conflicts of Interest

There were no conflicts of interest noted.

b. Non Executive Director Appointments

Mr McNaney reported that in addition to Professor Bradley and Mrs
McKeagney being appointed as Non Executive Directors’ from 18 May
2015, Dr Patrick Loughran had been appointed as Mater Hospital
Trustees representative and would take up post on 1 July 2015.
Professor Stuart Elborn would take up post on 1 April 2016 as the QUB
representative. All appointments were for a four year term.

Members noted that another Non Executive appointment had been
made and was currently the subject to the required checks.

Mr McNaney reminded members’ that a dinner would be held on the
evening of 22 June in QUB to mark the completion of Les Drew, Tom
Hartley and Charlie Jenkins term in office.

c. Trust Board Meetings — Future Venues

Mr McNaney sought members’ views to Trust Board meetings being
held in Trust facilities.

Mr O’Kane said that it was important that appropriate notice was given
to allow travel time.

Following discussion it was agreed that the workshops should be held
in Trust facilities.

Ms McNicholl advised that she was arranging for service users from
with the Learning and Disability programme to present at the July
workshop and suggested it would be appropriate to use a room on the
Muckamore Abbey Hospital site. Members supported this proposal.

d. Health Minister’s Visit — 21 May 2015

Mr McNaney reported that the newly appointed Health Minister Simon
Hamilton had visited the Cancer Centre on 21 May, 2015 when he had
taken the opportunity to deliver a keynote address outlining his vision
for the future provision of health and social care in Northern ireland.
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(Contd.)

Minister Hamilton had toured the Cancer Centre and met with staff and
patients before travelling to Hemsworth Court, the new supported living
apartments provided in partnership with Helm Housing enabling people
with dementia to continue to live in the community.

Dr McBride said that feedback from the Minister's Office had been very
positive.

Mr McNaney wished to record his appreciation to Mrs Dalzell and the
Events Team for the excellent preparation put in place for the Minister’'s
visit.

Chief Executive’s Business
i. Emerging Issues
a. Critical Care Building - Phase 2B, RVH

Mr Dillon advised members that the Critical Care building had been
handed over to the Trust on 24 April 2015 and gave an overview of
arrangements being put in place to relocate the ED from its temporary
accommodation to the new building. The Trust was liaising closely with
the HSCB regarding the appointment of additional staff to support the
new model of care, particularly around the establishment of a 24/7
Clinical Assessment Unit with the aim to avoid unnecessary admission
to hospitals.

In response to a question from Mr Hartley, Mrs Dalzell advised that
there was a Communication Plan in place to hold open days for key
stakeholders, media and local communities, etc prior to the ED
transferring.

Dr McBride proposed that arrangements be made for Non Executive
Directors’ to visit the new building and receive a presentation on
service.

b. RQIA Unscheduled Care — Update

Dr McBride advised that ED attendances continued to increase and
that in the first quarter of the year there had been a 12% increase
compared to the previous quarter. Patients were presenting with more
urgent complex conditions and there had also been an increase in the
number of elderly patient attendances.

In response to a question from Mr O’Kane, Dr McBride said that it was
an on-going struggle to meet the demands of the population and paid
tribute to nursing, medical, social work and AHP staff who work
diligently to provide high quality care despite the on-going pressures.
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Mrs Owens referred to the RQIA Review of Unscheduled Care in
January/February 2014 when 25 recommendations had been reported
and the follow-up inspection in December 2014 which resulted in a
further 12 recommendations being made. She presented the Quality
Improvement Plan outlining the Trust position in relation to each of the
recommendations. Mrs Owens reported that all of the original 25
recommendations and 11 of the 12 additional recommendations have
been addressed by the Trust. The recommendation relating to the
appointment of sufficient middle grade doctors remained a challenge.
Mrs Owens advised that the Trust had embarked on a marketing and
advertising recruitment campaign and was exploring alternative new
roles.

In response to a comment from Mr Hartley, Dr Jack explained the
NIMDTA requirements in relation to middle grade doctors. Dr Jack
explained that the appointment of Physicians Associates was also
being discussed with the DHSSPS.

Miss Creaney advised that Advanced Nurse Practitioners had also
been appointed and they could carry out some treatments previously
provided by clinicians.

Mr O’Kane sought reassurance that the Trust had an action plan in
place to address the outstanding recommendations.

Dr McBride said that the Trust continued to monitor the situation and
liaise closely with RQIA, HSCB and DHSSPS regarding the matter.

Mr McNaney referred to the IMPACT programme and the positive
impact it was having on improving services within ED.

c. The Human Rights Inquiry Report into Emergency Healthcare

Mr Dillon reported that the Trust had received a draft copy of the
Human Rights Inquiry Report into Emergency Healthcare for factual
accuracy. The Trust had submitted comments and it was anticipated
the final report would be published in the near future.

Mr Hartley said that he would anticipate human rights issues would
continue to grow within public institutions.

Mr McAlister stated that Human Rights was embedded in practice
across the Trust
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d. Right Time Right Place — Donaldson Feedback

Mr Devlin reported that the Trust had contributed to the joint HSC
response to the Right Time Right Place Donaldson Report, which had
submitted to the DHSSPS for consideration.

Decision: Chief Executive’s Business — noted.
Safety and Quality

a. Discharge of Statutory Functions Report
1 April 2014 — 31 March 2015

Mr McNaney welcomed Mr Growcott, Co-Director, Primary and Social
Care and Mrs Marie Heaney, Acting Co-Director Older Peoples
Services.

Mr Worthington presented the Statutory Functions Report for the period
1 April 2014 to 31 March 2015 providing an overview of assurance
arrangements pertaining to social care service delivery by the Trust's
social work and social care workforce. The report addressed the
assurance arrangements underpinning the delivery of services across
the individual Service Areas, outlined levels of compliance with the
standards specified in the Scheme for the Delegation of Statutory
Function and identified on-going and future challenges in the provision
of such services.

Mr Worthington reminded members that the Trust, as a corporate
entity, is legally responsible for the discharge of statutory functions as
delegated under the HPSS (NI) Order 1994. The Trust is accountable
to the HSCB for the discharge of such functions and is required to
establish sound organisational and related assurance arrangements to
ensure their effective discharge. The Scheme of Delegation provides
the overarching assurance framework for the discharge of statutory
social care functions.

Mr Worthington stated that the discharge of statutory functions was
demanding, complex, challenging and rewarding work and paid tribute
to the professionalism, knowledge, skill and dedication of the Trust's
social care workforce.

Mr Worthington reminded members that as Executive Director of Social
Work he was professionally accountable to report to Trust Board on the
discharge of statutory social care functions. He explained that the
report had been presented on the required HSCB template and was
sub-divided in to the following sections.
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Section 1: An introduction to the Report.

Section 2: a strategic overview of the Trust’s performance across the
respective Service Areas by the Executive Director of Social Work in
relation to the discharge of its statutory functions.

Section 3: Individual Service Area reports incorporating information
returns pertaining to statutory services delivery.

Members noted the report included the following:

e The Belfast Local Adult Safeguarding Report 2014-2015.

e The Trust's Annual Social Services Learning and Development
Accountability Report 2014-2015.

e The Trust's Annual Assessed Year in Employment Report 2014-
2015.

Mr Worthington pointed out that the Trust’s exercise of its statutory
duties, in particular those related to the protection of children and
vulnerable adults and the restriction of personal liberty, give rise to
significant levels of public interest and scrutiny.

Members’ noted the individual Service Area reports provided a detailed
commentary on issues relating to their own operational setting, and a
number of the principal corporate themes addressed across the
Service Areas.

In relation to workforce, the individual Service Area reports reflected
Service-specific and corporate workforce issues. While there had been
relative stability across the workforce, lengthy recruitment processes
had proved problematic. The Older Peoples Service had been
engaged in a workforce review linked to modernisation of social work
and social care organisational and service delivery structures with a
focus on strengthening professional social work capacity within
integrated community care teams. A number of the Adult Service
Areas had indicated proposals to review current arrangements for the
delivery of Care Management functions. The Mental Health Services
were currently leading a review of the Trust’'s Approved Social Work
(ASW) service in the context of the pending mental capacity legislation
and a reduction in the overall ASW workforce cohort. ASWs discharge
key statutory functions under the Mental Health (NI) Order 1986.
Members’ were pleased to note that previous retention difficulties
within the Family and Child Care Service had improved.
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Mr Worthington reported that the Trust had prioritised on-going
investment in staff development through access to a comprehensive
range of training programmes with a particular focus on the
consolidation of assessment and risk management skills, the promotion
of reflective learning opportunities and leadership and management
development, incorporating supervision skills.

The Regional Social Work Strategy 2012-2022 outlined the framework
to support the delivery of a vision for social work which is centred on
optimising the skills, knowledge base and expertise of the workforce to
deliver key policy objectives at both regional and local levels. Within
Adult Services the nature of the social work role, the retention of a
coherent professional social work structure and the accessibility of
career pathways for social work practitioners and managers had been
identified as areas for particular focus at both Trust-wide and regional
levels. With regard to the social care workforce, the Trust had
continued to profile the importance of consolidating and developing
staffs’ engagement in accredited training programmes and promoting a
coherent career pathway within a lifelong learning ethos.

Across all Service Areas there had been an emphasis on articulating
and profiling the social work and social care role within multi-
disciplinary and integrated service delivery structures and promoting
the on-going acquisition across the workforce of the skills and
knowledge necessary to respond to the complexity and range of
service delivery demands.

Mr Worthington reported that the social work and social care workforce
were engaged in the reform and modernisation processes. The
promotion of a service delivery framework predicated on a citizenship
model which incorporates inclusion, service user engagement and
choice, whilst promoting the importance of locality/community capacity
and the social dimension to health and well-being were reflected in
each of the individual Service Area reports.

Mr Worthington referred members to the Annual Belfast Local Adult
Safeguarding Report, appended to the Statutory Functions Report,
which provided information in respect of the delivery of adult
safeguarding. During the reporting period there had been relative
stabilising of referrals within Learning Disability and Physical and
Sensory Disability Services. However, within Older Peoples Service
there had been a rise of approximately 10% in referrals.

The Mental Health Service had witnessed an exponential rise in
referrals of 283%. This appeared to relate to the aduit safeguarding
awareness raising focus across all service settings. This rise in
safeguarding activity had had a significant impact on social work
capacity.
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Mr Worthington pointed out the implementation of the Draft Revised
Adult Safeguarding Policy, which profiled social work as the lead
profession in safeguarding, would give rise to particular operational and
workforce planning challenges. He explained that adult safeguarding is
a complex, demanding and highly skilled area of work, requiring strong
multi-disciplinary and multi-sectorial partnership approaches at both
strategic and service delivery levels within a person centred practice
approach. Safeguarding adults without capacity or those whose social,
emotional and physical limitations give rise to particular vulnerabilities
is a key priority for the Trust.

The Trust’s Adult Safeguarding Committee had been established to
strengthen the corporate focus and assurance arrangements with
regard to adult safeguarding.

The Regional Safeguarding Board for Children had been operational
since April 2012 and had assumed statutory responsibility for the
Belfast Safeguarding Panel (which replaced the previous Belfast Child
Protection Panel in October 2012). Members noted the Safeguarding
Board was a statutory agency with an independent Chair reporting to
the Minister and accountable to the Assembly, with a statutory
responsibility to promote qualitative safeguarding services to children
and their families.

Mr Worthington referred to the recent publication of the Marshall
Review Report and pending publication of the SBNI's Thematic Review
both address the key area of safeguarding children who are at risk of
sexual exploitation. The conclusions and recommendations from both
Reviews will provide the template for the delivery of services to
individual children at risk of abuse/exploitation within a multi-sectorial
strategic approach to promoting a whole societal engagement in
safeguarding children.

Mr Worthington highlighted the following challenges related to the
delivery of statutory functions:

e The complexity and volumes of service delivery activity result in
significant demand and capacity pressures across all Service
Areas.

e The consolidation and further development of community services
infrastructure across adult and children’s services to secure
positive, person centred outcomes for services users.

e The implementation of self-directed support as a vehicle for
transformational change in service delivery culture and processes.

e The overarching financial and resource context and the implications
for the delivery of statutory functions.
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The challenges associated with the delivery of safeguarding
functions across adult and children’s services.

The need to continue to focus on workforce development, learning
and skills acquisition.

Consolidation of the PARIS information system across adult
services and the Implementation of PARIS within children’s
services. The development of the information infrastructure across
social work and social care service delivery will be central to on-
going service improvement and effectiveness.

Mr Worthington pointed out that each of the Service Area reports
capture substantial achievements in respect of innovative, person
centred, quality service delivery, he drew particular attention to:

Hemsworth Court Community Integration Project -the development
of a dementia friendly community initiative in the Shankill area to
promote the integration of Hemsworth Court, a supported housing
development for people with dementia, into the wider Shankill
community, optimising their social inclusion and raising awareness
of dementia.

The on-going development of services for carers in partnership with
carers’ representatives and utilising direct feedback and
commentary from carers themselves - a focus on person centred,
flexible and innovative initiatives.

Partnerships: the on-going investment in partnership working
across all Service Areas. A commitment to developing multi-
sectorial approaches to the identification of need and service
delivery predicated on securing improved outcomes for service
users through their engagement in planning for and reviewing
service delivery; the maximising of available resources linked to
demonstrable improvements in service user outcomes; and an
investment in strengthening community capacity and resilience-
opportunities associated with Community Planning .

Workforce: a range of individual and service awards across the
Service Areas reflecting the commitment, professionalism and skills
of the workforce.

Mr McNaney asked about the age profile of the workforce providing the
service.

Mrs Heaney advised that there was an ageing workforce and this
would be a significant challenge for the future of the service. Mr
Worthington emphasised the importance of the reform and
modernisation programme to ensure the workforce was fit for purpose
for the future.
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In response to a question from Dr McGarrell, Mr Growcott advised the
current absentee rate was around 5.5%.

Dr McBride referred to the detail and volume of activity contained within
the report and said he had found it very informative and wished to
commend all those involved.

Mr Worthington advised that he and the Chairman had discussed the
establishment of a small sub-committee, chaired by a Non Executive
Director to review the report in detail prior to presentation to Trust
Board. Mr McNaney said he would discuss this further with Mr
Worthington when the new Non Executive’s had taken up post.

Having considered the report in detail members approved the
Delegation of Statutory Functions Report for the period 2014/15.

Mr Worthington thanked members and advised that the Trust would be
meeting the HSCB to present the report.

b. Corporate Parenting Report - 1 October 2013 to 30 April 2014

Mr Worthington presented the six monthly Corporate Parenting Report
which provided an overview of the Trust’s discharge of its
responsibilities to those children who meet the statutory threshold of “in
need” as detailed in Section 17 of the Children (NI Order) 1995 and the
cohort of children who are looked after by the Trust and inspect of
whom it has the statutory duty to promote their workforce and to afford
them the opportunities and supports which might reasonably be
expected of a good parent.

Members were reminded the Trust's services to children in need were
delivered within a multi-professional and multi-agency framework.
Whilst social work staff have lead responsibility for the discharge of
statutory functions relating to children, other health and social care staff
have key roles in promoting and protecting the welfare of vulnerable
children and their families.

Mr Worthington drew members attention to the following sections
detailed within the report:

Children in Need

Child Protection

Looked After Children

Transitions: Leaving and After Care
Fostering

Adoption

Early Years
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Mr Worthington highlighted the following challenges facing the Trust:

Implementation of Care Pathways - following consultation with
young people and their parents, a proposal has been drawn up and
shared with the HSCB to ensure greater consistency of social work
input for young people in Care where this is the Permanency plan.
This will involve the movement of key transfer points and has
resulted in a decision to ensure young people retain consistent
social work input throughout their Care experience and until
adulthood, i.e. until 18 years.

Unallocated Cases - on-going focus on securing a significant
reduction in unallocated cases and a reduction in caseloads in
Family Support to a level considered appropriate for the nature of

" risk and consequent work required with such cases.

Families with No Recourse to Public Funds - the Trust continues
to experience increasing referrals of children and their families with
no recourse to Public Funds. These families often have extremely
complex needs, are socially isolated and English is not their first
language. They require extensive family support and financial
input. There is a clear need for a consistent approach linked to the
National Network and legal advice. The Trust is re-scoping the
extent of resource required and is developing a business case to
ensure effective and safe working with this vulnerable group.

Operationalising of the Edge of Care Project - this Trust project
will seek to prevent a number of older young people entering the
care system through the provision of a range of evidence based,
bespoke services incorporating statutory, community and voluntary
provision centred on supporting the young person and their family in
addressing the immediate and underlying issues which have
precipitated the impetus for a care admission within a focus on
optimising outcomes for the young person.

The purpose and function of the short term children’s home at 57a
College Park Avenue will change to that of a Resource Centre
housing a team of staff providing a multi-disciplinary/multi-agency
approach on an outreach basis to safely manage young people
within their families and local communities and so reduce the need
for admissions to care.

Overarching Financial Context - challenges associated with the
need to meet statutory obligations in respect of service delivery in
the context of the complexity and volumes of service demands and
the requirement to achieve further significant efficiencies and
savings.
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o Safeguarding - challenges associated with the delivery of the
recommendations and action plans linked to the Marshall Report
and SBNI Thematic Review.

Mr McNaney sought clarification regarding 91 you people awaiting
allocation of a Personal Advisor due to current capacity and funding

gap.

Mr Worthington assured members that whilst these young people are
awaiting to be allocated a Personal Advisor they continue to have
Social Worker support.

In response to a question from Mr McNaney, Mr Worthington explained
that discussion was continuing between the HSCB and DHSSPS
regarding the number of secure places required for the region. He
further advised that in the event of a young person awaiting placement
in secure accommodation increased support is put in place pending a
place becoming available.

Mr McNaney asked if the introduction of the Family Support Hubs had
seen a reduction in children being referred to the service.

Mr Worthington said the Family Support Hubs were in their infancy and
they would need to be operation for 12 to 18 months in order to
evidence their impact on referrals.

Mr Drew welcomed the Edge of Care Project with agencies working in
partnership to prevent young people being admitted to care.

Mr Worthington said it was important that families can avail of early
intervention at the right time to prevent young people entering the care
system.

Dr McBride emphasised the importance of keeping young people out of
care and supporting them with education and career opportunities.

Mr McNaney paid tribute to Mr Worthington and his staff for the high
standard of professionalism proved to very vulnerable and complex
children for whom the Trust is responsible as the Corporate Parent.

Mr Worthington that the imminent publication of the Thematic Report is
likely to have implications for the Trust.

Following detailed discussion members approved the Corporate
Parenting Report for the period 1 October 2014 to 31 March 2015.

Decision: Corporate Parenting Report - 1 October 2014 to
31 March 2015 — approved.
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Director of Adult Social and Primary Care

a. Improving Dementia Services in West Belfast — Re-provision of
Ballyowen EMI Residential Home to Supported Housing Model
— Proposal to Proceed to Public Consultation

Ms McNicholl referred to the previous presentation to Trust Board on 5
February when approval had been granted to commence a pre-
consultation discussion with key stakeholders regarding improving
Dementia Services in West Belfast through the re-provision of
Ballyowen EMI Residential Home to a Supported Housing Model on
the old Grovetree House site. Having carried out the pre-consultation
Ms McNicholl presented a paper outlining a proposal to enter into a
twelve week public consultation on the re-provision of Ballyowen EMI.

Members were advised the Trust proposal would improve services for
people with dementia through the provision of a fourth supported
housing scheme in west Belfast, linked to the re-provision of Ballyowen
EMI home. Ms McNicholl pointed out that if the proposal is to proceed
it will result in the closure of Ballyowen EMI.

The scheme would see the provision of 30 self-contained apartments,
designed to dementia specific standards, offering tenancies for people
with dementia and if appropriate their spouse, sibling or family carer.

Ms McNicholl pointed out that if the scheme did not get approval to
proceed, the Trust would need to identify another source of revenue
funding and invest in significant structural improvements in the home,
with minimal improved outcomes, due the size, location and outdated
model of the building.

Members noted that whilst Ballyowen had capacity for 31 residents
currently there were 18 residents; 3 of whom are on a temporary basis
as their long term needs are assessed.

Mrs McNicholl pointed out that the proposal was in line with the
strategic direction for dementia services, including the DHSS Bamford
policy Living Fuller Lives, 2007 and the N.I. Dementia Strategy, 2012
and was in keeping with the Trust's strategy for improving dementia
services and enabling people to live well with dementia and is also
underlined as the strategic direction for special needs housing with the
NIHE Supporting People Strategy 2005/10

Mrs McNicholl advised that the pre-consultation discussion had been
positive with all relevant stakeholders had engaged. The primary
concern was how the Trust would manage the on-going care of the
current residents and assurances had been given that their options
would be discussed with them and their families/carers and if they
choose to do so they could remain within the home.
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It was noted that an Equality Impact Assessment had been carried
out on the proposed service change with no issues identified.

In concluding her presentation Ms McNicholl sought approval to
proceed with a twelve week public consultation.

Dr McBride referred to the low occupancy rates in Ballyowen and said
it was understandable that people with dementia were choosing to go
into supported housing models as they provide real opportunities for
them to continue to live meaningful, active lives in the community.

In response to a question from Mr Hartley, Mrs Heaney advised that, in
the past few years there had been a decline in the occupancy of
Ballyowen and there was no one on a waiting list. She further advised
that the Trust would continue to liaise closely with re current residents
and their families regarding their future care.

Mr Barry commended the pre-consultation process which had
highlighted better models of care and gained the support of
stakeholders and the local community.

Mrs McKeagney sought clarification regarding the financial
commitment for the scheme.

Mrs McNicholl advised that a housing association would provide the
capital to build the new facility and the Trust would be responsible for
revenue costs, staff and manage the care provision.

Mr Bradley sought assurance that staff, residents and their families
were aware of the proposed development.

Mrs Heaney confirmed that the Trust had and would continue to
engage with all staff and residents and their carers regarding the
scheme.

In response to a question from Mr Hartley, Ms McNicholl said the Trust
in partnership with Belfast City Council and voluntary agencies had a
menu of schemes for elderly people living in the community, i.e.
luncheon clubs, befriending schemes, etc.

Mrs Heaney also advised that there were community hubs established
to sign post people to schemes running within their areas.
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Following a full and lengthy discussion members approved a 12 week
public consultation process son the proposed development of a fourth
supported housing scheme for people with dementia on the old
Grovetree site, which will include consulting on the closure of
Ballyowen House. During the consultation period the Trust would
cease permanent admissions to Ballyowen pending a formal decision
being taken by Trust Board.

Decision: Public consultation process on the proposed development of
a fourth supported housing scheme for people with dementia on the old
Grovetree site, which will include consulting on the closure of
Ballyowen House — approved.

Director of Performance, Planning and Informatics

a. Proposed Outline Procurement Model for Domiciliary Care
Services for 2015/16 — Outcome of Public Consultation

Mr Devlin referred to the need for the Trust to meet the new legislative
requirements of the Contract Regulations 2015 and move forward with
the procurement of domiciliary care services via an EU compliant
tender process. Following approval at the February 2015 Trust Board
meeting a public consultation on the proposed outline procurement
model for domiciliary care services for 2015/16 had been undertaken.
He advised that the consultation had concluded on 8 May 2015 and
presented a report detailing the outcome.

Mr Devlin explained that the proposed outline procurement model

was a mixture of guaranteed volume and flexible spot purchasing

arrangements, to offer sustainability of service and to allow for

flexibility, key features were of which were:

e A guaranteed volume equating to 80% of baseline activity

e A range of tiered volumes to offer levels of business opportunity

e A total of 9 Providers to be awarded contracts for service provision

e A contract term of 3 years with potential to extend for up to a further
24 months

In adopting the proposed model, the Trust had revised and refined one
of the features of the model with regard to guaranteed volume. In the
light of responses to the consultation the level of flexibility applied to
the model had been increased from 20% of baseline activity to 25% i.e.
the level of guaranteed volume has been reduced from 80% to 75%
baseline activity. He pointed out that this increased flexibility will
facilitate any potential changes to the split of statutory and non
statutory service provision.
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Mr Devlin advised that allowing for a timeframe to fully developing the
service specification and supporting tender documentation, it is the
intention of the Trust to subsequently advertise the tender in quarter 3
of this financial year i.e. between October and December 2015.
Contract award and the implementation plan to manage the outcome of
this will take place for the start of the next financial year i.e. 2015/16.
The planning for implementation will be given priority in order to
prepare Service Users, Providers and Trust staff for the transition
period. In addition, the Trust will work alongside Providers to ensure
the delivery of TUPE principles with the key objective of promoting
continuity of care to Service Users.

In conclusion Mr Devlin sought Trust Board approval to progress the
procurement process via an EU compliant open tender.

Following a query from Mr Hartley, Mr Devlin advised that the proposed
model would not change the current balance of in-house and external
domiciliary care provision.

Mr Drew asked if there had been communication with the Trade Unions
regarding the model.

Mr Devlin advised that the Trade Unions had responded to the
consultation.

In response to a comment from Mr O’Kane, Mr Dillon said that there
was an EU regulation for the Trust to have a procurement model for
Domiciliary Care. Mr Devlin also advised that the Trust had taken legal
advice on the proposed model.

Having considered the proposal in detail Trust Board approved the
outline procurement model for Domiciliary Care Services for 2015/16
via an EU compliant open tender.

Mr Devlin advised that the consultation outcomes report would be
published on the Trust website.

Decision: Outline Procurement Model for Domiciliary Care
Services for 2015/16 via an EU compliant open tender — approved.

Deputy Chief Executive/Director of Finance, Estates and Capital
Development

a. Use of Charitable Funds for Capital Projects
Mr Dillon presented a paper outlining a list of capital schemes to be

funded from Charitable Funds Expenditure totalliing £999,249 for Trust
Board approval.
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Mr Drew, as Chair of the CFAC, advised that at a meeting on 11 May
2015 the CFAC had considered the schemes and endorsed the
charitable funds expenditure on these projects.

Members approved the Charitable Funds Expenditure on the list of
Capital Schemes.

Decision: Use of Charitable Funds for Capital Projects —
approved.

Audit Committee

Mr O’Kane, Chairman, Audit Committee presented the minutes of the
minutes of a meeting of the committee held on 13 January 2015 for
information.

Members noted the content of the minutes.

Decision: Audit Committee Minutes 13 January 2015 — noted.

Assurance Committee

Mr McNaney presented the minutes of a meeting of the Assurance
Committee held on 10 February 2015 for information.

Members noted the content of the minutes.

Decision: Assurance Committee Minutes 10 February, 2015 -
noted

Any Other Business
a. Trust Delivery Plan/Corporate Management Plan 2015/16

Mr Dillon referred to the Trust Delivery Plan and Corporate
Management Plan for 2015/16, however information was awaited from
the DHSSPPSP/ HSCB before the draft plans could be considered by
Trust Board and therefore he sought approval to hold a Trust Board
Workshop on 23 June, 2015 to approve the plans before submitting to
the HSCB.

Members agreed to the workshop and expressed concern at the delay
in strategic information being provided by the DHSSPS/HSCB.

Dr McBride advised he was not available on 23 June, but was happy
for Mr Dillon to deputise on his behalf.
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b. Non Executive Directors’ Final Meeting

Mr McNaney reminded members that Mr Drew, Mr Hartley and Mr
Jenkins would be completing their role as Non Executive Directors’ at
the end of June and paid tribute to their commitment and support to the
Trust since its formation in 2008.

Dr McBride, on behalf of the Executive Team, also wished to
acknowledge the commitment and support of the Non Executive
Directors’ when at times there had been difficult and challenging
decisions to be taken.

Mr Drew and Mr Hartley thanked everyone for their kind words and
wished the Trust well for the future.

Mr McNaney reminded members that he would be hosting a dinner on
22 June 2015 to honour the Non Executive’s leaving the Trust.

32/15 Date of Next Meeting

Mr McNaney advised the next meeting of Trust Board was scheduled
for 3 September, 2015.
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#) Belfast Health and
HSC Social Care Trust

caring supporting improving together

Minutes of the Trust Board Meeting
Held on 14 January, 2016 at 10.00 am
in the Boardroom, Trust Headquarters

PRESENT:

Mr Peter McNaney
Dr Michael McBride

Professor Martin Bradley

Mrs Miriam Karp,

Dr Paddy Loughran
Mr James O’Kane

Ms Anne O’Reilly

Mr Martin Dillon

Miss Brenda Creaney
Dr Cathy Jack

Mr Cecil Worthington

IN ATTENDANCE:

Mr Brian Barry

Mr Shane Devlin

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell

Mr Aidan Dawson

Mr John Growcott

APOLOGIES:

Dr Val McGarrell
Mrs Nuala McKeagney
Mr Damian McAlister

Belfast City Hospital

Chairman

Chief Executive

Non-Executive Director

Non Executive Director

Non-Executive Director

Non-Executive Director

Non Executive Director

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience
Medical Director

Director Social Work/Children’s Community
Services

Director Specialist Hospitals and Women’s Health
Director Performance, Planning and Informatics
Director Adult, Social and Primary Care

Director Unscheduled and Acute Care

Director Surgery and Specialist Services

Head of Office of Chief Executive

Head of Communications

Co-Director, Trauma and Orthopaedics
Co-Director, Governance, Children’s Services

Non-Executive Director
Non-Executive Director
Director Human Resources/
Organisational Development

Mr McNaney weicomed everyone to the meeting
Service User Story — Specialist Hospitals and Women’s Health

Mr Barry introduced Mr Aidan Dawson, Co-Director and explained that the Service
User Story being presented related to a Serious Adverse Incident (SAI) Review
following the death of a child post operatively in the Royal Belfast Hospital for Sick
Children (RBHSC). He explained that the presentation would focus on how the Trust
properly and sensitively involved the family in the investigation.
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Mr Dawson advised he had chaired the SAl Review and explained the process
undertaken involving discussing the parents’ involvement in their child’s care and the
subsequent SAl investigation following the child’s death. He referred to the
Departmental timescales for reporting, investigating and closing SAls. However,
given the circumstances the Trust had delayed the SAI Review to allow the family to
come to terms with their child’s death to allow for more meaningfully and empathetic
engagement with them.

Mr Dawson explained that the family had particularly welcomed being involved in the
development of the Terms of Reference for the review. The family had indicated
they felt appropriately involved in the investigation and the Trust had been fully open
and transparent. Learning from the investigation had resulted in the Trust's
protocols in relation to withdrawal of care currently being revised.

In concluding Mr Dawson acknowledged the importance of Personal and Public
Involvement in SAI Review process in line with Donaldson’s recommendations, he
also pointed out that the case demonstrated the positive impact that a SAl review
can have for the service and the family.

Dr McBride advised that following recommendations by Sir Liam Donaldson
regarding the SAI process the DHSSPS would be issuing revised guidelines in the
near future.

In the discussion which followed members welcomed the learning from the SAI
Review.

Mr Dawson left the meeting.
01/16 Minutes of Previous Meeting

The minutes of the previous meeting held on 5 November were considered
and approved.

02/16 Matters Arising

There were no items raised.
03/16 Chairman’s Business
a. Conflicts of Interests
There were no conflicts of interest noted.

b. Retirement — Mr Brian Barry, Director of Specialist Hospital and
Women'’s Health — Retirement

Mr McNaney acknowledged that this was the last public meeting of Trust

Board Mr Barry would be attending as he would be retiring from at the end of
February following 38 years of service.
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On behalf of Trust Board he paid tribute to Mr Barry’s contribution to health
and social care and wished him success for the future.

Mr Barry thanked Mr McNaney for his kind words and acknowledged the
support he had received from Trust Board members’ past and present during
his career.

Chief Executive’s Report

a. Professor Rafael Bengoa, Chair, Expert Panel — Fact Finding Visit

Dr McBride advised that Professor Rafael Bengoa, Chair, Expert Panel
established by the Minister to consider, and lead debate on, the best
configuration of Health and Social Care services in Northern Ireland, would be
carrying out a Fact Finding Visit between 18 to 20 January. Professor
Bengoa would be visiting the Trust on 19 January to receive a presentation on
the regional services provided by the Trust. The Northern Trust will host
Professor Benoga on the 20 January to learn of the provision of services from
a General District Hospital/local perspective.

In response to a question from Mr. McNaney, Dr McBride outlined the
timeframe for the Expert Panel and advised that the final report was due in
September 2016.

Safety and Quality
a. Performance Report

Mr Devlin presented the Performance Scorecard Report for the period ending
November, 2015, providing an overview of the Trust's position in relation to
key standards and targets. The report indicated that of the 39 standards and
targets the Trust was delivering/slightly behind/expected to achieve the
required level of performance in 20 areas. The remaining targets would
continue to be a challenge for the Trust to achieve.

Miss Creaney referred to concerns in relation to the performance in respect of
Health Care Acquired Infections (HCAI) and explained that HCAIl Recovery
Plans targeted in certain areas had been put in place to ensure improvement
against targets. Miss Creaney referred to a recent fact finding visit the Trust
had undertaken, together with PHA colleagues, to St James Teaching
Hospital Leeds in respect of HCAI, and advised the learning from this visit
would be implemented within Trust processes.

Following a comment from Mrs Karp, Dr McBride confirmed that, indeed, a

more targeted approach was being taken to ensure improvement in relation to
HCAI performance.
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Mrs Welsh gave an overview of action taken by the Trust to improve
performance in the 14 day breast cancer target. A recovery plan was in place
to manage the increased level of referrals into the service, whilst dealing with
key staff absences. Mrs Welsh explained that the Trust continued to liaise
with the HSCB regarding regional capacity issues and the impact on the 62
day Inter Trust Transfer (ITT) target.

Following discussion it was agreed that a presentation on Cancer Services
and the background and detail behind the Trust performance against targets
should be included in a future Trust Board Workshop.

Mr McNaney expressed concern at the number of targets continually reported
as unachieved/unachievable and the need for more realistic targets to be set
at Departmental level.

Mr Devlin advised that the DHSSPS was currently reviewing targets in line
with the Commissioning Plan.

Members noted the Performance Report.

Decision: Performance Report noted for Assurance

Corporate Parenting Report 1 April to 30 September 2015
Mr McNaney welcomed Mr Growcott to the meeting.

Mr Worthington presented the Corporate Parenting Report for the period 1

April to 30 September, 2015. He advised that the inaugural meeting of the
Social Care Committee (SCC) had been held on 7 January 2016, when the
report had been considered in detail.

Ms O’Reilly, Chair SCC had agreed its role was to assure Trust Board that the
discharge of delegated statutory functions could be thoroughly scrutinised and
reviewed strengthening corporate governance arrangements.

Members noted that the SCC had considered an overview of key data
pertaining to statutory services across Children in Need; Child Protection;
Looked After Children; Leaving and After Care Services; Fostering; Adoption;
and Early Years provision. SCC had sought clarification in relation to trend
analysis with regard to Children in Need and Looked After Children.

The SCC members had received assurance from the Executive Director of

Social Work that statutory responsibilities in relation to safeguarding children
were being appropriately discharged.
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In particular they focused on the Trust’s response to the recent reports in
respect of child sexual exploitation (CSE), current arrangements for the
identification of children at risk of exploitation and the effectiveness of intra
and multi-agency structures to support such children, their families and
communities.

It had been agreed that there was a need to develop a robust data collation
and analysis infrastructure across Children’s Community Services linked to
outcomes to inform performance and to enhance evidence based approaches
to service delivery and developments.

The SCC had expressed full support for the implementation of the PARIS
community information system and the Directorate’s engagement with
Corporate Information to develop an information management resource base.
It had been requested that future Corporate Parenting reports might include
baseline data from other Trusts to assist in benchmarking Trust performance.

The SCC had sought assurance from the Executive Director of Social Work
with regard to Personal Advisor provision for young people and young adults
in receipt of Leaving and Aftercare services and arrangements for the
management of risks in respect of those particularly vulnerable young adults
who had significant ongoing difficulties after they had left care.

Reference had been made to the SCC’s remit across both adults and
children’s services and the need for engagement with the Director of Adult
Social and Primary Care and the Trust's Associate Directors of Social Work
Group on a regular basis would enable the Committee to develop the
necessary level of experience and expertise to discharge its responsibilities.

Mr McNaney welcomed the establishment of the Social Care Committee
which gave further assurance to Trust Board regarding the discharge of
Statutory Functions and Corporate Parenting responsibilities.

Following consideration members approved the Corporate Parenting Report
for 1 April to 30 September 2015.

Decision: Corporate Parenting Report Approved

Deputy Chief Executive/Director Finance, Estates and Capital
Development

a. Finance Report

Mr Dillon presented the finance report for the period ending November 2015
indicating a deficit of £6.6m. He advised that a revised year-end funding gap

of £7.5m had been agreed with the HSCB and submitted to DHSSPS,
approval of which was awaited.
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Members noted that the projected gap of £7.5m had been included in the
HSCB's overall plan to achieve financial balance, therefore it is regarded as of
fundamental importance that the year-end projected position is achieved.

Mr Dillon advised that the Trust is on track to achieve the 2015/16 financial
plan targets.

In relation to 2016/17 Mr Dillon advised that the Trust had submitted a draft
financial plan to the HSCB at the end of November 2015, which identified an
overall projected gap of £57.4m. He explained this included the Trust's
recurrent underlying gap of £16.6m and the £3.6m 2015/16 savings target
shortfall, which is being addressed by non recurrent measures in 2015/16 as
well as a new 2016/17 potential gap of some £37m. The Trust has asked the
DHSSPS to consider funding the £16.6m gap before any 2016/17 deficit is
identified in order to put the Trust into an opening recurrent balance position,
thereby achieving equity in terms of opening positions with other Trusts.

Members shared Mr McNaney’s views regarding the need for more long term
financial allocation to allow Trusts to better plan services.

Decision: Finance Report - Noted

a. Banking Arrangements

Mr Dillon advised that the new Banking contract was due to commence on 1
February 2016 and sought approval for Trust Board to authorise the signing of
documents in relation to the Trust’'s banking arrangements with the Bank of

Ireland.

Members approved the documents being signed as required by the Chairman,
Chief Executive and Director of Finance on behalf of the Trust.

Decision: Banking Signatories Approved.
Assurance Committee

Members noted the contents of the minutes of the Assurance Committee
meeting held on 23 June, 2015.

Decision: Assurance Committee Minutes Noted

Any Other Business
There were not items raised.
Date of Next Meeting

Members noted the next meeting was scheduled for 10.00am on 3 March
2016.
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SOCIAL CARE COMMITTEE
ADULT SOCIAL & PRIMARY CARE

Tuesday 14 May 2019
Held in the Boardroom, A Floor, Belfast City Hospital

MINUTES

PRESENT
Ms Anne O’Reilly, Non-Executive Director — Chairman
Ms Miriam Karp, Non-Executive Director
Professor Martin Bradley, Non-Executive Director

IN ATTENDANCE
Mrs Carol Diffin, Director of Social Work/Children’s Community Services
Ms Yvonne McKnight, Trust Adult Safeguarding Specialist (TASS)
Ms |gl¥4s Divisional Social Work Lead, Learning Disability Services
Ms Tracy Reid, Divisional Social Work Lead, Adult Community & Older
People Services
Miss Laura Dickson, Minute Taker

APOLOGIES
Ms Mary O’Brien, Divisional Social Work Lead, Mental Health Services
Ms Nuala McKeagney, Non-Executive Director
Ms Katie Campbell, Co-Director, Adult Community & Older People Services
Mrs Marie Heaney, Director of Adult Social & Primary Care

01/19 Previous Minutes — 29 November 2018
Section 23/18 will be amended and minutes will be recirculated to all
members.

Action — Miss Dickson will make necessary amendments and recirculate.

02/19 Chairman’s Business

a) Conflicts of Interest
No conflicts of interest reported.

b) Chairman’s update

Progress of committee

Achievements of the committee were noted. The committee have been

successful in:

e The separation of committees into Adult Committee and Children’s
Committee
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e Seeking an additional non-executive member to strengthen the
committee

¢ |dentifying an HR and Finance representative to join the meeting
and assist with strategic issues as required

Terms of reference
It was noted the terms of reference are currently in the process of being
updated.

Action — Mrs Diffin will finalise and circulate for comment.

Strategic themes
It is important to note that the committee remains focused on the strategic
themes arising from the reports submitted. Strategic themes include:

Workforce

Approved social work daytime rota
Supported housing needs
Domiciliary care

Prevention/Early intervention

The committee will discuss and keep track of themes as they emerge.

03/19 Matters Arising
Section 22/18 of previous minutes — PIP payments
The committee queried if any progress had been made regarding PIP
payments and the impact they were having on service users. It was noted
that following a statement from the Department of Health regarding the
deprioritising of care homes, Adult Community & Older People division had
engaged with Citizen’s Advice Bureau who had agreed to assist service
users on an individual basis.
Action — Ms Reid will follow up with Mrs Heaney.

04/19 Statutory Functions Report, Adult, Social & Primary Care, 1 April
2018 — 31 March 2019
The committee thanked members for their hard work and commitment on
producing the statutory functions report.

04.1/19 | Older People Services — Update by Ms Tracy Reid

Ms Reid provided an update to the committee and discussed issues
emerging across the service area. Issues include:

Workforce

It was noted that workforce had been a significant challenge in the
previous year. However, the service have been successful in stabilising
the structure of Band 7 through to Band 8B.

It was also noted that community social work teams have been
strengthened from a previous 10% of professionally qualified social work
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team to a current 50%. Concerns were raised that 50% staff remain in
non-professional roles whilst the teams have statutory requirements such
as:

e Key assessments which must be complete by professional social

work staff

e Care Management circular

e Carers Assessment

e Adult Safeguarding

Suggestions were made to review the role of the non-professional staff in
attempts to have different skill mixes within the team.

It was agreed that a workforce plan is needed and should be tabled at this
meeting.

Action — Ms Tracy Reid to draft and bring to social care committee for
discussion.

Domiciliary

It was noted there is a significant need for domiciliary care across Older
People, Physical and Sensory Disability Services with 3,600 hours of
unmet need and 600+ service users waiting a care package. There have
been a number of issues with the sustainability of providers, which is
bringing significant risk to service users and challenges to front line staff.
Ms Reid updated the committee in relation to the TUPE process that is
ongoing with Colincare.

CReST (Care Review and Support Team)

The development and role of the CReST team was discussed. The
committee were advised that each individual nursing home in Belfast are
aligned with their own CReST member of staff. They are currently holding
weekly governance meetings, which includes reflection and analysis of
information on the profile of each home, information such as the level of
escalation they are on. Each staff member will work with individual homes
in attempts to deescalate the matter(s). Ms Reid provided the committee
with results from a feedback questionnaire undertaken with homes in
Belfast, which sought their satisfaction with the CReST service. Ms Reid
advised that the lowest ranking given was 7/10 with the highest being 9/10.
The service felt this was a success.

Four seasons

Ms Reid updated the committee of the issues arising with the provider
Four Seasons. Ms Reid also highlighted that a Residential Home from a
small independent provider, in East Belfast has given notification of their
intention to close at the end of June 2019 and that placements are needed
for eighteen service users. The committee asked if this was on the risk
register to which it was advised at present it was not. It was therefore
suggested that it is placed on the risk register which would give committee
members an opportunity to discuss at Assurance Group.
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Action — Ms Reid to process onto appropriate risk register.

The committee made a suggestion that timelines would be included in the
detail of the DSF report. This would allow the committee to measure the
progress of previous issues. Ms Reid advised there are detailed action
plans therefore it was suggested they may be referenced in future
reporting.

The committee also asked if more focus could be placed on carers
assessments.

Hospital Social Work — Update by Ms Tracy Reid

Ms Reid updated the committee on issues emerging with hospital social
work the previous year. Workforce was a matter also discussed throughout
this section as the hospital social work teams have been previously made
up of mainly agency/temporary staff however, the service are working to
stabilise the structure. Ms Reid advised that the aim of the service area is
to strengthen governance systems, balancing this with need to support
timely discharges from hospital.

The performance indicator moving forward is to include services in addition
to discharge planning.

Action — Ms Reid to include workforce in the workforce plan for the service
area and bring to the committee for discussion.

Physical & Sensory Disability Services — Update by Ms Tracy Reid

It was noted that the PSD service is a stable service with a number of
agendas going forward this year. One project discussed was the
establishment of a partnership to develop an ARBD (Alcohol Related Brain
Damage) assessment unit.

The successes of the team were discussed which include the on-going
promotion of carers. Ms Reid advised this is the approach she would like
to mirror in Older People Services. The committee queried if there was a
carers celebratory event and was advised that Maire Gratton had been
brought into the Trust to scope carers. It was agreed that it would be a
helpful if the committee could raise the profile of carers.

Action —m is to raise at the Carers Strategy Group that a
suggestion came from the social care committee that a broader approach
to carers should be taken.

The committee referred to page 42 of the statutory functions report and
asked if there was any progress on the interface issues. Ms Reid advised
there is a lot more work needed with discussion needed on how to
commence working across both services.

Action — Ms Reid will liaise with Ms Mary O’Brien in attempts to reach a
solution.
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The committee thanked Ms Reid for her contribution to the meeting.

Mental Health — Update by Ms

It was noted that in Ms Mary O’Brien absence, Ms (gli¥4s)

provided cover for the service.

The difficulties maintaining the ASW daytime rota were discussed. jji&
advised that the Belfast Trust have reviewed a pilot that the

NHSCT implemented and advised that the BHSCT intend to implement a

similar small pilot. However, in order to do so the service area will first

have to consider and address any resource implications.

H425 also advised that the Multi-Agency Interface GAIN meetings

between the PSNI, ambulance, ASW Trust lead, bed flow etc. have
recommenced which will give an opportunity to improve communication
and also to resolve any issue as they arise.

The committee were advised of the on-going working arrangements
between the ASW daytime rota and RESW (Regional Emergency Social
Work). There is now a memorandum of understanding between the two
services so that if an Approved Social Worker (ASW) on the daytime rota
is out on a call which extends to afterhours then the ASW can consider
transferring the case to an ASW from the RESW service. Likewise, RESW
ASW'’s can also consider passing referrals to the daytime ASW if their call
extends beyond 9am. The committee congratulated the service on this
piece of work and recognised it as a great outcome.

The committee were advised that the mental health capacity legislation
was due to be partially implemented in October 2019. This will give rise to
a number of challenges such as workforce issues, training, establishment
MCA panels etc. [gli¥4s advised that steps were being taken to try to
retain ASW'’s on the daytime rota. Ms [gl¥4s} and Miss Kerry
McVeigh have been working with HR to develop an ASW job specification
which will specify that there is a requirement to participate on the daytime
rota.

A number of services within Mental Health were discussed including the
new hospital which is due to open in June 2019. The committee state this
is a very successful outcome.

Another service discussed was the proposal to have a crisis de-escalation
service, which will provide short-term services for service users who are in
crisis in the community.

The committee advised GP’s are complaining regarding the number of
beds available in the hospital. |glA¥4s advised that the Pipa
(Purposeful Inpatient Assessment) has been rolled out across Mental
Health inpatient units and this has helped to reduce the length of stay of
inpatients allowing better throughput from the hospital to the community. In
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addition, |gE¥4s advised that within mental health there are a number
of services that can be considered as alternatives to hospital admission
such as input from the Home Treatment Team and Home Treatment
House.

The committee congratulated the services for the tremendous work
completed.

Learning Disability — Update by Ms %
H425 provided a brief overview of the Muckamore Abbey Hospital

investigation.

Throughout the investigation, there have been a number of
recommendations made which require to be addressed. The include
recommendations arising from the Independent SAI, RQIA, the Permanent
Secretary and the DoH etc.

H425 advised that although this has been a challenging time, this

has provided an excellent opportunity for the service to improve services
for service users and carers.

One of the concerns raised in the SAI Independent Report surrounded the
lack of meaningful activity that patients were engaged in during their stay
in hospital. Since January 2019, the service has been successful in the
recruitment of a Band 7 activity co-ordinator within Muckamore. The role
involves engagement with service users seven days per week. This was
one of the major recommendations from the SAl report.

The service has also been successful in the recruitment of a carer
consultant. The successful candidate has already carried out some
tremendous work and is very passionate and focused on coproduction.
She has already established a carer forum within Muckamore.

There has been a huge focus also on identifying suitable placements for
patients in Muckamore who are delayed discharges. There has been
significant work done in forging working relationships with a range a
private providers to develop services and improve the community
infrastructure within the community.

The development of Cherryhill supported living scheme was discussed. It
was noted that the Belfast Trust will remain the landlord and will provide
the care staff. It will be registered with RQIA. Cherryhill is due to open in
June 2019 and will help facilitate the discharge of nine patients from
Muckamore. The intensive support service is also being redesigned to
provide intensive input at home and reduce admissions to hospital in the
future.

The committee recognised the phenomenal work that is ongoing and
recognised the triangulation of information is beginning to provide
assurance that patients in Muckamore are safe.
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The committee also recognised that staff in these environments require a
lot of support and suggestions were made to repeat a listening exercise for
staff.

The committee thanked [gl<¥4s) for her contribution.

Adult Safeguarding Report — Update by Ms Yvonne McKnight

Ms McKnight provided the committee with a context to the Adult
Safeguarding Report and explained the reporting structures at regional
and local level in terms of NIASP and LASP. She advised the Committee
that Marie Heaney is the named Adult Safeguarding Champion for the
Belfast Trust.

It was noted that the service has been struggling to focus on strategic
matters as the key focus has been on operational matters.

The committee were advised that Adult Safeguarding is driven by three
key documents, these are:

— Adult Safeguarding Prevention and Protection in Partnership (July
2015) — DOH Policy document

— Adult Safeguarding Operational Procedures — Adults at Risk of
Harm and Adults in need of Protection (Sept 2016)

— Protocol for Joint Investigation of Adult Safeguarding Cases (August
2016)

It was noted that the Muckamore Abbey review created some challenges
for the Adult Safeguarding team and a focus remains on the service as a
whole.

Ms McKnight discussed the statistics with the committee. Of 3,517
referrals 1,723 were accepted by the Adult Protection Team. It was noted
that Belfast Trust have consistently over the last five years had the highest
number of referrals across the region. She explained that this normally
accounts for approximately 36% of all regional referrals but will be higher
given the large scale investigation in relation to Muckamore Abbey
Hospital.

The committee thanked Ms McKnight for her input.

All elements of the report were agreed and will be submitted to Trust
Board on 6 June 2019.

05/19

Any other business
None discussed.

06/19

Date of next meeting
16 December 2019 — Time to be confirmed.
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Social Care Committee - Adults

Tuesday 29 September 3.00 pm
Teams Teleconference

Draft Minutes

Present:

Ms Anne O’Reilly, Non Executive Director (Chair)
Professor Martin Bradley, Non Executive Director
Ms Nuala McKeagney Non Executive Director
Ms Miriam Karp, Non Executive Director

In Attendance:

1.

Ms Carol Diffin, Director of Children’s Community Services/Executive Director
of Social Work

Ms Dawn Shaw, Deputy Executive Director of Social Work

Ms Yvonne McHugh, Service Manager for Governance, Performance &
Administration

Ms Gillian Traub, Interim Director ASPC

Ms Tracy Reid, Divisional Social Worker ACOPS

Ms Mary O’Brien, Divisional Social Worker, MH
MSW Divisional Social Worker LD
Ms Natalie Magee, Co-Director ACOPS

Mr Aidan Dawson, Director Specialist Hospitals and Women’s Health and Mental
Health
Ms Julia lewis, Co-Director Mental Health and CAMHS

Apologies:

There were no apologies to record

2. Chairman’s Business

Ms O’Reilly welcomed everyone to the meeting explaining it is a formal committee to
review the Discharge of Statutory Functions Report. Ms O’Reilly explained there are
four Adult Service Areas and this work is complex.

a. Conflicts of interests

There were no conflicts of interests reported
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3. Minutes of Previous Meeting

The minutes of the previous meeting of the Social Care Committee (SCC) held
on 26 June 2020

The minutes of the previous meeting were agreed as an accurate record.

Professor Bradley requested Non Executive Directors are recorded as ‘Present’ rather
than ‘In Attendance’. This will be recorded as such in future Minutes.

4. Matters Arising
There were no Matters Arising from the Previous Reports

5. Discharge of Statutory Functions Report
1 April 2019 - 31 March 2020

Individual Service Area Reports

Ms O’Reilly highlighted our responsibilities and accountability regarding statutory functions,
she noted the roles of the Divisional Social Workers are now clearly outlined within the
report. Ms O’Reilly noted the importance of integrating the work of the Social Care Steering
Committee. Ms O’Reilly commented that the Work Force Learning and Development report
has given insight to the area of Adult Safeguarding. Ms Diffin and Ms McHugh will present
the Adult Safeguarding Report at the next Social Care Committee meeting. Ms Diffin
welcomed Ms McHugh to the meeting in her role of Adult Safeguarding Champion. Ms Diffin
explained the roles of accountability within the Trust have been outlined clearly within the
report.

Ms O’Reilly welcomed the Divisional Social Workers and invited Ms Reid to outline her
programme of care summary:

i. Older People’s Services including Hospital Social Work (pages 18-43)
Ms O’Reilly specifically requested assurance regarding the 6,159 individuals currently in
receipt of Social Work / Social Care in relation to Older People physical and sensory
disability.

Ms Reid reported that it was a challenge to condense the report and the Board has
requested clarification on a number of points.

Workforce Planning

e Progress has been made in defining roles
Recruitment drives have been successful
Improvement in staff retention
Reduced dependency on Agency Staff
High dependence on Social Care Staff and low ratio of Social Workers this issue has
improved and currently 55-65% of the Community Social Work team are
professionally qualified. There is a significant administration role around domiciliary
care. This will be re-dressed

Professor Bradley referred to Page 39 Carers Assessments, he asked for clarification
regarding the increased waiting lists and why this is not in the remit of Band 4 staff currently.
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Ms Reid explained these assessments are required to be completed by Professional
qualified staff Band 5 and above. Ms Reid clarified that not all clients require a Carers
Assessment are work is currently underway to improve more efficient alternative options.
Professor Bradley believes the Trust should be responsible for creating a Work Force Plan
and taking this forward. Professor Bradley understands the funding issues and suggested
the Trust HR Department and Universities could be included in this plan.

Ms Shaw welcomed Mr Bradley’s comments and advised there is an on-going piece of work
which will be Strategic throughout the Trust. She has met with Catherine Shannon and
agreed a Social Care and Social Work lead will be put in place to understand need and
develop the work force. Funding has been successful for two posts and Ms Shaw has
requested an equivalent of the Academies Framework for Social Care/Social Work.

Ms Magee commented on the workforce planning issues within Commissioning Services is
reflective of recruitment of Nurses across the Trust. Ms Magee believes this model is correct
but development of roles need reviewed, a business case is currently being put in place to
review this model.

Professor Bradley clarified that RQIA are accountable for the inspections but we
commissioned this and therefore the Trust is responsible and remains our Duty of Care.

Hospital Social Work Workforce
e Staffing levels are stabilized

CREST Team
¢ Challenge surrounding recruitment of Nursing Staff which is continuous
e CREST Model from 2017 should be developed, Business Paper has been submitted
e Care Home regionally have been negatively impacted due to Covid19 and has

caused recruitment challenges

Ms Reid stated the Report is dated to 31 March 2020 and the impact of Covid 19 has
affected services. Day to Day CREST support reviews are stood down due to guidance.
Monitoring and support to 80 Independent Sector Care Homes has created additional
pressure.
Ms Karp thanked Ms Reid for her update, she raised the point of staffing in CREST and
Valencia and how we can make these areas attractive for recruiting new staff. Ms Reid
outlined the current initiatives including the introduction of Individual Profiles and Case
Load Management, analysis of Risks is taking place. Ms Reid is currently working on
identifying qualified staff and staff that have Mental Capacity Training throughout the
Trust who could share their expertise in CREST or Valencia. Christine Wilkinson has
carried out a number of recruitment drives. Ms Karp proposed an exceptional case be
made and Ms Reid agreed.

Professor Bradley is delighted that morale is being improved and a visible career
structure is being put in place.

Ms Traub commented regarding Valencia and explained the team have worked very
hard to stabilize the ward. Discussions will take place with the Executive Team
regarding improvements for staffing issues and location of the ward. Ms McKeagney
asked if Valencia is on the Corporate Risk Register. Ms Magee reported it is on the
Divisional Risk Register. Ms Magee confirmed it is also on the Corporate Risk Register
but this relates to staff recruitment only and is not specifically named.
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Mental capacity
¢ Alarge number of people require Deprivation of Liberty to be reviewed and put into
formalised process has caused resource challenges

Supervision Arrangements
¢ A new Regional Policy is now in place to support this, this will be reviewed via Annual
Supervision Audit

Caseload Weighting Tool
o Work has been carried out regarding this Risk Stratification Tools are in place, this
will be raised with the Board

BSO Care Management Audit
e Care Management Procedures and Training have been reissued and available on
Paris
e Standardisation of Care Management across the Directorate is currently being
implemented and new Audit cycles have been arranged to achieve this
e Currently planning how Care Home Visits can be carried out Winter 2020 without
causing risk to clients

Innovation Fund
¢ New Pilot has been introduced in East Belfast to introduce a Multi-Disciplinary Front
enabling clients to receive the most effective care referrals

Shared Lives/Domiciliary Reform
e Domiciliary Reform currently stood down due to Covid 19
e Shared Lives continues

Continuing healthcare
¢ Main challenge is identifying people with healthcare that are entitled to funding

e Challenges due to a ten year gap in Policy, communication has been sent to the
Board

Adult Safeguarding
e Adult Safeguarding and Quality Monitoring issues continue
¢ Continuation of overhaul of Policies is required by the Trust

e An area of concern is Valencia Ward RQIA inspection noted Adult Safeguarding
issues. Instability of work force is a challenge

Governance and Accountability

Ms O’Reilly referred to the Statutory Functions Report and asked if enough attention is paid
to Social Care Workforce, particularly relating to Older People’s Services. There is currently
a workforce of 750. 28% are or 60 years old. Where does Social Care/Social Work
interface connect with our Statutory Function.

Ms Reid confirmed the Social Care is managed via the Social Care Managers, but feels the
Governance structure and role of the Divisional Social Worker needs to be reviewed. She
highlighted the areas of risk being Domiciliary Care and Home Care Modernisation
processes. Ms Magee is taking the lead on the review of the Home Care Provision to
ensure a Divisional Structure can be put in place to provide the necessary assurance.
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Ms O’Reilly is confident that the Social Care Governance review will provide assurance and
integration of Social Work and Social Care. This will be highlighted as an area for review.

Ms Reid discussed Physical and sensory disability Page 44 — 63

Ms Reid reported there has been significant progress in this area and that it is a stable
workforce. This includes Day Centres and Community Brain Injury services.
e Day Centres are currently re-opening post Covid
e Bernie Kelly will review the Care Management Model and bring forward Social Work
Professional Assessments to this area in order to reduce high dependency on Social
Care Staff
¢ Ms Reid stated there are not as many risks involved in this area in comparison to
older people services
¢ Risks include complex care packages for Community Brain Injury Services a paper is
being prepared on how best to integrate Regionally and with Mental Health. Alcohol
and Drugs related issues can create complexity within this, specifically ARBD
e A Beginning Pathway has been agreed from Children’s into Physical and Sensory
Disability
¢ Mental Health Order (NI) 1986 continues to be used

Ms Reid summarised her areas within the Report including Community Brain Injury Team,
and reported Self Directed support has been a positive initiative.

Ms O’Reilly thank Ms Reid for the work she has completed to date. She welcomed Ms
O’Brien to summarise her programme of care:

ii. Mental Health (pages 64-93)
Ms O’Reilly requested Ms O’Brien draw out any key areas for discussion.
Ms O’Brien highlighted:

Adult Safeguarding Audits

e 107 cases only 83 were compliant and good standard 17% needed improvement.
Action plan now in place for these services 50% of services have gaps within them
Only 50% of services have DAPO roles
IO issue resolved
Small number of current nursing staff that do not comply with 1O this is being
progressed on-going
BSO Audit

e Recommendations met
Social Work Audit

e 80% were high level

¢ No cases that did not meet the required standards

e Some room for improvement regarding quality
Performance Review

e Monthly review is in place to monitor KSF
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DSF
o Template of data set has been devised to assist Service Managers and ASMs and
monitored monthly
Inpatient Adult Safeguarding Audit
¢ Significant improvements have been made following the Audit and reviewed monthly
Adult Safeguarding Team
¢ Small team now in place 1 x 8A 1.5 x Band 7 to fill DAPO deficit
Annual Audit
¢ In place and reviews all quality and standards
Carers Management Audit
e Commencing in October 2020 across all Service Areas, self assessment tools have
been completed and a team will be reported in December 2020 and a Service
Improvement Plan will be devised from outcomes.

ASW
o Staff retention issue
e Challenge around conveyance regarding Ambulance Service and PSNI
o A proposal has been submitted
o Colleagues have been requested to promote ASW Role
o Case Load Weighting Tool currently being developed

e Queen’s University Belfast Audit found a shortage of ASW staff
Mental Capactiy Act

e Moving towards full implementation

¢ Recruitment underway

e Action plan in place regarding Deprivation of Liberty cases, Legacy Case note will be

addressed before December 2020 deadline

Ms O’Reilly requested clarity of Page 80 statement An operational structure is currently
being developed by the Trust to review ASW current and future roles in Mental Health and
asked if this will provide assistance for the obligations around Mental Health, Mental
Capacity, Adult Safeguarding and ASW. Is a timeline required?

Ms O’Brien is happy to provide a timeline, she continued by stating that at this stage there is
no assurance, but this is not a reflection on the current staff as they work incredibly hard.
She reiterated the burden on Mental Health Services due to a small workforce. Considerable
recruitment, review and investment is required.

Ms Diffin agreed a workforce plan for ASWs is required. A Corporate Plan is required and
Ms Diffin progress and this will remain on the Agenda.

Mr Dawson Mental Health Capacity Act is wide and has not been sufficiently resourced by
the Health & Social Care Board and is an ongoing issue for Belfast Trust. A Human
Resource plan will be worked on but this plan will require resourcing to back up the plan.
The Legal Obligations are clear but this is a challenge to meet which has been discussed at
the Executive Team specifically regarding Deprivation of Liberty. A Regional Workshop took
place and the issues were discussed, and will be discussed at the weekly Director of Mental
Health meetings. Ms O’Reilly agreed that from a mitigation point of view that Mr Dawson
was directing the issue to the relevant lines of accountability.

Professor Bradley thanked Ms O’Brien for the work she has completed and understands the
workforce pressures.
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Ms O’Reilly invited Ms Bride to discuss the statutory function assurances on her programme
of care:

iii. Learning disability
noted:
e Recruitment is challenging within learning disability due to high profile in media
e Adult safeguarding lead has tendered resignation need to recruit, this is an essential
post
e Service Manager has been secured
e Senior Social work post in Muckamore has now been recruited
e There are currently no Social Work posts within Learning Disability which could
impact the Discharge of Statutory Function negatively
e There is no Business Support available which is a huge deficit as the data gathered
cannot be analysed.
e Data is gathered manually and this needs to be improved
e As previously discussed MCA workforce is an issue with a lack of medical cover for
Form 6 completion
e Only 3 ASW on daytime rota — this poses potential risk for the team. %
expanded by stating she had attempted to address this by adding it to the Jo
Description that progression was possible within two years. This has been
challenged by the Union.
¢ No additional resources have been put in place and there is lack of medical cover
e An action plan has been put in place and m is working through this with the
Steering Group as she envisages not meeting the December 2020 deadline
Muckamore
e Lack of community placements in Muckamore and Iveagh Two Business Cases have
been submitted
Progress has been made in Muckamore regarding resettling delayed population
Cherry Hill Scheme continues to resettle individuals
A contract has been developed with Bradley Court
Preliminary discussions have taken place with RQIA as a number of patients would
be better suited to residential supported living placements, suggesting a new build
within the hospital to accommodate. This is due to the patients not wanting to leave
Muckamore site
Forensic patients resettlement has been paused
e Admissions to Muckamore are a contentious issue but there have been few
admissions within the last year and they were successfully managed
o Good partnership with colleagues in Mental Health
Extensive work has been carried out by the Community Teams leading to fewer
admissions
e Blue light meetings have been introduced as urgent Multi Disciplinary Teams
o A Draft Operational Policy has been drafted for Intensive Treatment Team and
funding needs to be secured

stated that clinical team support and aftercare issues are being addressed
regarding these plans. The issue of Belfast Trust being the landlord or a private landlord was
touched on and will be progressed as discussions continue with RQIA. Ms Traub added that
the Department have written to Belfast Trust to develop a proposal. She explained the need

Ms Kari) asked if Muckamore site being used for patient resettlement was a safe option.
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to plan for the patients but also discussion is necessary to plan. Ms Traub stated that other
Trusts will be involved in these discussions.

Ms O'Reilly asked if the families had been involved in discussionsp confirmed
working in partnership with families was important and families had been consulted with
regard to resettlement.

Historical CCTV
The team have monitored the CCTV and Disciplinary action can now be actioned
accordingly.

m concluded by stating it has been a difficult year with staffing issues and RQIA
reports, but the Multi Disciplinary Team worked extremely hard to lift these. A lot of changes
and additional Audits have been put in place and RQIA feedback was positive. Covid 19 has
presented challenges regarding face to face contact and Day Centres not opening, ongoing
Paris issues and new documentation for APP forms and staffing shortages continue to add
stress to the Department.

Professor Bradley thanked |gZ¥4s} for the work she has completed and highlighted the
successfully resettlements. |gl¥4s) is pleased to report that additional staff have been
put in place to address resettlement.

Ms Karp thanked |gli¥4s} for her comprehensive overview.

Ms O’Reilly asked Ms Traub if she has enough staff, Ms Traub will consider if the Trust has
sufficient Leadership capacity and will discuss with the Executive Team.

Ms O’Reilly accepted the Report and Ms Diffin will report to Trust Board.

Adult Safeguarding

Ms Shaw reported that Caroline Brogan and Ann Pearse have written a detailed report
regarding this. There are currently five levels and the Trust delivers Level two training.
There is scope to deliver multi level training across the Trust. There is a small team in place
but this work requires additional funding.

Ms O’Reilly asked Ms Diffin to discuss assurance regarding Adult Safeguarding. Ms Diffin
reported there is a gap in the provision of training and is now working with Ms McKnight to
scope this.

Ms McKnight acknowledged the work completed to date regarding the scoping paper and
this has highlighted the need to prepare a Business Case. She discussed the importance of
staff training and a strategic consistent approach to Adult Safeguarding is now required. Ms
McKnight reported the Trust are in receipt of a number of Reports including Home Truths
along with Ministerial Statement. Ms McKnight will attend the Interim Transformation Board
which will be Chaired by Sean Holland. NIASPS has been stood down, Belfast LASPs
will continue. An Action Plan is required to capture current policies and procedures, the
recommendations of the report and look within the Trust to review how we currently meet the
needs.

Ms McKnight expressed her disappointment regarding the exclusion of statistical data within
the DSF Report as she believes it is fundamental to give a clear picture of challenges faced.
Ms McKnight stated the importance of quality data analysis and monthly returns are made
presently.
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Ms O’Reilly thanked Ms McKnight and agreed that action needs taken.

Professor Bradley thanked Ms McKnight and Ms Shaw for the reports they had submitted.
He raised the issue around the number of leavers, Ms Diffin clarified that staff retention was
preferable but some staff prefer Agency work due to rotation. Ms Diffin suggested
introducing this to the Trust in order to give staff more flexibility and greater clarity of the
Social Work role within Family Support to assist the recruitment matching process.
Professional Bradley suggested an option of contract work for these roles as a possibility.

Summary

Ms O’Reilly thanked Ms Diffin and the Team for their contributions to the DFS Report. She
stated the Report demonstrates the need for wider governance and accountability around
Social Work and Social Care and how we integrate both.

Ms O’Reilly summarised the following:

e The work force issues should be dealt with as discussed to ensure quality and safety.

e She discussed the complex issues around Adult Safeguarding, she noted that
problems were reported regarding over dependency on processes and highlighted
the importance of a positive outcome for Service Users and Families.

e She believes that Adult Safeguarding is about positive risk taking and how to
understand the difference between Vulnerable Adults in Learning Disability,
Vulnerable Adults in Older People and Vulnerable Adults in Mental Health and a
clear understanding of vulnerability is required moving forward in order to improve
Quality of Life.

Ms O’Reilly is happy for Ms Diffin to report to Trust Board and she will support her regarding
the assurances made to the Trust Board.

Ms O’Reilly concluded the meeting by thanking everyone for their hard work and attendance
at the Social Care Committee meetings.
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Social Care Committee - Adults

20" May 2021 11.15am
Teams Teleconference

Minutes
Present:

Ms Anne O’Reilly, Non-Executive Director (Chair)
Professor Martin Bradley, Non-Executive Director
Ms Nuala McKeagney Non-Executive Director

In Attendance:

Ms Carol Diffin, Director of Children’s Community Services/Executive Director
of Social Work

Ms Gillian Traub, Interim Director ASPC

Ms Tracy Reid, Divisional Social Worker ACOPS

Ms Mary O’Brien, Divisional Social Worker, MH

MSW Divisional Social Worker LD

Ms Natalie Magee, Co-Director ACOPS

Ms Christine Wilkinson, Divisional Social Worker Elderly Programme of Care
Ms Ursula McCollum Governance Manager

Mr Peter McNaney, Chairman (joined the meeting late)

1. Apologies:
Dr Cathy Jack, Chief Executive
Ms Miriam Karp, Non-Executive Director
Mr Aidan Dawson, Director Specialist Hospitals and Women’s Health and Mental
Health

Ms Tracy Kennedy, Co-Director Learning Disability
Ms Julia Lewis, Co-Director Mental Health and CAMHS

2. Chairman’s Business
Ms O’Reilly welcomed everyone to the meeting explaining it is a formal committee to
review the Discharge of Statutory Functions Report. Ms O’Reilly explained there are
four Adult Service Areas and this work is complex.
a. Conflicts of interests

There were no conflicts of interests reported

3. Minutes of Previous Meeting
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The minutes of the previous meeting of the Social Care Committee (SCC) held
on 29" September 2020

The minutes of the previous meeting were agreed as an accurate record.
Matters Arising
There were no Matters Arising from the Previous Reports

Discharge of Statutory Functions Report
1 April 2020 - 31 March 2021

Individual Service Area Reports

Learning Disability

H425 outlined the update from Learning Disability Services. Key issues highlighted;

The Domiciliary Care waiting list has been reduced from 20 to 12 with an aim to
continue reducing this

As of 315t March 2021 all DOLS in MAH have been completed with 36 awaiting panel
and 40 with capacity. Re-scoping and now 422 still to complete along with 23
referred through for Review Tribunal. There is a MCA action plan in place which
includes MCA training, steering group, scoping of service users, data base and
triaging. Noted central MCA team input with DOLS/medical assessments regarding
legacy cases.

Iveagh - Delayed discharges there are two patients whose discharge has been
delayed, also noting the JR proceedings and the business cases. HSBC and DOH
are aware. Future management of service remains under review and the business
cases are being progressed

Issues around lack of suitable accommodation for those being discharged from MAH,

H425 advised there are currently 43 patients in residence, six patients have

been discharged between April 2020 to March 2021. Three patients are currently on
trial leave and only one patient in active treatment in MAH. Accommodation plan
being developed up until 2023 which includes further engagement with potential
providers. Business cases to be reviewed and an onsite proposal to be considered.

Recruitment: ASG Lead has been appointed. PSW funding has been agreed and the
business plan will be submitted. advised Team Leader posts will now be
retained as SW. Noted lack of business support and difficulty getting suitable backfill.
An 8A PSW is to be recruited, temporary expressions of interest to be issued.

Summary of actions of areas where the division has not met DSF functions during 2020-
2021 and risks identified and remedial action taken to address the situation are Blue Light
meetings to consider alternatives in community for admissions if mild or moderate learning
difficulties . Resettlement plans to reduce inpatients. Proposal to open new admission beds
on MAH site.

H425

advised the future plan include an agreed combined DSF data set. Establish

SW DSF meetings with SM, ASG and ASMs to discuss data set, analyse and identify
actions. Require business support including admin and PSW.
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advised in relation to Muckamore Abbey the improved governance
arrangements include ASG and PP embedded in all meetings across the site from local level
through to executive team; weekly MDT ASG meetings. Learning is shared through different
forums and ASG huddles / ASG forum is being held.

Practice improvements include aide memories / checklists / flow charts and procedural
manual ASG notice boards to be implemented./ additional support / supervision / training /
procedural manual to be produced. .

Preventative work will include shared learning, commissioned work from ARC and keeping
yourself safe.

Audits will be conducted on a monthly and quarterly period. Training to be implemented for
all professionals across the site.

ACOPS
Ms Tracy Reid, provided an update from. Key points highlighted:

Noted decrease in number of joint protocol cases which appears to be a regional trend and
the HSCB agree that the most appropriate vehicle to take this forward regionally is through
the new Adult Protection Board.

Ms Reid noted there is on-going challenges in relation to PSNI investigation times.
Domiciliary Care Provision update provided, graph and details on power point presentation.
New areas where the division has not adequately discharged DSF during 2020-2021;

Non- essential Annual Reviews were stood down by DOH from April 20 — Jan 21 due to
COVID pandemic pressures and restrictions. All cases have been risk stratified with
essential visits and reviews for high risk cases maintained. Telephone contact is being
maintained with service users and families.

CREST Vacancies/ Caseloads / Care Reviews. Currently a total of vacant cases in at 936
(56.6% of overall caseload). CREST Practitioner has been deployed to the MCA Team,
which will leave 54% vacant caseload (508 cases). The current plan to reduce the risk is for
current staff resource to be directed to Homes on Escalation and urgent reviews required.
Communication to be sent to families and care home providers to provide a single of point of
contact into service to escalate any concerns. Also, a daily review of duty log and allocation
of priority cases. This information regarding activity is analysed on monthly basis.

Hospital social work historical cases, there are currently 5000 unclosed cases in hospital
social work. Redeployment and staff shortages due to Covid-19 have affected this service.
Action Plan in place to reduce risk and progress monitored implementation of new closure
processes and assurance systems, additional admin time and professional resource.

Ms Reid provided an update for the divisional social worker assurances with QMS,
Governance and accountability structure. Noting the risks within this are currently 1400 staff
in ACOPS, Social Care Assurance and second Divisional Social Worker.

Ms Reid provided an update in regards to Meadowlands adult safeguarding, the 9 24/7
facilities adult safeguarding.
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Ms Reid provided an update on the recent transfer of Valencia into mental health services
along with an update to the review of safeguarding with ACOPS service managers training
and pathways & processes.

Mental Health & CAMHS

Ms Mary O’Brien provided an update for Mental Health and CAMHS.
Issues / actions agreed at DSF meeting in October 2020 are currently up to date.

Ms O’Brien advised while the Division has adequately fulfilled its Delegated Statutory
Functions the following concerns should be highlighted.

The high level of non-designated S/W posts across the Division (approximately 50% of all
S/W posts)

Continuing difficulties faced by the ASW service in fulfilling requirements under the Mental
Health Order. Remedial actions taken place to address include:

review of current workforce across the Division to clarify and discern the required number of
designated S/W posts to fulfil DSF on an ongoing basis. This work will be part of the task
and finish group chaired by the Department of Social Services.

Exploration of developing an ASW hub to provide peer support, learning and to centralise
the service in keeping with the recent draft Regional ASW Quality Standards.

RESWS joint working arrangement developed with BHSCT has now been extended to all
Trusts.

ASW Paris implementation as of the 15t June 2020 enabling the development of data
collation, management and analysis enhancing information infrastructure and reporting
capacity. This will aid current and future workforce planning regarding the ASW service
based on capacity and demand.

Ms O’Brien advised in regards to the MCA Legacy cases work continues to ensure all legacy
cases with be authorised in full compliance with DOLs. Current challenges are vacancies
across community social work, staff not having the two years’ experience required for this
role and competing priorities and demands. With the current number of remaining
outstanding legacy cases there are concerns regarding Section 269 come 315 May 2021.
The MCA Team are working collaboratively with colleagues in Learning Disability and Older
People Services and co-ordinating an action plan to address outstanding legacy work and
dedicating all available resource to this work as a priority. The MCA Team are recruiting 10
additional staff to undertake legacy work with interviews scheduled for 17" May 2021.
Further, the Trust have offered overtime opportunities across the workforce and uptake has
been good.

Ms O’Brien provided an update on current safeguarding processes.

No other issues raised

Next Meeting Date: Thursday 9" December 15:45 — 18:00
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Date: Information w/e Wednesday 12/08/2020
Lead: Gillian Traub

Email: Gillian.Traub@belfasttrust.hscni.net
Tel: 07824 877634

Alternative contact: Tracy Kennedy

Email: Tracy.Kennedy@belfasttrust.hscni.net
Tel: 02895048192

Weekly Report Number - 74

1) Key Patient Activity Issues

1.1 MAH Inpatient Numbers

The number of patients in residence has reduced to 49 as a patient commenced trial resettlement on 12 August
2020. The number of patients on trial resettlement has therefore increased to two patients. Two patients remain
on extended home leave at the request of families. The graph below displays the number of inpatients resident in
Muckamore Abbey Hospital and the number of patients on trial resettlement.

Patients in Muckamore Abbey Hospital by Trust of Residence are as follows :

Trust of Residence Number of Number of Patients on
Inpatients Trial Resettlement

Northern HSC Trust 21 0
Belfast HSC Trust 18 1
South Eastern HSC Trust 8 1
Southern HSC Trust 1 0
Western HSC Trust 1 0
Total 49 2
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1.2 Monthly MAH Admissions, Trial Resettlements and Discharges
The graph below plots the monthly, and year to date, number of patients admitted, discharged, on trial
resettlement or having returned from an unsuccessful trial resettlement.

Admission, Discharge, Trial Resettlement & Failed Trial Resettlement
April 19 - June 20

(=
n

n

Apr May June July August September October Movember December January February  March Apr May June
. Admission mmmmm Cischarge mmmmm Trial resettlement
mmm Failed trial resetlement = == Cumulstive Admisions == == Cumulative Discharges
= == Cumulstive Trial resettiement == == Cumulative Failed Trial resettliement s |t 2r &l war d transfer

Extended home leave

Admission: admitted during month Discharge: discharged during month

Trial resettlement: pts on TR on last day of month (not included if discharged/failed trial resettlement during the month)

Failed TR: Returned to MAH during the month

Cumulative Admissions: Number of actual patients Cumulative Discharges: Number of actual patients
Cumulative Trial resettlements: Number of actual patients Cumulative failed TR: Number of actual patients
Internal ward transfer: No of pts transferred within the month Extended home leave: Pts on EHL on last day of the month

1.3 Failure Rate of Resettlement — 2020/21 updated
The failure rate of resettlement in the year 2019/20 was 23%. The table below shows the year to date position for
2020/2021 :

2020/21
Successful Failed Ongoing Success Rate
Resettlement Resettlement Resettlement
- patient discharged | - patient returned
BHSCT 1 0 1 100%
NHSCT 0 0 0 N/A
SEHSCT 0 0 1 N/A
WHSCT 0 0 0 N/A
Total 1 0 2
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(2) Current Safeguarding Referrals

2.1. Patient on Patient Adult Safeguarding Referrals — w/e 12 August 2020

There were 5 patient on patient ASG referrals reported during the period, and 1 which was referred promptly on
the same day but which did not transfer into last week’s Safety Report.

previous period
Ward Location Victim Date Time ASP1 DAPO Outcome Type
Ardmore | Dining room 1 05/08/2020 12-1pm | same day +1 day ASGR(PP) Physical

12/08/2020
Ward Location Victim Date Time ASP1 DAPO Outcome Type
Sixmile A | Own bedroom | 1 06/08/2020 2-4pm same day +1 day ASGR(PP) Emot/Psyc
Cranfield 2 | Nurse station 09/08/2020 2-4pm same day | +3 days ASGR(PP) Physical
Cranfield 2 | Nurse station 09/08/2020 2-4pm same day | +3 days ASGR(PP) Physical
Cranfield 2| Dayroom 09/08/2020 2-4pm same day | +3 days ASGR(PP) Physical
Ardmore N/R 10/08/2020 6-8pm same day | +2 days ASGR(PP) Physical

N | L] B

Trend Analysis for Patient on Patient ASG Referrals, Jan 2020 to date :

2.1 Staff on Patient Adult Safeguarding Referrals — w/e 12 Aug 2020

There were 3 staff on patient ASG referrals reported during the period, and one recorded from a previous period
which had been previously referred (historic).

previous period (historic)

Ward Location Victim Date Time ASP1 DAPO QOutcome Type

Conicar (old) 1 n/k wk | 08/08/2020 | same day | PEOUSY | physical
referred
12/08/2020

Ward Location Victim Date Time ASP1 DAPO QOutcome Type
Sixmile A |Corridor 1 05/08/2020 n'k +1 day same day | ASGR(PP) Sexual
Sixmile A |Dayroom 1 05/08/2020| 12-4pm +1 day same day | ASGR(PP) Physical
Cranfield 1 |Office 2 07/08/2020| 12-4pm same day | same day | ASGR(PP) Physical
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Conicar — this referral arose following comments from a patient alerting staff to incidents which they
remembered taking place when they were a child.

(3) Weekly governance review - incidents, seclusion, complaints, risk register, ongoing CCTV monitoring.

3.1 Incidents

Incident reporting relates to the period week ending 05 Aug 2020, as approved at 12 August 2020.
A total of 62 incidents was recorded, of which 2 across all wards / areas remain unapproved. This analysis covers
the 60 approved incidents.

The following table shows approval status by ward / location of incident:

Approval status 30/07/20- 05/08/20 Sixmile | Sixmile| Moyola
Ardmore| CF1 | CF2 |CFICU| Erne Total
(app. 12/08/2020) A T |DayCare

Unapproved, not viewed 1 0 0 0 0
Unapproved, viewed 1 0 0 0 0
Approved, investigation ongoing 0 0 0 0 0
Approved, investigation complete 13 15 3 1 6 10 7 1 56
Total 13 18 5 1 6 11 7 1 62

The chart below shows incidents recorded on Datix from 01 Jan 2020 to date.

MAH - Total incidents recorded on Datix and total unapproved at report
date - weekly trend - 01/01/20- 05/08/20

e Total Incidents = = = Median
g || napproved Incidents ucL
12 per. Mov. Ave. (Total Incidents)
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Only the 60 ‘approved’ incidents can be further categorised by those affected in the incident, by severity, by day
of the week and by category/ type of incident.

a) Those Affected

Those affected 30/07/20 - 05/08/20 (app. 29/07/2020) i:::::;l Patient | Staff Total
Medication/Biologics/Fluids - Administration to Patient - Failure to o n o n
administer

Insufficient numbers of healthcare professionals 1 0 0 1
Administrative Processes (Excluding Documentation) - Other 0 2 0 2
administration incident

Fire Alarm Activated by Automated Devices (false alarms) - Other L o o L

false activation of detector

Other self harming behaviour 0 1 0 1
nappropriate/Aggressive Behaviour by a Patient towards an

Object/Structure (Not self harm) - Physical 0 ! 0 !
Physical contact 0 4 26 30
Physical threat (no contact) 0 3 10 13
Sexual (including harassment and indecent exposure) 0 2 2
Witnessed Slips/Trips/Falls (includes faints) - Standing up/sitting 0 . 0 .
down

Suicide attempt/gesture (not overdose) 0 1 0 1
Use of tobacco products 0 1 0 1
Verbal Abuse 0 0 1 1
Suspected Slips/Trips/Falls (un-witnessed, Includes faints) - Walking 0 1 0 1
Witnessed Slips/Trips/Falls (includes faints) - Walking unassisted 0 1 0 1
Witnessed Slips/Trips/Falls (includes faints) - Walking unassisted 0 1 0 1
Witnessed Slips/Trips/Falls (includes faints) - While at 0 1 0 1
play/recreational activity

Total 2 19 39 60

3% 32% 65%

Highlighted incident types with >3 incidents per category
Incidents are discussed at Ward level PIPA Meeting and weekly Live Governance chaired by the Clinical Director.

b) Severity
The classification of the approved incidents for the period is shown in the table below.

Incidents by Severity 30/07/20 - 05/08/20 (app. Insig- . i Cata-
= Minor |Moderate| Major . Total
12/08/2020) nificant strophic
Totals: 31 27 2 0 0 60
52% 45% 3%
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c) Incidents by Day by Location
Incidents by day of the
week - 30/07/20 - Sixmile | Sixmile| Moyola
Ardmore | CF1 CF2 | CFICU | Erne Total
05/08/20 (app. A T Day Care

12/08/2020)
Thursday 1 3 0 0 1 2 1 0 8
Friday 4 2 0 0 0 2 2 0 10
Saturday 1 1 0 0 1 4 0 0 7
Sunday 1 2 0 0 0 0 0 0 3
Monday 0 1 3 0 1 1 1 0 7
Tuesday 4 4 0 1 2 1 2 1 15
Wednesday 2 5 0 0 1 1 1 0 10
Total 13 18 3 1 ] 11 7 1 60

Highlighted locations with >3 incidents in a day
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d) Type / Location / Severity

Incidents by Severity 30/07/20- 05/08/20 (app. Insig- . ) Cata- %
. Minor (Moderate| Major . Total | .
12/08/2020) nificant strophic incidents
Ardmore 6 5 2 0 0 13 22%
Witnessed Slips/Trips/Falls (includes faints) -
Wheelchair related ! 0 0 0 0 !
Witnessed Slips/Trips/Falls (includes faints) - Walking
unassisted 0 ! 0 0 0 !
Physical contact 2 2 2 0 0 5]
Physical threat (no contact) 3 2 0 0 0 5
Cranfield 1 7 11 0 0 0 13 30%
Other self harming behaviour 0 1 0 0 0 1
Fire Alarm Activated by Automated Devices (false 1 o 0 0 0 1
alarms) - Other false activation of detector
Physical contact 5 8 0 0 0 13
Physical threat (no contact) 1 2 0 0 0 3
Cranfield 2 1 2 0 0 0 3 5%
Witnessed Slips/Trips/Falls (includes faints) - Standing 0 . 0 0 0 1
up/sitting down
Physical contact 1 1 0 0 0 2
Cranfield ICU 1 0 0 0 0 1 2% |
Other documentation incident 1 0 0 0 0 1
Erne 1 3 3 0 0 0 6 10% |
Suspected Slips/Trips/Falls (un-witnessed, Includes
faints) - Walking 1 0 0 0 0 !
Physical contact 2 3 0 0 0 5
Sixmile Assessment 8 3 0 0 0 11 18%
Physical threat (No contact) 5 0 0 0 0 5
nappropriate/Aggressive Behaviour by a Patient 1 o 0 0 0 1
towards an Object/Structure (Not self harm) - Physical
Use of tobacco products 1 0 0 0 0 1
Insufficient numbers of healthcare professionals 1 0 0 0 0 1
Witnessed Slips/Trips/Falls (includes faints) - While at 0 1 0 0 0 1
play/recreational activity
Physical contact 0 2 0 0 0 2
Sixmile Treatment 5 2 0 0 0 7 12%
Administrative Processes (Excluding Documentation) - 1 o 0 0 0 1
Other administration incident
Suicide attempt/gesture (not overdose) 1 0 0 0 0 1
Medication/Biologics/Fluids - Administration to Patient ! 0 0 0 0 1
- Failure to administer
Sexual (including harassment and indecent exposure) 1 1 0 0 0 2
Verbal Abuse 0 1 0 0 0 1
Physical contact 1 0 0 0 0 1
Moyola Day Care 0 1 0 0 0 1 2%
Physical contact 0 1 0 0 0 1
Totals: 31 27 2 0 0 60
52% 45% 3%

Moderate Incidents

Inappropriate/Aggressive Behaviour towards Staff by a Patient

Ardmore Ward — 4 August 2020

A patient ran towards staff in her pod. Staff had to lock themselves in the patient’s activity room for safety. The
patient then proceeded outside again and ran down to another ward where she reached the back door. The
patient was not adhering to verbal re-direction therefore staff implemented physical intervention to escort her
back to her pod. The patient continued to come out of her pod and staff had to re-engage hold again and escort
her into her pod where staff continued with physical intervention. The patient was offered PRN medication but
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continued to refuse it. The patient was sitting on her sofa and throughout physical intervention slid down the
sofa. Staff encouraged the patient to sit back in her seat. Staff remained in hold while the patient was attempting
to sit back in the seat but then the decision was made to exit the room as staff were not able to continue with
these holds safely. The patient ran after staff as they were exiting and pulled one of the staff members by the
back of her head and pulled forcefully.

Emergency response and physical intervention hold was implemented to remove the patient’s hold on the staff
member’s hair and safely escort her back to her sitting room where staff remained in hold. The patient continued
to refuse her oral medication. PRN I.M haloperidol 5mg and promethazine 25mg was administered. Staff were
able to release their holds shortly after when they escorted the patient to her bedroom. Physical intervention was
implemented again as the patient attempted to hit staff. Physical intervention implemented intermittently for 1
hour and 20 minutes, in total the longest period was 40 minutes. The patient was spitting at staff and attempting
to kick out at staff during physical intervention.

Outcome of review/investigation

Emergency alarm pulled, prompt staff response using physical intervention intermittently. PRN for agitation given
via .M as patient declined oral. The staff injured were reassured and supported with a hot debrief with the Nurse
in Charge. The patient has a history of displaying this type of behaviour. Care plan reflects positive measures to
support the patient and reduce occurrence of these incidents. Staff member offered Staff Care and referred to
Occupational Health Fast Track physiotherapy. Staff member currently on sick leave.

Inappropriate/Aggressive Behaviour towards Staff by a Patient

Ardmore Ward - 4 August 2020

Day care staff member and her colleague returned with a patient to the ward. Both of the staff members
approached the nurse to handover regarding the patient's engagement in day care. As the staff were talking to
the nurse in front of the nursing station, behind the computer, the patient approached them from the day space
to follow their conversation. The patient started to have a positive conversation with a member of day care staff
and was touching her face in a friendly manner. Daycare staff responded and continued to give the hand over.

After a few minutes, with no trigger, the patient attacked the day care staff member aggressively. The patient was
pulling and twisting the daycare staff's hair with both hands and dragged her to the floor. The patient started
kicking her whilst she was on the floor. The day care staff member’s back was against the patient's wheelchair
when the nurse approached to intervene. The nurse pulled the alarm and staff responded. When staff were
attempting to remove the daycare staff's hair from the patient's hands the patient bit the nurse on the right
elbow continuously until the patient released the day care staff member’s hair. When the patient let go of the
staff member’s hair and elbow, she dropped into a non-epileptic seizure for around 15 minutes before she came
back round.

Outcome of review/investigation

Emergency alarm pulled, staff quickly intervened and attempted to de-escalate with no effect. Use of emergency
technique. Ward doctor held one to one conversation with patient. The patient has a history of displaying
aggression towards others — care plan reflects positive measures to support the patient and reduce occurrence of
these behaviours. Hot debrief and reflection, staff supported by colleagues and senior management.

Other Documentation Incident (PICU) — as described in table above
Inappropriate/Aggressive Behaviour towards a Patient by Staff - Physical threat (No contact)

Sixmile Treatment Ward — 5 August 2020

Patient A advanced towards staff member A threatening to hit him. MAPA blocking technique implemented.
Patient A alleged that staff member A had hit him. Staff member B then assisted staff member C to utilise MAPA
techniques to escort the patient to the Low Stimulus room (Bedroom 6). Patient A made an allegation that Staff
member A had hit him. Patient A declined to have a body chart completed.
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Outcome of review/investigation

This patient has a diagnosis of a learning disability and has a history to challenging behaviour. During episodes of
aggression this patient may target certain staff members. This patient is currently undergoing a change to his
medication. This patient can experience low mood and feeling of self-loathing and this can cause patient to act in
a negative way towards himself. Staff should adhere to the Positive Behaviour Support plan. Staff familiar with
this patient should continue to support him.

3.2 Medication Incidents
There were two medication incidents reported during the period, w/e 05 August 2020 (reported one week in
arrears).

Administrative Processes

Sixmile Treatment Ward — 31 July 2020

Patient A did not receive prescribed Sodium Valporate 200mg. Medication had been postponed due to patient A
waking late. Staff member forgot to administer the drug. On Call GP contacted and updated. Service Manager
updated.

Outcome of review/investigation

Patients on the ward had been verbally abusive towards staff throughout this day. Staff member involved had
been a victim of several hours of verbal abuse from patients that day and this may have contributed to this
forgetting to administer this medication.This staff member understands the importance of appropriate
administration of medication and the need to seek support and communicate with those on the ward by way of
support.

Administration to Patient - Failure to administer x 1

Sixmile Treatment

04/08/2020

Patient missed a morning dose of Omeprazole due to an oversight. The patient was written up for a stat dose.
Verbal reassurance provided.

Outcome of review/investigation

Medication was missed as the kardex was not fully checked - all trained staff to ensure they check the kardex in
full to ensure all prescribed medications are given. Error quickly noted and patient prescribed a stat dose to
ensure administration of drug took place.

3.3. Use of Rapid Tranquilisation during Physical Intervention.

=0 use of rapid tranquilisation reported during the period w/e 12 August 2020.

3.4. Use of Prone Restraint

=0 use of prone restraint reported during the period w/e 12 August 2020.

3.5 Use of Supine Hold

=0 use of supine hold reported during the period w/e 12 August 2020.
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3.6 Incidents of Physical Intervention (Pl)

There were 35 incidents involving the use physical intervention w/e 12 Aug 2020, equating to 52% of all incidents.

Use of Physical Intervention s YES - YES - Dis- YES - Dis- % use of
06/08/2020 - 12/08/2020 None used Holding |engagement engagement| Total P.l. by
(based on 13/08/2020) only only and Holding location
Ardmore 1 9 0 0 10 90%
Cranfield 1 4 9 2 9 24 83%
Cranfield 2 10 0 0 0 10 0%
Sixmile Assessment 2 4 0 13 46%
Sixmile Treatment 0 0 0 5 0%
Erne 4 0 0 0 4 0%
General walkways, grounds etc 1 0 0 0 1 0%
Total 32 20 6 9 67

48% 30% 9% 13%

Highlighted locations with >3 incidents of use of P.l. in a location

3.7 Seclusion and Voluntary Confinement

3.7.1 Seclusion
Seclusion was utilised on 4 occasions in this period, in the management of 1 patient in Cranfield 1:

e Shortest duration of voluntary confinement — 33 minutes

e longest duration of voluntary confinement — 1 hours 12 minutes
e Earliest commencement of confinement was 17:57pm

e Latest conclusion of confinement was 00:14am

Instances of Seclusion per Day of Week

5
3
2
1

Daily Use of seclusion - w/fe 12/08/20

A A
Analysis by Patient of Seclusion
12/08/2020
Patient ID Ward Seclusion Area Reason No. of seclusions
CF 1 Cranfield ICU Agression 4
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Number of Episodes

No episode ended later than 00:14am and the earliest episode started at 17:57pm.

12/08/2020
Time Seclusion Ended 7am - |12 noon | 5pm - 11pm- Total
12noon | - 5pm 11 pm Tam
No. of Seclusions 0 0 3 1 4

Length of Time of Seclusion

In terms of the length of time seclusion, the table below details for each patient the length of time confinement
lasted on each occasion by time band. The average time was 2 hours 33 minutes for the period.

12/08/2020
Pt. ID <30mi 30mins | 1-2 2-3 3-4 >4 Total
T M 1 hr Hrs Hrs Hrs | Hours ota
P322 0 2 2 0 0 0 4
Total 0 2 2 0 0 0 4

Observation Compliance

Seclusion Observation compliance - wfe 12/08/20
Total | 15min |4 hr medical | |
) medical |Issue
seclusions obs aS5Sess
assess
4 4 of 4 n/a n/a

Daily Seclusion Trend (excludes voluntary confinement)
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Comparison of Seclusion Events and Use of Physical Interventions

Seclusion Review Compliance
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Seclusions with Average Weekly Seclusion Time

The graph below shows the trend of average weekly time in seclusion, per seclusion event :

3.7.2 Voluntary Confinement

Voluntary Confinement was utilised on 2 occasions in this period, in the management of 1 patient in Sixmile
Assessment:

e Shortest duration of voluntary confinement — 45 minutes

e lLongest duration of voluntary confinement — 1 hour 10 minutes
e Earliest commencement of confinement was 09:35am

e Latest conclusion of confinement was 11:50pm

Instances of Voluntary Confinement per Day of Week

Daily Incidence of voluntary confinement-
w/e 12/08/20

5
3
2
1

Analysis by Patient of Voluntary Confinement

12/08/2020
Patient ID Ward Confinement Area Reason No. of VC's
w Sixmile A Patients bedroom Voluntary 2
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Number of Episodes

No episode ended later than 11:50pm and the earliest episode started at 09:35am.

12/08/2020
Time Vol Confinement | 7am- |12 noon |5pm- | 11pm- Total
Ended 12noon | -5pm | 11 pm Tam
No. of VC's 2 0 0 0 2

Length of Time of Voluntary Confinement

In terms of the length of time voluntary confinement occurred, the table below details for each patient the length
of time confinement lasted on each occasion by time band. The average time was 57 minutes for the period.

12/08/2020
Pt. ID. <30mins| S0 Mins- | 1-2 1 2-3 13-4 24
1hr Hrs Hrs Hrs Hours
Brc0 | 0 1 1 0 0 0 2
Total 0 1 1 0 0 0 2

Observation Compliance

Voluntary confinement Observation compliance - w/e 12/08/2020
TotalVol | 15min | 4 1 hr
medical medical |lssue
Confinement obs
assess assess
2 20f2 n/a n/a

3.8 Complaints

No new complaints received. No update
3.9. Risk Register Position

No change.

3.10. CCTV Viewing
(References to Cx relate to camera numbers, e.g. C28)

Please note that all CCTV viewing is now reviewed prior to publication in the Safety Report. On a weekly basis,
an Assistant Service Manager and a Designated Adult Protection Officer will review the CCTV viewing reports to
determine if any action is required — this is a new step, called the CCTV Viewing Quality Assurance (QA) Review
Process.

The QA Review Process was completed on 18 August 2020 for the viewing reports included below, and
comments are included.
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Ardmore 2
17/07/20
09:00-15:00

Feedback from Safety Report 73

Busy shift. 6 patients observed. Good ratio of staff to patients. Staff interacting with
patients who appeared to respond well to this. Staff engaged in structured activity with 1
patient in activity room (completing jigsaws).

Patients’ general nursing needs responded to. Busy shift, staff responsive to patients’
needs and interacted well with patients.

1 staff member providing 1:1 with patient in flat 1. Staff member observed eating
patient’s breakfast (C62 10:11). 2" breakfast for patient was produced @ 10:22 C62,
which patient ate some of.

QA Meeting

The eating breakfast incident will be reviewed by ASG and Senior Manager and discussed
with the Ward Manager.

Outcome

Staff member spoken to in presence of Ward Manager. Explained they had challenges in
developing a therapeutic relationship with the patient. Patient on this occasion requested
staff to take her breakfast with her. Same accommodated and facilitated appropriate
patient/staff interaction.

Ardmore 1
21/07/20
21:00-21:25V1
21:25 - 23:50 V2
01:00 - 07:00 V3

Feedback from Safety Report 73

V1 - Only 1 patient observed, the rest must have gone to bed. Staff observed in day space
and in nurses station. One female patient knocked on Nurses Station door at 21:06 on C2.
As there was no answer, same patient climbed over nurse’s station counter and
communicated for 16mins through glass shutter. Due to short time | spent viewing ward, |
was unable to grasp activities in much detail. Patients were already in their rooms.

V2 — Quiet night. Nursing staff members sitting in main day space. Only one patient
observed who sat on smoking room engaged in her own activities — iPad/phone. Cameras
failed early on in shift. Fault was immediately reported by Admin staff. Viewer remained
and attempted to turn system on + off with no success.

V3 - Appeared to be a very quiet night shift. 3 nurses based themselves in day space area
(C14). They were observed leaving day space at regular intervals to check bedroom
corridors (C11 —02:30, 03:30, 04:36, 05:30, 06:00). Patient leaves her bedroom and
comes into day space at 05:30 and sits on relaxation chair. Staff interact with patient on
1:1 basis. Patient appears relaxed. She leaves at 05:45 and goes back to bedroom, then
returns to day space at 06:16 and remains there. Staff engage with patient on 1:1 basis.
Staff observed not wearing masks C14 @ 05:45.

QA Meeting

To speak with Ward Manager and camera footage to be reviewed.

Outcome

Patient is not allowed to access staff office due to previous incidents of challenging
behaviour. Day staff were completing paper work from day duty and conversed with
patient through the door. Patient generally likes to update staff with facts from her
magazines. No staff would have been allocated to this patient at this time.

Erne 2 3 patients observed, staff responded to patient who was unsettled and lying on dining

22/07/20 room floor. 2" patient agitated - staff responded to patient appropriately trying to settle

21:00-07:00 | him. Patients appeared to be all in their rooms by 22:30. Needs of patient responded to in
preparation for bed.

Ardmore 2 Viewer 1 - Ward was calm initially. Staff were chatting to their colleagues. Two patients

23/07/20 sitting quietly. At 15:30 one female patient became extremely agitated, this lasted for

15:00 - 21:00 | approximately 30mins.

Staff were involved in managing and monitoring a female patient who was agitated.
(C25 15:30) female patient was agitated, kicking and trying to grab out at staff. At
15:34:18 patient grabbed female nurse by her hair and neck and forced her back against
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wall. C28, day space, 15:34:27, she hit female nurse on head. 3 staff attempted to restrain
patient, who then ran off and attacked another patient. 2 nurses tried to restrain patient,
by holding her by the arms, but patient got away and continued kicking and thumping
walls. After a number of attempts to calm patient down she accepted a drink at 15:7, c26
and calmed down. Staff remained closeby to observe her further.

Although sufficient staff were present, they did not carry out MAPA. 2 or 3 staff tried to
restrain patient, but as 2 staff had something in their hands they were unable to properly
carry out MAPA. Ward furniture should have been removed to further avoid injury.
Patient presented a very difficult situation for staff and patients concerned. Disturbed
patient attacked a fellow patient in a wheelchair and physically attacked staff. MAPA
intervention may have managed this situation earlier.

Staff tried to calm patient down by offering her a drink. Nurses tried to communicate with
patient. Shortly after incident (C25 15:52), patient had calmed down and she and staff
nurse involved, hugged.

A post incident review would be useful here. A very difficult situation for staff to manage
and adapt practice. Typically an aggressive episode like this affects all patients and staff
alike. Attempts to diffuse a situation can reduce some potential incidents.

QA meeting

CCTV footage to be viewed by ASG and Senior Manager.

Viewer 2 — Observed staff team actively engaged with patients in day space and bedroom
corridors. One patient was unsettled and required 3-5 staff to monitor and ensure
patient’s well-being. As above when patient became unsettled and presented a risk to
herself and others, staff responded appropriately and promptly. The staff team worked
well as a group to safely manage the situation to ensure the safety of both the individual
patient and other patients on the ward. (C32, 27, 25, 28, 38, 40, 41, 51, 17:00 — 17:45).

As previously noted, staff were observed working well as a team to manage and support a
patient who became unsettled on the ward.

Ardmore 1 Generally a quiet shift. 3 patients observed throughout. One patient mostly in bedroom,
24/07/20 second patient in day space and third patient in smoking room (C19). Staff members
15:00 - 21:00 | appeared responsive to needs of patients — patient in smoking room regularly checked
and brought snacks and fluids. General nursing care needs provided — nutrition and
fluids. Patient also assisted with personal care needs. Verbal engagement observed
between staff members and patients. Patient in smoking room engaged in own activities
—using iPad and iPhone.
Sixmile Ward appeared busy and interactive. Patients generally engaged in own activities such as
Treatment listening to music, using iPhone/iPad and chatting together while making coffee in the life
25/07/20 skills room. Staff members also observed positively interacting with patients — chatting,
21:00-07:00 supervising while patients prepared food. Staff members visible in day space area and
appeared to respond to needs of patients — food/snacks provided, supervision provided
while patients used washing machine. Patients also appeared to spend time in bedrooms
and garden area. Calm atmosphere on ward.
Cranfield 2 Staff group appeared busy around the ward, having team meeting and going in and out of
26/07/20 patients’ bedrooms. 2 patients observed. A staff member sat in main day space with
07:00 — 15:00 | patient who appeared agitated at times.
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Ward appeared calm and interactive. Patients engaged in activities such as using iPads/
spending time in garden/going for walks. Staff members observed positively engaging
with patients. Staff members appeared to engage positively with 2 patients on ward.
Main staff group appeared to be assisting patients in bedroom areas. Breakfast provided
to one patient — staff member assisted patient with this.

Staff members visible in main day space and responsive to needs of patients. Staff
observed bringing food to some patients’ rooms, sitting alongside patients while they ate
in dining area and assisting some patients while promoting a level of independence.
Staff members appeared to work well as a group and were visible and promptly
responsive to the needs of patients.

Cranfield 1 Four patients observed. All patients assisted with personal care tasks. Good level of
27/07/20 engagement observed between staff and patients. Busy ward as patients getting up and
07:00-10:00 V1 | moving about. Patients’ personal care needs attended to by staff appropriately.
Sixmile Ward calm and interactive in early part of shift. Patients observed positively engaging
Treatment with each other, having coffee/toast supper together while chatting. Staff members also
27/07/20 so observed verbally engaging with patients. Patients observed intermittently throughout
21:00-07:00 | night. Staff members visible on ward and responsive to patients’ needs of patients.
Patients checked on a regular basis throughout the shift. As noted only 1 patient awake at
06:20 and observed for very brief period.
Erne 1 Only 2 patients observed this night shift.
28/07/20 1. Patientin dining room at 21:15, nurse observed engaging 1:1 with patient and
21:00 - 07:00 accompanying him to his bedroom at 21:30.
2. Patientin apt 2 was regularly checked by staff.
Staff observed regularly checking bedroom corridors throughout the shift.
Patient in Apartment 2 was sleeping on a mattress on the bedroom floor at the doorway.
Got up at 03:35, took off his clothes, went across to room opposite and came out
dressed. Then went to apartment day space and was pacing up and down. Two staff
responded, changed the patient’s bed and removed old laundry. Observed patient
through glass door in day space pacing up and down. Nurse sat with patient at table for a
short period. Patient became more settled. Staff continued to observe patient. Staff
observed cleaning and wiping services.
Cranfield 2 Quiet shift. Staff members observed assisting patients with personal care needs in
29/07/20 preparation for going to bed. One patient observed who engaged in own activities (iPad)
21:00-07:00 | and spent time in garden area before going to bed at 01:00. Staff members visible in ward
area and responsive to the needs of patients — ensuring their care and dignity when
required and in a prompt manner. Staff visible in main day space, ward area throughout
shift. Patients checked on a regular basis.
Moyola Day This two hour period Day Services appeared to be very quiet. Staff member and 2
Care patients in kitchen. Staff member was assisting and supervising 2 patients cooking a meal.
01/08/20 Very good interaction observed. Nurse in group room (C37) on PC, no patients. Appears
12:00 - 14:00 | good engagement between staff member and 2 patients she was supervising in the
kitchen.
Cranfield 1 Viewer 1 - Evening shift. Staff observed with patients in TV room, staff base and bedroom
02/08/20 corridors. C22, 33, 35 fm 21:04 — 21:08 — 1 patient was unsettled and required

21:00-00:06 V1
00:06-07:00 V2

intervention and monitoring by staff. This was provided in a timely manner by staff
members. C33, 35, 22 fm 21:04 — 21:08 - 1 patient was unsettled and required staff to
intervene for his own and staff safety, holding him by his upper arms. Patient went down
on floor. A further intervention was required when the patient went into the staff base.
There was no clear camera view for this.
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Viewer 2 — Quiet night shift. All patients in bedrooms, regularly checked by staff during
the night. Only 1 patient awake at 06:20, but returned to bedroom having been checked
by staff member. Patient appeared happy to do so.

QA Meeting
To be viewed by ASG and Senior Manager.

(4) Operational response - safety briefings per ward, Safety Quality Visits, issues arising from weekly patient/
carer feedback

4.1. Safety Brief
Ongoing on a daily basis on each ward, using agreed template.

4.2. Safety Quality Visits
The Assistant Service Managers have virtual catch up with ward teams.

4.3 Weekly Live Governance meetings ongoing
Chaired by Clinical Director and involving all wards.

4.4 Monthly ward clinical improvement groups
These have been stood down during the coronavirus pandemic.

4.5 Patient Experience Feedback
This work is currently paused as part of containment measures for the coronavirus pandemic.

(5) Service continuity and staffing issues, training levels, induction levels of agency, staff engagement and
support, scenario training etc.

5.1. Staff Counsellor Sessions — 12 Sessions offered per week.

This service continues to offer support to staff.

5.2 Information from MAH Senior Nursing Team

The Senior Nursing Team continues to maintain a focus on workforce recruitment and retention. In addition the
Senior nursing Team has been contributing to Resettlement discussions focussing on how to make the process
even more patient focussed.

5.3 Lead Nurse/ASM recruitment
Appointment of 2 lead Nurse /Assistant Service Managers . One successful candidate from within Belfast Trust
and the other from an external Trust.

(6) Emerging issues

Covid-19 Update at Time of Report Submission
Patient who had been tested for Covid-19 on 8 August and who had two negative test results has since returned to
their ward following a period of isolation and remains well.

226 of 1257




MAHI - STM - 302 - 227

On 18 August 2020 three further patients from separate wards within Muckamore Abbey Hospital were tested
for Covid-19. IPC advice sought and patients nursed in isolation. Visiting was stopped during this period. All tests
returned negative and patients returned to the wards.

On 19 August 2020, MAH was advised that a family member who had been visiting a patient had tested positive
for Covid-19 having last visited on 15 August. IPC advice sought, patient moved to isolation . No testing of patient
in line with protocol unless symptoms develop and to remain nursed in isolation for 14 days from 15 August 2020.

Staff Absence in Erne Ward

Increased staff absence in Erne Ward. A range of options are being reviewed. Estates review of building
environment in relation to standards for facilities of people with Learning Disability and wheelchair users has been
commissioned with the initial survey expected in September.

Review of Leadership and Governance Muckamore Abbey Hospital 2012 - 2015
The report was published on the evening of 5 August 2020. Staff Briefings took place on 5,6, 11 and 14 August
and conversation with patients in Sixmile Ward on 6 August 2020.

RQIA Whistleblowing

A number of concerns have been raised with RQIA anonymously in relation to Erne recommendations in a clinical
care plan for two patients in Erne Ward, and the communication of the same to staff. RQIA have been provided
with a response which includes that specific action plans have been formulated by the MDT in relation to both
patients which were initiated on 23 and 24 July 2020 respectively. Care plans have been fully updated for Patient
1 and are in the process of being updated for Patient 2.

Request for admission from WHSCT

A request has been made from the WHSCT for a Northern Trust patient to be admitted to the MAH site. It is
understood that this patient requires a high level of staffing support to maintain safety. An Initial meeting to discuss
this case took place on 14 August 2020 with a further meetings on 21 August 2020.

Trade Unions

Trade Unions are highlighting concerns regarding the increasing number of physical assaults on staff and support
to staff and discussion with the management team are ongoing. A meeting is planned to take place on 27 August
with Trade Union colleagues.

(7) Media and communications — FOIs, media enquiries etc.

As at 10 August 2020:

. No media enquiries outstanding

. No constituency enquiries outstanding

. No Departmental enquiries outstanding

. 7 FOI requests outstanding (1 started as media but transferred to FOI)

(8) Financial Governance

BSO Internal Audit have provided a final audit report with an outcome of ‘Satisfactory’ and on 14 April 2020, RQIA
wrote to the Trust to advise that the Improvement Notice had been lifted. An Action Plan is now in progress.
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An unannounced Finance Audit was completed on 15 July 2020. Generally there was a satisfactory outcome to how
Patient finances are managed in line with Hospital Policy and Procedure. Meeting to take place 27 August with
ASMs to discuss learning and to agree individual ward level presentations.

(9) Next Steps/forward look — wider strategy update

Review of Leadership and Governance Muckamore Abbey Hospital 2012 - 2017
Following publication of this review, it is planned to seek feedback from those who participated in the review
process in order to inform an overall factual accuracy response from the Trust to the Review.

(10) Other Issues requiring escalation for advice and senior decision making

None.
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COMPLAINTS /COMPLIMENTS
ANNUAL REPORT 2019-20

WORKING TOGETHER

Introduction

EXCELLENCE

OPENNESS & HONESTY COMPASSION

This report gives an overview of complaints and other feedback received from patients, their carers and fami-
ly members by Belfast Health and Social Care Trust from 1st April 2019 to 31st March 2020.

The Belfast Trust is one of the largest inte-
grated health and social care Trusts in the
United Kingdom.

We deliver treatment and care to approxi-
mately 358,000 citizens in Belfast and pro-
vide the majority of regional specialist ser-
vices to all of Northern Ireland.

We have an annual budget of £1.6bn and a
workforce of approximately 21,500 staff (full
time & part time). Belfast Trust also compris-
es the major teaching and training hospitals
in Northern Ireland.

Our vision is to become one of the safest,
most effective and compassionate health
and social care organisations in the United
Kingdom.

The Trust
received a
total of

formal
complaints
during the
past year,

and

formally
reported

compli-
ments

about our
services.

Although most patients have positive ex-
periences of our services there may be
times when treatment or care do not meet
expectations especially when something
has gone wrong or fallen below standard.

We are focused on making sure that les-
sons from complaints are taken on board
and followed up appropriately, sharing
these lessons across other Service Areas
and Health and Social Care Trusts where
the learning can be applied in settings be-
yond the original ward / department.

By listening to people about their experi-
ence of healthcare, the Trust can identify
new ways to improve the quality and safe-
ty of services and prevent similar prob-
lems happening in the future.

Formal Complaints received during the past 5 years*

* See further details on Page 6
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The most frequent reasons for complaints about our services
during 2019-20 are shown below:

Anyone who uses any of our services

can complain. You can also complain on
someone else’s behalf (you will generally
need their written consent to do so).

Your complaint will be investigated
thoroughly and confidentially. We aim
to respond to your complaint in full with-
B Quality of Treatment and Care in 20 working days, to address your
concerns and let you know of any ac-

tions taken as a result.
Communication/ Information

Some complaints may however take
longer to resolve than others. We will
contact you to explain if this is the case
with your complaint, and we will contin-
Waiting List, Delay/ Cancellation ue to keep in touch with you while we
Outpatient Appointments work to provide you with a response.

B Waiting List, Delay/ Cancellation Planned \ /
Admission to Hospital

Staff Attitude/ Behaviour

All complaints received by the Trust are
assessed against the Trust’s risk evalu-
ation matrix and are graded as either
Low, Medium, High or Extreme risk by
the Complaints Team in conjunction
with the relevant Service Area(s).

This grading determines the most ap-
propriate action to be taken in response
to the complaint, including the type of
investigation to be undertaken, and noti-
fication of the issues identified to senior
staff.

The chart opposite shows an overview
of the complaints received during 2019-

20 by their grade.
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We use a number of different approaches within the Trust to gain information and identify areas for improve-
ment in relation to how we deal with complaints. During 2019-20 these included:

o Amending the Trust Complaints Policy to enhance Professional Assurance processes used across the Trust
to identify and respond to potential concerns identified in complaints relating to staff who provide treatment
and care to patients / service users.

Continuing to monitor Key Performance Indicators in order to track significant aspects of complaints manage-
ment. These include time taken to provide responses; complaint subjects; and numbers of complaints re-
solved by staff within their wards / departments (ie rather than requiring patients to use the formal complaints proce-
dure to address concerns). Data is produced regularly to inform progress in these areas,

Our Service User Experience Feedback Group (whose members include Non-Executive Directors, Medical Director,
Service Directors and Co-Directors along with representatives from Patient Client Council, Personal and Public Involve-
ment, and Nursing and User Experience teams) continued to meet throughout the year to review and monitor
complaints / other forms of Service User Feedback and to identify shared learning for the Trust and beyond.

Shared Learning templates continued to be produced regularly by Trust Service Areas. These de-
scribe anonymised patient experiences that have highlighted ways in which our delivery of treatment and care
can be improved. These templates are shared widely both within the Trust and to other HSC organisations to
help avoid similar problems being encountered by other service users.

Internal Performance Reports were provided to our Trust Board 4 times during the year. These reports in-
cluded details of reasons for complaints; distribution of complaints across Service Areas and clinical special-
ties; and statistics about the timeframes within which our responses are provided.

Who
Complains?

In 2019-20, 62% of com-
plaints were made by the
person directly affected.

The chart opposite shows
who raised complaints on
behalf of others during this
time.

How we respond - timeliness of complaint responses 2019-20*

800 -
700 -
600

0-20 Weorking Days 21-40 Working Days > 40 Working Days

*Although we aim to respond to complaints within 20 working days, complex complaints (particularly those that involve a range of
services / departments / organisations, or where independent expert opinions are sought) can require additional time to

investigate. While we continue to seek improvement in the timeliness of our replies, we feel that this mL@éél%tfl%ezgl} the cost of

providing a quality response to complainants.
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The services provided by Belfast Health and Social Care Trust are organised into Directorates. Each year com-
plaints and compliments are received about the clinical specialties and departments within these groupings, and

the charts below show a comparative overview of these complaints grouped by Clinical Directorate during 2019-
20.

Compliments

Throughout the year the Trust continued to receive compliments about many aspects of our services.

A total of 7,01 2 compliments were formally recorded during 2019-20 and the table below shows the numbers
of both complaints and compliments received over the past 5 years.
Complaints vs Compliments
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m Compliments  ® Formal Complaints

Compliments are always appreciated as they provide our patients and clients with an opportunity to share
their positive experiences with our staff members, and allow the Trust to learn from areas of good practice
and share what is working well in one area across others.

As such we encourage service users to tell us when they have been happy with their experiences. Compli-
ments can be shared with us by phone, face-to-face with staff, in writing, or by email via a dedicated mail
box:

compliments@belfasttrust.hscni.net 233 of 1257
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The numbers of complaints received by each area are typically proportionate to their activity levels and to the
nature and complexity of the services provided, with larger clinical Directorates receiving greater numbers of
complaints. The distribution of complaints across the clinical Directorates over the past 5 years is shown below

Unscheduled and Acute Care

Surgery and Specialist Services

Specialist Hospitals & Women's Health

Children's Community Services

Adult Social and Primary Care

=
2
§
L
8
=T
8
8
3
3

m Sum of Complaints Received 2019-20 B Total Complaints Received 2018-19
m Total Complaints Received 2017-18 m Total Complaints Received 2016-17
m Total Complaints Received 2015-16

Complaints during COVID-19

The final weeks of the 2019-20 year saw Trust services starting to be significantly impacted by coronavirus and
the associated measures implemented to protect our patients, staff and the wider public.

We greatly appreciated the patience and support of both existing and new complainants as we all worked to
deal with unprecedented changes at this time. Service Area staff faced extraordinary challenges in seeking to
re-organise and re-design the delivery of care in order to ensure capacity for patients with COVID-19, as well
as those requiring urgent care for other conditions. Within the central complaints team itself, a number of staff
were redeployed to support the provision of support and advice for those bereaved during coronavirus.

Clearly these factors impacted on our capacity as an organisation to be able to respond to complaint issues in
as timely a manner as we would otherwise have wished, however processes were put in place to monitor and
escalate complaints raising high risk issues, as well as those for which responses were outstanding for long
periods of time, so that work could continue in these areas as a priority, in addition to the ongoing efforts to pro-
gress our other complaints.

The Trust also established a Governance Triage Panel to assess any high risk complaints that may have been
proposed for suspension (due to the effect of COVID-19 on the capacity of Service Areas to investigate) and
determine whether this was appropriate, or whether urgent investigation was required. Due to the commitment
and effort of staff however, the investigation of all high risk complaints continued for all cases despite the
COVID-19 impact. 234 of 1257
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“General Enquiries” received by the Complaints Team are not subject to the HSC Formal Complaint Proce-
dure, and can generally be resolved relatively quickly. Examples include: enquiries about position on the
waiting list, clients unable to contact specific wards/departments, or clients who request that their concerns
are not raised as a formal complaint.

The Trust also continues to promote the resolving and recording of complaints and concerns at service level
e.g. in wards and departments. These cases are also monitored by the Complaints Team under a heading of
“Service Area” or “Frontline” Resolution”.

The chart below shows the number of enquiries and service area resolutions recorded from 2014-2020:

Complaints Awareness Training is made available to all staff to encourage and facilitate the resolution of
patients’ concerns at this frontline level. However all service users may subsequently request that their con-
cerns are further investigated formally by the Trust under the Health and Social Care Complaints Procedure.

Ombudsman Cases

If patients are not fully satisfied with the outcome from
the Trust’s complaints processes they can choose to
subsequently raise their concerns with the Northern
Ireland Public Services Ombudsman.

The Ombudsman’s office assesses each complaint and decides whether the issues raised warrant further

investigation.

Ombudsman reports received during 2019-20 saw a total of 9 complaints relating to the Trust upheld (these
included cases where the Ombudsman investigations had commenced in previous years).

The Trust produces action plans to ensure that all recommendations arising from Ombudsman reports are im-
plemented. We also promote and review the sharing of learning from Ombudsman recommendations, in this
way we make certain that any service improvements are put in place not only in the area where the complaint
originally arose, but also in other areas where there is potential for similar issues to arise.
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Trust staff continue to work hard to ensure that concerns or criticisms raised by patients or their loved ones
are dealt with in an effective way. In particular we continue to try to make the process of raising a complaint
easy for complainants; and to ensure that investigations into patients’ issues are fair, thorough and com-
pleted in a timely manner. We also strive to ensure that appropriate actions are taken in response to com-
plaint investigation findings in a way that fully resolves the matter for the complainant, and identifies learning
and potential improvements that can be shared across the Trust.

Learning from the issues raised in complaints continues to be included in the Trust’s wider “Shared
Learning” system. This system makes sure that key improvements are identified (for example following
complaints or incidents experienced in wards and departments) and that details are provided across the
Trust and to other Northern Ireland healthcare organisations to avoid similar issues happening elsewhere.

The Complaints Department supports our managers and staff working in wards and departments to help
ensure that comprehensive and full responses are provided to all complaints in an appropriate and timely
way.

In order to improve the timeliness of our response to complainants, we further enhanced our focus on
long outstanding complaints during 2019-20, highlighting cases where investigations and responses had
been ongoing for significant periods of time. We also encouraged and supported staff to resolve com-
plaints at an early stage - increasing the numbers of complaints addressed informally within wards and
departments, and also increasing the numbers of formal complaints addressed within 5 workings days.

Although we have a focus on making sure our complaint replies are provided in as timely manner as pos-
sible, we feel that this must not be at the cost of the quality of the responses. As such, the Trust
continued to review complaint response letters during 2019-20 to help ensure that all the issues or ques-
tions raised by complainants are responded to, and that the content and language used in the letters
meets the standards our staff would hope for themselves in a response being received by their own loved
ones. This included regular reviews of representative samples of complaint response letters by the Medi-
cal Director and Chief Executive to Quality Assure and inform improvements in our correspondence with
complainants.

The Trust also continues to use a range of Key Performance Indicators (KPIs) to monitor Service
Area performance and to ensure specific focus on and review of important issues. These include not on-
ly the time taken to respond to complaints when raised, but also common issues of complaint (particularly
communication and provision of information, and staff attitude and behavior). The indicators are dis-
cussed at regular Trustwide meetings attended by senior staff, and learning / areas of good practice are
shared between Service Areas to inform improvement in other wards / departments.

KPI 1: Increase the number of complaints resolved < 5 working days

KPI 2: Increase the number of complaints resolved < 20 working days

KPI 3: Reduce the number of complaints resolved > 40 working days

KPI 4: Reduce the number of complaints regarding staff attitude / behaviour
KPI 5: Reduce the number of complaints regarding communication / information
KPI 6: Increase the number of complaints resolved on the frontline

KPI 7: Reduce the number of complaints being re-opened / re-visited
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The Trust endeavours to ensure that where any patient had an experience within our care that did not meet
the standards that we expect, this experience is reviewed and any learning is identified and used to inform
changes in the way that we deliver our services. This learning is shared across Trust wards / departments
where relevant to help avoid other patients experiencing similar issues in the future.

Some examples of how complaints have led to improvements within the Trust during 2017-18 include the fol-
lowing:

Complaint 1

A patient was hospitalised following Polytrauma and discharged 22 days later. The patient and family sub-
sequently complained about inadequate preparation for this discharge from hospital, and felt that a more
comprehensive package should have been put in place.

The learning from this complaint was shared with the Multi Disciplinary Team.

Staff within Trauma & Orthopaedics were required to attend study sessions in relation to safe discharge
planning and documentation.

A Quality Improvement Project, led by the Multi Disciplinary Team, was also initiated to promote safer dis-
charge.

Patients within Trauma & Orthopaedics will now be given a discharge information package, with Multi Dis-
ciplinary Team input throughout their inpatient stay. This package will also identify services that have been
contacted, following Multi Disciplinary Team assessment of the patient’s needs. The package will stay at
the patient’s bedside and will enhance communication with the family.

Complaint 2

A patient complained that her privacy and dignity were not maintained while attending for a diagnostic
test.

During the CT scan, an initial planning scan was done to assess which level to start and stop the

scan. At this initial stage it was apparent that artefact from clothing (eg zips, buttons, belt, buckle, heavy
materials etc) was present on the scan. It was essential that this was removed from the area to be
scanned, in order to achieve the best quality images. Unfortunately, as the scan had already com-
menced it was vital that the patient remained in the same position. Otherwise a repeat scan would be re-
quired which would have resulted in an additional unnecessary radiation dose.

As a result, a new information poster (see overleaf) was designed for patients advising them on what to
wear for an imaging scan and patients are now issued with double gowns.

This poster is now displayed in all Imaging Departments across the Trust.
This complaint has been a source of learning for the team in the Mater Imaging Department as well as

the wider Imaging team. The key points of this complaint have been shared with all Imaging staff in our
fortnightly newsletter as well as the learning from it.
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Information poster developed as a result of learning from complaint described on previous page:
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What we will be doing in 2020/21

We want to be sure that complaints we receive continue to be appropriately investigated; responded to in
reasonable timeframes and in a manner that reflects the key Trust values; and to make certain that learning
from complaints is used to inform potential improvements for the future to help make our services the safest,

most effective and compassionate they can be.

Key pieces of work will be taken forward during
2020/21 to achieve these aims:

= Ensuring Trustwide implementation of enhanced
professional assurance processes, and reviewing
these processes during the year to ensure their
effectiveness. This includes developing and im-
plement a robust system for escalation of con-
cerns in relation to Professional Staff across all
staff groups within Service Areas.

= Establishing an audit mechanism for review of
Complaints Handling processes in the central
complaints team in order to improve complaints
management processes

= Fully implementing a feedback process to allow
complainants to tell us about their experience of
complaining, and using this feedback to identify
actions that will improve our ways of working.

= Continuing to highlight learning from complaints
and Ombudsman cases, and use this to identify
how things can be done better to improve service
delivery throughout the Trust.

= Continuing to provide training to support improve-
ments in how we respond to complaints.

= Continuing to promote the resolution of com-
plaints on the frontline within wards and depart-
ments, and working to reduce the length of time
taken to investigate and respond to complainants
(particularly where responses have not been is-
sued after 40 working days).

We will also continue to promote collaborative working
on a number of levels to progress these areas:

= between Directorates & the central Complaints
Team, including improvements in the data and
information provided by the Complaints Team to
staff.

= between the Trust and external bodies (e.g.
Northern Ireland Public Services Ombudsman,
Patient Client Council, Department of Health).

= Between the Trust’s complaints central com-
plaints department and those in other NHS Trusts

We will also continue work to improve our systems
for recording and collating compliments received by
wards and departments as part of the Department of
Health’s regional reporting requirements.

The Complaints Team can be contacted at:

Belfast Health and Social Care Trust - Complaints Department

Musgrave Park Hospital

7th Floor McKinney House

Stockman’s Lane
Belfast BT9 7JB

Email: complaints@belfasttrust.hscni.net

compliments@belfasttrust.hscni.net
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COMPLAINTS & COMPLIMENTS
SUMMARY REPORT APRIL TO JUNE 2020 potaasar 17.08.20

April to June 2020

196 formal complaints with consent were received in Q1 20-21. This reflects a reduction of 40% on the
preceding quarter - this is potentially a result of public disinclination to raise complaints during the COVID-
19 peak, and a consequence of fewer interactions with patients / service users due to downturn in many
services during these months. 16 complaints were graded High Risk during this quarter and none were
graded as Extreme.

44

—

22%) formal complaints received in Q1 20-21 were COVID-19 related.

Complaints resolved < 5 working days (QR1 27%)

N
KPI 1

Increase number of complaints
resolved < 5 working days

Complaints resolved within 20 working days (QR1 49%)

w
KPI 2
Increase number of complaints
resolved < 20 working days

Complaint responses > 40 working days (QR1 6%)

KPI 3
resolved > 40 working days|

Decrease number of complaints
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KPI 4

Reduce number of complaints related

to staff attitude/ behaviour

Compilaints related to staff attitude

60

50

30
20

10

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Mov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20

—eo— Staff Attitude/ Behaviour - — —Median 17

Jun-20

KPI 5

Reduce number of complaints related

to communication/ information

Complaints related to communication / information

60

50

30
20

10

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 MNov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20

=== Communication/ Information — = —Median 31

Jun-20

KPI 6

Increase number of complaints

resolved at the frontline

Complaints resolved at the frontline

KPI 7

Reduce number of
re-opened complaints

36 formal complaints were revisited during the quarter compared with 72 for the same
quarter in 2019-20.
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Complaints by Division: April 2018 — June 2020

*Please note there were no complaints in respect of Psychological Services in Q1 20-21.

*Please note there were no complaints in respect of Children with Disabilities, Children’s Community Services Admin or for Community Child Health in
Q1 20-21.
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Formal complaints are graded* according to the Regional Risk Matrix. Complaints Managers
routinely review the initial grading, in conjunction with the Service Area, throughout the complaints
process and grading may change following investigation. A total of 16 High Risk, and 0 Extreme
Risk complaints were received during the Quarter.

3.16% 3.43% 4.59% 6.81% 3.51% 4.86% 3.27% 2.50% 8.16%
e T I B BN sExreme
80.00% 27.22% Ll 18.96% 22.38% 23.55% 19.43% 22.62% SRR
70.00% 40.31%
60.00% m High
50.00%
40.00%
30.00% Medium
20.00%
10.00%
0.00%
a1 Q2 a3 as a1 a2 a3 Qs a1 M Low
2018 2019 2020
High Risk Summary — Quarter 1 2020-21
Directorate Division Specialty Subjects Description
Aids/ Adaptions/ | C26668 - Complaint regarding placement of
Commissioned Appliances, complainant’s father (now deceased — COVID-19) in a
Services Quality of care home where complainant has stated concerns
Treatment & Care | existed in relation to PPE.
. C26656 - Complaint regarding care provided to
Quality of . , s
_ complainant’s father (now deceased) — patient injured
District Treatment & Care, . . . .
. . during catheter insertion at home. Patient was
Nursing Staff Attitude/
. subsequently transferred by ambulance to RVH ED but
Behaviour . .
Adul died later that night.
. t . . .
Adult Social Corl:1munit Professional C26715 - Complaint re transfer of complainant’s mother
and Primary & Older ¥ Assessment of to a residential care home where patient contracted
Care People’s PHD and Need, COVID-19 and also experienced a fall which resulted in a
Seeri)ces Sensory Communication/ | severe head injury and consequent admission of patient
Support Information, to hospital. Patient had previously fallen while an
Quality of inpatient in BCH (resulting in a broken wrist) and again in
Treatment & Care | the care home in which she had initially been placed.
Quality of C26839 - Complaint regarding treatment and care
Treatment & Care | provided to complainant’s father (now deceased —
Older Peoples Communication / | COVID-19) in Mount Lens Care Home. Complaint raises
Services Information issues in relation to procedures in the event of patient
Quantity of falls; hygiene; food and nutrition; and communication
Treatment & Care | and guidance for the family.
Trauma, Waiting List, Delay/| C26605 - Complaint regarding death of complainant’s
Orthopaedics | Trauma Cancellation wife following infection developed under leg cast —
& Rehab (Fractures) Planned Admission| review appointment cancelled by patient due to patient
Services to Hospital being unwell.
Quality of
Specialist . Treat t & Care, . .
P . . Children’s reatmen . are C26799 - Complaint regarding treatment and care
Hospitals & | Child Health . Staff Attitude/ ) o .
' . Hospital . provided to patient’s son (now deceased) in the
Women's Services (RBHSC) Behaviour, Children’s Haematology Unit
Health Communication/ &Y '
Information
Maternity, Quality of Treatment . .
. C26664 - C laint ding treat tand
Dental, ENT & | Maternity & Care rovided t;)rcnoF:nal?air:(:\gn?crin“:(fla;?jnn:sr;afln (r::rianc
Sexual Health | Services Communication / IF:Jss P ypreg ¥
Services information )
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Directorate Division Specialty Subjects Description
Quality of C26793 - Complaint regarding treatment and
Treat t&C ided t tient in BCH
Cancer & Medical and reatmen . are, | care provided to pa |en. (novy deceasgd) _m
e L Staff Attitude/ | Cancer Centre. Complaint raises queries in
Specialist Clinical . . . . . .
Medicine Oncolo Behaviour, relation to clinical decision making, and cites
&Y Communication/ | NICE Guidelines and private medical opinion to
Information challenge aspects of the patient’s treatment.
Quality of C26827 - Complaint regarding death of
Treatment & Care | complainant’s mother following surgery in RVH.
Surgery & F26565 - Comp!alnt regardlng broatl:l range of
i issues (52 questions) with care provided to
Specialist Surgery Surgery . . ;.
Services Quality of complainant’s sister (now deceased aged 43 years)

Treatment & Care | in RVH Wards 6A and 6D, and MIH Ward F,
Recovery Ward and ICU. Family believe delays in
treatment caused death of patient.

Quality of
Cancer & Medical and Treatmen.t &.Care C26729 - Comp!alnt regarding decision-making
o . Communication / | process in relation to chemotherapy treatment
Specialist Clinical . . . ) .
Medicine Oncolo information for complainant’s mother-in-law (now
&Y Staff attitude / deceased).
behaviour
C26814 - Complaint re treatment & are provided
Quality of to complainant’s wife (now deceased) during the
Treatment and year prior to her death. Complaint raises concerns
Care, Other in relation to cardiology and respiratory services
as well as issues with GP and SEHSCT.
Quality of C26688 - Concerns raised regarding decision-
Treatment & Care | making in relation to critical care / ventilation for
Communication / | complainant’s mother (now deceased — COVID-
information 19) in Ward E, MIH.

C26571 - Complaint re treatment & care provided

to complainant’s mother (now deceased, aged 57

years) by ED, General Medicine and General
General . . .

. . Surgery. Patient developed septic shock following

Medicine Quality of . . -

bowel surgery which resulted in ICU admission

Treatment & Care . .
and subsequent death. Complaint also raised
issues regarding treatment and care and delayed

Emergency A
Unscheduled . results on the part of the patient’s GP, and a lack
Dept, Medical & - .
and Acute Cardiolo of communication from general medicine.
Care . &Y C26674 - Complaint re treatment and care
Services . . )
provided to complainant’s father (now deceased).
. Family state that failures in treatment and care
Quality of . . . .
(including delayed cancer diagnosis,

Treatment & Care oo . . S
catheterisation of patient against family’s wishes,
and delay in commencing antibiotics on ward)
contributed to patient’s death.

C26734 - Complaint re treatment & care provided
. to complainant’s son (now deceased) in MIH ED.
Quality of . .
Patient was discharged from ED but re-presented

Treatment & Care . .

2 days later when an inoperable brain tumour was
Emergency diagnosed. Patient died the following day.
Departments C26763 - Complaint regarding treatment and care

Quantity of
Treatment & Care

provided to complainant’s brother (now deceased)
in RVH ED. Patient was discharged from ED to
await a previously requested urgent ENT appt.
Patient died 2 weeks later*

* case not included in formal consented complaints figures for Q1 as consent only received Jul 20
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KPI 1: Increase in number of complaints resolved £ 5 working days
KPI 2: Increase in number of complaints resolved < 20 working days

KPI 3: Decrease in complaint resolved > 40 working days

Specialist Hospitals & Women's Health — Response Times

Child Health Services Q1 20-21:

Maternity, Dental, ENT & Sexual Health Services Q1 20-21:

Trauma, Orthopaedics & Rehabilitation Services Q1 20-21:
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Unscheduled and Acute Care — Response Times

Anaesthetics, Critical Care, Theatres & Sterile Services (ACCTSS) Q1 20-21:

: PN

Apr 19 May 19  June 19 Jul 19 Aug 19 Sep 19 Oct 19 Mov 19 Dec19 Jan 20 Feb 20 Mar 20 Apr-20 May-20 Jun-20

— -5 Working Days = =e=(-20 Working Days = se30 Working Days

Emergency Departments, Medical & Cardiology Services Q1 20-21:

Imaging, Neuroscience, Medical Physics & Allied Health Professions Q1 20-21:
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Surgery and Specialist Services — Response Times

Cancer & Specialist Services Q1 20-21:

Laboratories & Pharmacy Q1 20-21:

Specialist Surgery Q1 20-21:
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Children’s Community Services — Response Times

Children With Disabilities Q1 20-21:

5

4

L\ N

Apr19 May 19 June 19 Jul 19 Aug 19 Sep 19 Oct 19 Nov 19 Decl19 lan 20 Feb 20 Mar 20 Apr-20 May-20 Jun-20

e -5 Working Days —— se=0-20 Working Days  ss>30 Waorking Days

Children’s Community Services Admin Q1 20-21:
5
4

3

: N N

Apr 19 May 19 June 19 Jul 19 Aug 19 Sep 19 Oct 19 Mov 19 Decl9 Jan 20 Feb 20 Mar 20 Apr-20 May-20 Jun-20

(-5 Working Days — -20 Working Days — 0 Working Days

Community Child Health Q1 20-21:

Family & Child Care Q1 20-21:
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Regional Emergency Social Work Service (RESWS) Q1 20-21:

: N N PN

Apr 19 May 19  June 19 Jul 13 Aug 19 Sep 19 Oct 19 Nov 19 Dec19 Jan 20 Feb 20 Mar 20 Apr-20  May-20  Jun-20

-5 Working Days  =sm==0-20 Working Days  ==>40 Working Days

Adult Social and Primary Care — Response Times

Older People, Physical & Sensory Disability Services (ACOPS) Q1 20-21:

Learning Disability Q1 20-21:
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Mental Health Q1 20-21:

Psychological Services Q1 20-21:

O\

Aprl% May19 June 19 Jul 19 Aug 19 Sep 19 Oct 19 Nov 19 Dec19 Jan 20 Feb20  Mar 20 Apr-20 May-20  Jun-20

e (-5 Working Days e (- 20 Woorking Days e >0 Working Days
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KPIs 4 & 5 - Subjects of Formal Complaints:

Top 5 Subjects Trust wide Q1
(251 Subjects raised in QR1 across 196 QR119-20 QR219-20 QR3 19-20 QR4 19-20 a1 20-21
Complaints) Iz‘ Iz‘ |E| B E'
Quality of Treatment and Care 133 115 117 77 62
Communicationf/Information 36 125 86 27 52
Staff Attitude/ Behaviour 78 76 51 49 37
Quantity of Treatment and Care 60 55 26 17 19
Waiting List, Delay/ Cancellation -

ne avf 68 64 57 52 14

Outpatient Appointments

Trust WideTop 5 Subjects of Complaint at Quarter 1 20-21

600
500
400
300
200
) .

0

Quality of Treatment and Care Communication/Information  Staff Attitude/ Behaviour Quantity of Treatment and Waiting List, Delay/
Care Cancellation - Outpatient
Appointments

mQR115-20 mOR2 19-20 mOR3 15-20 mOR4 15-20 0l 20-21
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KPIl 4 & 5 - Subjects of Formal Complaints by Division:

Specialist Hospitals & Women's Health Divisional Top Subjects 01Apr18 — 30Jun20

Child Health Services

Maternity, Dental, ENT & Sexual Health Services

Trauma, Orthopaedics & Rehabilitation Services
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Unscheduled and Acute Care — Divisional Top Subjects 01Apr18 — 30Jun20
ACCTSS

Emergency Dept, Medical & Cardiology Services

Neurosciences, Imaging, Medical Physics and Allied Health Professions
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Surgery and Specialist Services — Divisional Top Subjects 01Apr18 — 30Jun20

Cancer & Specialist Medicine

Laboratories & Pharmacy

Surgery

Children’s Community Services —Top Subjects 01Apr18 — 30Jun20
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Adult Social and Primary Care — Divisional Top Subjects 01Apr18 — 30Jun20

Adult Community and Older People Services

Learning Disability

Mental Health

Psychological Services
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KPI 6 - Frontline Resolutions

The Trust encourages staff to resolve concerns at “first point of contact”. Service users may subsequently
request that their concerns are further investigated formally under the HSC Complaints Procedure.

Frontline Resolutions formally reported to Complaints Team 2014-2020:
100 -
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== Frontline Resolution - - -Median 65

KPIl 7 — Revisited Complaints:

Formal complaints may be revisited within the quarter in which they are opened and closed, or
beyond the initial quarter. Reasons for revisiting complaints can include: disagreement with the
response provided, request for additional information, request for further investigation, request to
meet with Trust staff and other stakeholders.

Formal Complaints Revisits during Q1 20-21 - High Medium Low TOTAL
Adult Social and Primary Care 1 2 4 7
Mental Health 0 1 3 4
Older Peoples Services 1 0 1 2
PHD and Sensory Support 0 1 0 1
Children's Community Services 0 3 0 3
Family and Child Care 0 3 0 3
Finance 0 0 2 2
Accounting and Financial Services 0 0 2 2
Specialist Hospitals & Women's Health 3 6 2 11
Acute and Community Paediatrics 1 2 0 3
ENT Services 0 1 0 1
Trauma and Orthopaedics 1 1 2 4
Women's and Maternity 1 2 0 3
Surgery and Specialist Services 1] 1 1 2
Surgery 0 1 1 2
Unscheduled and Acute Care 3 1 7 11
Emergency Dept, Medical & Cardiology Services 2 0 5 7
MNeurosciences 1 1 2 4
TOTAL 7 13 16 36
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Enquiries

“Enquiries” are issues or concerns which are not subject to the HSC Complaints Procedure. Examples
include queries about position on a waiting list, clients unable to contact specific wards/departments and
clients who specifically request that their concerns are not dealt with as a complaint. A total of 50
enquiries were received during Quarter 1 2020-21.

oM sz 2EHEEEREEE

—+— Enguiry - - =Median 139

Enquiries — By Directorate and Top 5 Subjects — Quarter 1 2020-21:

Q1 20-21 Enquiry Subjects Specialist Hospitals Unscheduled Surgery and Adult Social and Human Children's Nursing and Performance, TOTAL
& Women's Health and Acute Care Specialist  Primary Care Resources Community User Experience Planning &
- Services Services Informatics
Staff Attitude/ Behaviour
Communication/ Information

[
[
[

et
wow

Waiting List, Delay/ Cancellation Outpatient Appointments
Quality of Treatment and Care

Waiting List, Delay/ Cancellation Planned Admission to Hospital
Other

Confidentiality

Infection Control

Quantity of Treatment and Care

Policy/ Commercial Decisions

Waiting List, Delay/ Cancellation Community Based Appointment
Professional Assessment of Need

TOTAL
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Independent Sector Complaints

When an Independent Sector Provider (ISP) complaint is received by the Trust, the ISP is given the
opportunity in the first instance to respond to the Complainant, although the Complainant can
specifically request that the Trust investigates their concerns. Work continues within the Trust and
regionally on how best to manage and monitor ISP complaints.

Five ISP formal complaints were noted during quarter 1. This related to four different nursing
homes. The complaints department continues to liaise with the team for Commissioned Services in
relation to ISP complaints.
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Compliments

The DoH requires HSC Trusts to formally report the number and subjects of all written compliments
received each quarter. As such, Service Areas are required to report compliments received within the
following categories to the Complaints Team:

Quality of Treatment & Care
Staff Attitude & Behaviour
Communication & Information
Environment
Other

A dedicated e-mail box is in place to facilitate submission of compliments by wards and departments for
inclusion in the required reports to DoH (compliments@belfasttrust.hscni.net) and pro formas for staff to
record compliments are available via the Trust Intranet (the Hub).

The Care Opinion platform launched within the region during August 2020. The Complaints
Department is presently liaising with the Trust Care Opinion Facilitator in order to integrate compliments
from this platform into the Trust return to evidence additional positive feedback.

Formally reported Compliments by Directorate Q1 2017 — Q12020:

Adult Social & Primary Care Compliments

Specialist Hospitals & Women’s Health Compliments
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Surgery & Specialist Services Compliments

Children’s Community Services Compliments

Unscheduled & Acute Care Compliments
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Belfast Health and
Social Care Trust

caring supporting improving together

Minutes of the Confidential Trust Board Meeting
Held on 3 September, 2015 at 09.00 am
in the Boardroom, Trust Headquarters

PRESENT:

Mr Peter McNaney
Professor Martin Bradley
Dr Paddy Loughran

Mr James O’Kane

Dr Val McGarrell

Mrs Nuala McKeagney
Dr Michael McBride

Mr Martin Dillon

Miss Brenda Creaney
Dr Cathy Jack

N ATTENDANCE:

Mr Brian Barry
Mr Shane Devlin
Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell
Mrs Caroline Parkes
Ms Marion Kerr,

Mr Tom Flannery

APOLOGIES:

Mrs Miriam Karp,
Dr Val McGarrell
Ms Anne O'Reilly
Mr Cecil Worthington

Belfast City Hospital

Chairman

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Chief Executive

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience
Medical Director

Director Specialist Hospitals and Women’s Health
Director Performance, Planning and Informatics
Director Human Resources/

Organisational Development

Director Adult, Social and Primary Care

Director Unscheduled and Acute Care

Director Specialist Surgery and Specialist Services
Head of Office of Chief Executive

Head of Communications

Service User

Senior Manager, Complaints Department

Senior Investigating Officer NI Ombudsmen’s Office
Consultation Neurologist

Non Executive Director
Non Executive Director
Non Executive Director
Director Social Work/Children’s Community Services

Mr McNaney opened the meeting and welcomed everyone with a special welcome to Dr
Paddy Loughran attending his first meeting following his recent appointment as Non
Executive Director.

Mr McNaney drew member's attention to agenda item 6 advising that the meeting would
commence with this item and going forward there would be a regular and formal allocation of
time to a service user story.
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19/15 Service User Stories

Dr Jack gave an overview of the proposal to formalise ‘Service User Stories’ at Trust
Board, highlighting this was an approach used widely across the NHS as a
methodology to drive change and improve the quality of care. Dr Jack drew
member’s attention to a paper outlining the purpose and process, explaining
proposed actions to ensure a representative and balanced programme of stories
throughout a year. She advised of sources from which stories would be sought and
highlighted methods of sharing these stories could be a Director or member of staff
relating the story, a video or audio presentation, or as completed today, the service
user may wish to provide their experiences directly to the Board themseives.

Dr Jack emphasised the importance of appropriate support for both services users
and staff and described how this would be achieved, together with follow up
processes and feedback.

Dr Jack highlighted the ‘Service User Checklist for Boards’ included in papers, stating
it is intended to support both Executive and Non-Executive Board members in
preparing for these items and acknowledged this was a document adapted with
permission from the Brudett Nursing Trust (Patient Stories — checklist for Boards).

Following an opportunity to comment on the checklist Mrs McKeagney commented
that she found it very helpful and welcomed it use.

In response to a comment from Mr O’Kane, Mr McNaney advised that Trust Board
members would be provided with sufficient information in their papers to support
preparation and provide context for stories

Further discussion followed and Mr McNaney reiterated the purpose and the
important link with assurance and the Board'’s role in adding to this.

. sensitive & personal data
a. Service user Story —

Mr McNaney explained thata complainant would be sharing the poor
experience of her late husband and her tamily with the Trust Board. Mr McNaney
provided a brief background to the case. He continued that SEMSREEEEES\ould be
supported by Mrs Caroline Parkes, Senior Manager Complaints and Ms Marion Kerr,
Senior Investigating Officer NI ombudsman’s office. Mr Flannery, Consultant
Neurologist would also be attending to present service improvements established

following the Ombudsman’s Report.
sensitive & personal data .
into
ensitive & personal data

Mr McNaney welcomed Mrs Parkes, Ms Kerr and Mr Flannery to the
meeting. Following a brief overview of proceedings Mr McNaney invited
to share the experiences of her late husband and her family.

rovided Trust Board with a detailed and emotional account of the
poor experience of services provided to her late husband and family during the last

weeks of his live. Mr McNaney acknowledged how distressing this was and how
saddened he was by this.

At this point Mr McNaney left the meeting to personally accompany
the room.

Mr Flannery proceeded to present a summary of improvements within Neuro —
oncology to and Trust Board, many of which have been directly

attributed to learning from the family’s experiences.
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(Contd.)

Isensitive & personal data

In closing Mr McNaney thanked for her openness and willingness to
work with the Trust to ensure this didn't happen again, offering his sincere apology
for the failings of the Trust. Mr McNaney said he hoped that hearing first hand of
improvements may in some small way help reassure her and her family that the Trust
had learnt from this and was working hard to prevent reoccurrence.

Mrs Parkes, Ms Kerr and Mr Flannery left the meeting.

Following a query from Mr O’Kane, Dr Jack provided further clarity and assurance
around management of the complaint.

After further discussion, Mrs Welsh provided an update in relation to the complexity
and challenges of successfully running Multi-Disciplinary Team (MDT) meetings. She
highlighted findings from a recent MDT peer review, were also a priority to take
forward, some of which were within the Trusts gift, some requiring additional funding
and needing engagement with other organisations and commissioners.

In bringing the discussion to a close, Mr McNaney highlighted the need for Directors
to regularly review complaints and consider appropriateness of responses. He
acknowledged that a review was due to commence in relation to complaints
management and advised he would want an item regarding management of
complaints to return to the Trust Board once this review was complete.

Minutes of previous meeting

The minutes of the Trust Board meeting held on 4 June 2014 were considered and
approved.

Matters arising

There no items raised
Chairman’s business

a. Conflict s of Interest

There were no conflicts of interest reported.

b. Non Executive Director Appointments — Update

Mr McNaney updated Trust Board on progress in relation to appointment of new
Non-Executive Directors and advised that Miriam Karp had now been appointed for a
4 year term commencing 1 September 2015.

Mr McNaney queried progress for the upcoming induction programme planned for
newly appointed Non-Executive Directors. Mr McAlister confirmed this was

progressing as expected and provided an overview of the agenda for the first session
16 September 2015.
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23/115 Chief Executive’s Report
a. Emerging Issues
i ED Transfer to Critical Care Building

Dr McBride informed Trust Board that the ED, RVH had successfully transferred to
the new Critical Care building on 19 August 2015. He continued that early indications
suggested the new models of care were supporting an improvement in performance
against targets and reduced admissions.

i Business Case — 100K Genomes Project — to develop a NI
Genomic Medicine Centre

Mrs Welsh referred to the 100Kk Genomes Project a regional proposal,
partially led by the NI Pathology Network and now with Belfast Trust as the
lead and the organisation which will ultimately host the NI Genomic Medicine
Centre (GMC). She advised that DHSSPS had requested the Trust to
formally submit a business case.

Mrs Welsh explained the NIGMC would co-ordinate the collection of DNA and
health records data for consenting patients with cancer and rare diseases.
The sequencing of their genomes and analysis of records would mean that
these patients will have a more rapid and accurate diagnosis and therefore a
shorter pathway to appropriate treatment and care. Ultimately, patients
should need fewer clinical appointments and the cost of testing will be
reduced. The data will be included in a UK-wide anomyised data bank for
analysis by disease specific Clinical Interpretation Partnerships (CIPs) to
develop new tests and treatments that can be targeted to individual patient
needs.

Mrs Welsh advised that the business case had to be submitted to DHSSPS
with part of the funding also sought from Medical Research Council (MRC).
MRC deadlines led to some haste in seeking approval for the business case.
Due to the timing of Trust Board meetings over the summer the Chairman and
Chief Executive had approved the business case for submission to DHSSPS
in early July, subject to retrospective approval being given by Trust Board and
advised she would be seeking such approval in the public meeting.

jii. Precision Medicine Catapult

Mrs Welsh referred to a recent announcement by the UK Government
regarding the creation of a Precision Medicine Catapult and explained that
this would be developed on a hub and spoke basis with five Centres of
Excellence.

Mrs Welsh was delighted to report that Northern Ireland will be one of the
Centres of Excellence, foliowing a successful bid to the sponsoring
organisation Innovate UK. She explained that the key component of the NI
bid was the Molecular Pathology Laboratory (NIMPL) which is a joint venture
between the Trust and QUB.
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23115 (Contd.)

NI will play a significant role in the collection and analysis of clinical data at
scale, testing and validation of new precision medicine ready clinical trial
models and the development of HSC/NHS adoption routes for precision
medicine.

Mrs Welsh advised that the ultimate vision was the development of robust
clinically validated new molecular diagnostic tests and the potential for
Industry to scale up in Northern Ireland.

Members welcomed the Trust’s involvement in the Precision Medicine
Catapult and congratulated all staff involved in Northern Irelands successful
bid.

Chairman congratulated the team and acknowledged the significance of achieving
this level of success. He continued to highlight the importance of ensuring key
successes are publicised.

iv. Medical Engagement Scale

Dr Jack briefed Trust Board on the recently completed review of Medical
Engagement Scale (MES ) , highlighting this had been used as a diagnostic tool. Dr
Jack explained the differences between NI and UK which made direct comparison
not feasible.

The results indicate there appears to be room for improvement, those in leadership
roles report to be better engaged than the other consultants.

In response to a query from Mr McNaney , Dr Jack outlined proposed work

regarding design and development of medical engagement and proposed review in
relation to structures. She continued to explain importance of Safetember and CLIME
in relation to this, explaining CLIME in more detail for the benefit of the New Non
Executives.

Dr McBride highlighted that this is also a significant piece of work in the context of
wider engagement and advised this would come to Trust Board at an upcoming
meeting.
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m Belfast Health and
/J Social Care Trust

caring supporting improving together

Minutes of the Confidential Trust Board Meeting
Held on 4 October 2018 at 9.00 am
in the Boardroom, Belfast City Hospital

Present

Mr Peter McNaney

Mr Martin Dillon

Prof Martin Bradley
Mr Gordon Smyth
Professor David Jones
Mrs Miriam Karp,

Mrs Nuala McKeagney
Dr Patrick Loughran
Ms Anne O'Reilly

Dr Cathy Jack

Mrs Maureen Edwards
Miss Brenda Creaney
Mrs Carol Diffin

IN ATTENDANCE:

Mr Aidan Dawson
Mrs Marie Heaney
Mrs Jacqui Kennedy

Mrs Caroline Leonard
Mrs Bernie Owens

Mrs Jennifer Thompson
Miss Marion Moffett

Chairman

Chief Executive

Non-Executive Director — Vice-Chairman
Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Deputy Chief Executive/Medical Director
Director of Finance

Director Nursing and User Experience
Director Social Work/Children’s Community
Services

Director Specialist Hospitals and Women'’s Health
Director Adult, Social and Primary Care

Director Human Resources/

Organisational Development (Interim)

Director of Surgery and Specialist Services
Director Unscheduled and Acute Care

Director Performance, Planning and Informatics
Executive Assistant — Minute Taker

Apologies
Ms Claire Cairns Head of Office of Chief Executive

At the outset of the meeting Mr McNaney welcomed Mrs Diffin to her first meeting of
Trust Board in her new role as Director and wished her well for the future.

1. Minutes of Previous Meeting

The minutes of the previous confidential Trust Board meeting held on 6
September 2018 were considered and approved.

2. Matters Arising

No items raised.
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3. Chairman’s Business
3.1 Conflicts of Interest
There were no conflicts of interest reported.
3.2 IHRD Workstreams

Mr McNaney, Mrs McKeagney and Ms O’Reilly reported on the induction training
in respect of the IHRD Workstreams they had been assigned to.

Mr Smyth advised that he had been appointed to one of the Workstreams in his
role as Non Executive Director, NI Fire and Rescue Service.

3.3 Chairman’s Awards Visits

Mr McNaney referred to the Chairman’s Awards and wished to record his
appreciation to Professor Bradiey and Mrs McKeagney for their commitment to
undertaking a series of visits in relation to the entries received.

3.4 Board Development

Mr McNaney confirmed the dates of the two Board Development Workshops had
been agreed as 25 October and 13 December, in the Mount Centre. it was
agreed the workshops would be held from 8.00am to 2.00pm.

4. Report of Chief Executive
4.1 Neurology Review — Update

Mr Dillon provided an update in respect of the Neurology Patient Call Back.
There had been 2529 patients involved with 2509 seen and appointments booked
for the remaining 20. There were 1451 patients requiring a further review
appointment following their diagnostic test and these would be completed by the
end of October. A total of 462 patients had been discharged.

Members noted that the HSCB/PHA are finalising a paper outlining options for
the review of patients who had been discharged from the care of Dr Watt back to
their GP. This would take a risk-based approach to the assessment and
treatment of patients seen by Dr Watt, or where he influenced assessment or
treatment, in any setting. This work has been informed by neurology colleagues,
devising criteria, in the prioritisation of patients.

Mr Dillon advised that given NICE guidance and associated risks the DoH
Assurance Group asked that prioritisation be given to female patients born on or
after 1 January 1963, of childbearing age when treated) prescribed valproate
between 1 January and 30 June 2018.

Mr Dillon referred to the RQIA Review of Outpatients and advised the Trust had
completed and submitted a detailed response to the questionnaire required as

274 of 1257



MAHI - STM - 302 - 275

part of the review. The RQIA Review Team had visited outpatients on each of
the sites, RVH, BCH, MIH and MPH. They had also met various groups and
teams of staff week commencing 10 September, including members of Trust
Board. RQIA have indicated they will be undertaking unannounced inspections
of outpatients on each of the sites between September and December 2018.

In relation to the RQIA Review of Deaths, Ms Owens advised that the Review
Team had been established.

Members noted the Trust had submitted relevant documentation to the Independent
Inquiry, with 11 submissions completed by 31 August, and further submissions to
be provided by 30 September

Members noted that Dr Jack, Mrs Owens, and relevant staff had met with the
Solicitor and Secretary to the Inquiry. They gave an outline of the Inquiry’s draft
project plan. A further meeting is scheduled to take place on 9 October. Staff are
scheduled to be interviewed by the Inquiry team commencing October. Mrs
Owens pointed out that the Inquiry Team had advised that it would be the last
review to report, indicating a 24 month timeframe.

Mrs Owens advised a regional Neurology Service Improvement workshop had
taken place on 11 September, involving the commissioners, neurologists and
wider multi professional teams.

Member noted the Trust is progressing an investigation within the MHPS
framework. External investigators have been appointed and have commenced
their investigation. The GMC are scheduled to visit the Trust 8 to 10 October
2018 as part of their investigation.

Mr Dillon advised that the DoH were due to meet with MLAs on 3 October to
provide a briefing in respect of the Call Back exercise to date, Dr Craig had been
invited to attend this meeting.

In response to a question from Mr McNaney, Mrs Owens advised that the
outcome report would not be available for some time as it was important that all
data was reviewed and accurate.

Mr McNaney sought clarification regarding the additional costs associated with
the review.

Mrs Edwards advised the Trust was drafting a costed plan and liaising with the
HSCB and PHA regarding the additional funding required in respect of the on-
going review.

Members emphasised the importance of adequate funding being made available
for the review.

Mr Dillon wished to acknowledge the huge contribution of staff involved in

facilitating the call back within the 12 week period. He advised that a Learning
event was scheduled for 24 October to review learning from the exercise.
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Mr Dillon referenced the significant number of complaints being received in
respect of negligence claims and the increased workload in respect of these.

4.2 Audiology Report — Update

Mr Dawson provided an update in relation to the Audiology Service audit in
respect of concerns raised by the HSE Report. The audit reported that all
patients in the risk groups identified in the HSE report had been managed
appropriately and the report had been submitted to PHA for consideration and
approval. A meeting was scheduled with PHA for 7 October.

Members noted the Audiologist in question had not been involved in the
operational provision of hearing aid services to children in the Trust.

Mr Dawson advised the audit had raised some concerns regarding governance of
Audiology Services regionally, not linked to the HSE Report, and these were
being followed up with the PHA.

Members noted the Permanent Secretary and Chief Executive were scheduled to
meet with Sinn Fein to discuss the HSE Audiology report.

4.3 Live Governance Weekly Reports

Mr Dillon referred to Live Governance Weekly Reports considered by Executive
Team. He explained the report provides update information in relation to Adverse
Incidents, SAls, Early Alerts, Coroner’'s Case, Clinical Negligence Cases,
Complaints (including NIPSO), Corporate Risks and RIDDOR.

Members noted the report is drawn from corporate information systems and is
identified by Directorate. This is discussed via a weekly conference call by a
group of Governance staff and includes representation from the Corporate Risk
and Governance Team and Deputy Medical Director alongside Directorate
Governance staff and Corporate Nursing and User Experience. The weekly call
provides an early opportunity to consider emerging governance issues with
sharing of learning ahead of established governance processes and is
subsequently considered by Executive Team.

Mr Dillon sought views to extending the circulation to Trust Broad to provide
ongoing and regular live governance information. He pointed out this would also
assist the Trust in meeting IRHD recommendation 81, “Trusts should ensure that
all internal reports, reviews and related commentaries trouncing upon SAl related
deaths within the Trust are brought to immediate attention of the Board”.

Members welcomed the proposal as this would provide real time information in
keeping with the IHRD recommendation.
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4.4 Muckamore Abbey Hospital — Update

Mrs Heaney tabled a confidential copy of the Review of Safeguarding at
Muckamore Abbey Hospital report for information.

Members noted receipt of the report.

4.5 New Regional Children’s Hospital

Mr Dillon was pleased to report that the DoH had approved the Addendum to the
Outline Business Case for the New Regional Children’s Hospital.

Members welcomed the approval of the additional capital costs.

Mr McNaney wished to record members’ appreciation to Mrs Edwards and the
Capital Development Team.

4.6 Theatre Nurse Workforce

Mrs Owens highlighted significant challenges in relation to theatre nursing
workforce resulting in a reduction of approximately 12 elective surgery sessions
per week on the RVH site. She outlined action being taken to identify appropriate
agency staff to address the issue.

In response to a comment from Professor Bradley regarding UK wide difficulty in
attracting theatre nurses, Mrs Owens advised that two part time Nurse Educators
had been appointed to support theatre staff.

Mr McNaney reflected on the overall workforce position and the impact vacancies
were having across services.

Mrs Kennedy advised the DoH were chairing a regional sub-group of Directors of
HR, Finance and Nursing currently looking at agency spend and options to
incentivise staff to increase usage of Bank.

Miss Creaney outlined a number of initiatives being considered to create a
nursing workforce fit for the future.

Professor Jones referenced the need to train more nurses and undertook to
follow up with Miss Creaney.

In noting the position Mr McNaney asked that workforce issues be considered in
more detail at a future workshop.

277 of 1257



MAHI - STM - 302 - 278

4.7 IHRD Update

Mr Dawson advised that NCAS had completed the review of doctors named in
the IHRD report and a meeting had been scheduled to discuss. The QC is
currently considering the decisions made by the Trust and would report in early
November. The GMC review was ongoing.

Members noted the position.

4.8 Infected Blood Inquiry

Mrs Leonard provided an update in respect of the Infected Blood Inquiry.
Members noted the Trust had registered as a core participant to the Inquiry. An
exercise has been undertaken to identify the number of individuals concerned
who are likely to request their medical records and relevant action was being
taken to collate any relevant legacy corporate information for the Inquiry.
Members noted the position.

. Any Other Business

No further items raised.
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FOR DISCUSSION AT TRUST BOARD WORKSHOP — 39 SEPT 2020

Right Care, Right Place, Right Time
BHSCT Quality Management System — Draft Proposed Framework

We are committed to bringing together the different approaches we have had in the
past to performance management, quality improvement, accountability and
assurance processes. We plan to achieve this through the development of a single
integrated Quality Management System (QMS) to support the delivery of our
vision to deliver Safe, Effective and Compassionate Care through Right Care,
in the Right Place, at the Right Time.

Our Quality Management System (QMS) will:

>

Enable Directors and Divisional Teams to develop the management information
they want to make sense of their business in a consistent, integrated framework
across all Directorates;

Keep building and amplifying sensitivity to operations, using the Charles
Vincent Model as our methodology for measuring and monitoring safety (see
Appendix 1), both in our daily safety huddles and in regular but less frequent
sense making forums;

Integrate our assessments of safety, outcomes, efficiency, access, patient and
staff experience under the banner of quality;

Instil confidence in ourselves as a team of Directors as the basis of our
providing reliable and transparent assurance to Trust Board, Commissioners,
Department of Health (DOH), our partners and public on the effectiveness of
our decision-making and progress to meeting regional and local priorities &
targets; and

Continue to satisfy the reporting requirements of the Health & Social Care
Board and Department of Health.

1
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This new model, which is set out in Diagram 1 below, will provide consistency of
approach across the Trust, reducing variability and better streamlining how we do our
business. It will replace and integrate a number of existing fragmented assurance and
accountability reports and meetings:

e Performance & Accountability Framework
o Safety & Quality Steering Group

e MORE Group

e Agency Spend Meetings

The Trust’'s Safety & Quality Steering Group will continue to run for at least the next
12 months (this timescale will be dependent on the resource being available to fully
move to the new QMS approach) and will then be stood down. Divisions will no longer
attend Safety & Quality Steering Group but instead move into the Divisional quality
management review system where Executive Team will review their overall QMS.

Workstreams which have been established to deliver on the Trust's agreed key
priorities will now replace previous ‘IMPACT’ groups.

This work will refresh the Trust Board Assurance Framework to reflect our new QMS
approach as the basis of our accountability and assurance processes (Appendix 2
provides an overview of the existing Board Assurance Framework, Performance &
Accountability Framework and Quality Improvement Strategy).

This new approach will inform the refresh of our next 3 year Quality Plan.

Diagram 2 summarises the new QMS system.

2
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Diagram 1: Reporting process

The formal QMS structure and processes, through which we will ensure robust and efficient internal accountability arrangements and
provide necessary assurances, are described in the diagram below:

C Executive Team/SLG
(1 hour daily safety
huddle & monthly
reporting) Trust level
report

e Community Teams and
Acute Ward Level & Care
Delivery Units (15 min.
daily safety huddles)
Specialty level reports

Service
Teams

Executive
Team

N
-

e Directorate/SMT e Acute Division (15 min.
meetings (monthly) Directorates daily safety huddle) /
Directorate level Community Service
reports Manager/Co-Director

(escalation call) &

weekly meetings

Service level reports

J

Quality Management Updates to ET — On a quarterly basis each Director will involve their Divisions/Senior
Teams in an ET meeting to provide an update on key achievements, challenges and issues for escalation

.

Assurance on overall effectiveness, scrutiny and risk will be provided to:
Trust Board — bi-monthly integrated report (to be published on the Trust’s website)

Assurance Committee — relevant data from QMS will be used to identify issues/risks for
escalation, underpinning reasons and agreed action plans

3
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Likely internal safety meetings within this QMS framework:

- Sensitivity to Operations - Daily Charles Vincent Safety Huddles/Calls will take place at every Level, the process adapted
by hospital and community teams will differ to reflect how services work:

For Hospital Teams:
0 Care Delivery Unit Leadership Teams — will meet daily for a Charles Vincent Safety Huddle:
= Ward Level Safety Huddle (Clinical Lead/ASM/Band 7) at 8.00-8.15am with any escalation of concerns to
Care Delivery Unit
= Care Delivery Unit Safety Huddle (Clinical Director/Service Manager/Senior Nurse) at 8.30-8.45am with

any escalation of concerns to Divisional Team

o Divisional Team Safety Huddle (Chair/Co-Director/Divisional Nurse) at 9.00am-9.15am with any escalation of
concerns to Director for discussion at Executive Team Safety Huddle.

o Executive Team Safety Huddle at 11.00-12.00pm

For Community Teams:

0 Community Team — will have a daily ‘check-in’ telecall between 9.00 and 9.15am led by the Team Leader to agree
any concern to be discussed or escalated through relevant line management structure.

o Service Manager to Co-Director call to agree any escalation of concerns to Director for discussion at Executive Team
Safety Huddle.

o0 Executive Team Safety Huddle at 11.00-12.00pm

4
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Whether delivering hospital or community services, the essential element of the model is that daily escalation processes
are followed at every level to highlight or flag issues of concern so that there that the appropriate manager can respond to
any situations. It should be noted that usual escalation processes apply outside of this arrangement.

-  Wider QMS assessment forums, including assessment of safety:
0 Monthly Directorate SMT Meetings — will meet monthly to review all Division level information for the Directorate.

0 Monthly Executive Team Meetings — A QMS report will be presented to Executive Team/Senior Leadership Group
on a monthly basis and to Trust Board on a bi-monthly basis, each Director will summarise their analysis of their
business. In addition, each Director will involve their divisions in presenting a quarterly Quality Management Update to
Executive Team. This will include an update on key achievements, challenges and issues for escalation. Directorate
sessions will be scheduled for 1 hour to provide 30 minutes for presentation followed by 30 minute discussion.

- Quarterly Senior Leadership Group — Executive Team will lead on current analysis of the business with the sharing of learning
through Senior Leadership Group (one all Directorates have had an opportunity to present to Executive Team).

Reporting in these forums will cover the following 6 quality parameters as defined by the Institute of Medicine (IOM):

Safety
Experience
Effectiveness
Efficiency
Timeliness
Equity

O OO0 O0OO0Oo

We expect robust escalation processes at each level in the Trust.

5
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- At an individual level, Staff Development Reviews (SDRs) will be developed on the basis of individual staff contribution to our
Quality Management System to deliver our vision of Right Care, Right Place, Right Time with a focus on effectiveness, efficiency
and access; and experience.

6
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Diagram 2: Summary of BHSCT Quality Management System

7
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Appendix 1 Overview of Charles Vincent Model: The Framework for measuring and monitoring safety

Past harm

Haz patient care

been safe
in the past?
Integration Reliability
and learning
Are aur clinical
Fre g systems and
responding and Sﬂfew QFICESSES
imnproing ? measurement reliabile?
and
monitoring
Anticipation and Sensitivity to
preparedness operations
Will care be safe Is care
in the future? safe today?

Integration and learning prompts

* |sethe analysis of incidents asa starting point to reveal the wider
issues in the system

= Place more emphasis on learning, feedback and action than simphy
on data collection

= |ntegrate and tailor information to make it meaningful from the
weard to the board

Past ham prompts

= [dentify the different types of harm that can ewist
in your setting

® |lzea range of safety measures_ while understanding their strengths
and limitations

® Ensure the measures are valid. reliable and specific

Reliability prompts

» Specify the level of reliability wou would expect in areas of
standardised practice

» |lzelocal and national audits and initiatives to monitor reliahility

» |nderstand wwhat contributes to poar reliability

Sensitivity prompts

* 3elect an approprate mix of formal and informal safety monitoring
mechanisms

& |Izethis information to take timehy action to avert safety issues

® FReflect onwhether current sthuctures and committees enahla tirmely
action to be taken

Anticipaton and preparedness prompts

= [Don‘twait for things to gowmong before trying to improve safety

» Explore new opportunities to develop systematic ways to anticipate
future risks

* |sea variety of tools and technigues to build an understanding of the
factors that give rise to safety issues

8
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Appendix 2 Overview of current BHSCT Frameworks
Assurance Framework 2019-20

The Assurance Framework is described as an integral part of the Trust’s governance
arrangements which should be read in conjunction with the Trust Corporate
Management Plan 2018-2021. It describes the organisational objectives, identifies
potential risks to their achievement, the key controls through which these risks will be
managed and the sources of assurance about the effectiveness of these controls. Its
purpose is to outline the source of evidence which the Board will use to be assured of
the soundness and effectiveness of the systems and processes in place to meet
objectives and deliver appropriate outcomes.

It explains that the framework should provide the Board with confidence that the
systems, policies and people are operating effectively, are subject to appropriate
scrutiny and that the Board is able to demonstrate that they have been informed about
key risks affecting the organisation.

This paper also discusses the basis of accountability and what is covered in the Trust
Performance & Accountability Framework, this paper provides an overview of both the
Corporate Plan and Trust Delivery Plan and the process of cascading corporate
objectives and associated annual targets (regional and local).

In defining what assurance means, the framework recognises the need to take stock
of the full range of activities and their relationship to key risks as a substantial but
necessary task. It also sets out the Trust’s risk management strategy and the Trust’'s
commitment to quality improvement.

The Board Assurance Framework summarises the roles of Committees and Key Staff
in providing Board Assurance.

Performance & Accountability Framework (June 2017)

The DOH has set out the role of Trusts in embedding effective performance
management and ensuring clear and robust accountability arrangements to deliver
better outcomes for patients and clients.

This framework discusses how our corporate objectives are articulated throughout
various levels in the organisation through the Trust Corporate Plan, Trust Annual
Delivery Plan, Directorate/Divisional/Care Delivery Service/Team Plans and individual
staff PDPs. It describes the Trust’s accountability arrangements, setting out reporting
and meeting arrangements and key roles and responsibilities, and refers to the Board
Assurance Framework.

It attempts to differentiate between the frameworks:

Board Assurance Framework: Key committees which provide the Trust Board with
assurance about overall effectiveness, scrutiny and risk.

9
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Performance & Accountability Framework: Processes and meetings providing Trust
Board, Chief Executive and Executive Team with assurance about strategic direction
and corporate performance.

Quality Improvement Strategy 2017-2020

This strategy sets out the Trust's commitment to develop a culture of excellence in
safety and quality by engaging, inspiring and supporting our workforce to deliver
improved outcomes and experience for those in our care. Its five key principles are:

1.

2.

Placing the person clearly at the centre of our goal to become a leading safe,
high quality and compassionate organisation.

Ensuring a relentless focus on safety and quality improvement through the
implementation of our Quality Improvement Plan, aligned to our corporate
objectives and assurance framework.

Ensuring that we are open, transparent and supportive organisation that is
continually learning and sharing both within and beyond the organisation.
Using measurement and real time data, linked to goals, to learn and
improve at every level;

Enhancing our will, capability and structures to undertake quality
improvement consistently, everywhere and every day.

10
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Right Care, Right Time, Right Place

Quality Management System (QMS) Report
July 2021

Trust Board
Thursday — 2"d September 2021

Charlene Stoops
Director of Performance, Planning & Informatics
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Overview of Report

- QMS Framework
- Overview of Current Position & Covid-19 Update
- Delivery Plan Update
- 6 Quality Parameters:
— Safety
— Experience
— Effectiveness
— Timeliness
— Efficiency
— Equity

Appendix 1: Phase 6 Delivery Plan — 31st July 2021
Appendix 2: CPD Performance Overview - June/July 2021

290 of 1257



- STM - 302 - 291

QMS Framework

1. Care Delivery Unit/Specialty Level — daily safety huddles/sitreps and weekly wider
QMS assessment through Team meetings

2. SMTs — Monthly review of QMS Division/Team-level data packs

3. Executive Team — Weekly review of QMS assessment & Directorate-led QMS
presentations (quarterly for Service Directorates and bi-annually for Corporate
Directorates)

4. Assurance Committee — QMS data pack/slide deck and summary presentation as
shared with ET is shared quarterly with Assurance Committee. In addition, further
detail is provided to drill down key risks and actions being taken.

5. Trust Board — A bi-monthly QMS Report will summarise a range of Trust-level data
on our current position, including an update on Covid-19 and rebuild plans; and an
overview of progress against the 6 quality parameters.
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Covid X4 Updatt = 20% Augdst 2021

1. Covid19 positive (+) and Post-Covid19 Hospital Inpatients

Today, 106 Covid19+ patients ( 3 in last Trust Board report) are in our hospital wards and there are 14
patients post-14 days (3 in last Trust Board report), in hospital. In total, 120* Covid19 related patients
remain in hospital.
Today’s number in hospital equates to 44% of the total at the peak of Surge 3 on 20t January (272). A

downward projection is now forecast, based on recent numbers. The graph displays both current and

post-Covid19 patients
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The current Covid19 related inpatient levels are at a similar level to mid-October.
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2. Numbers of Patients in Intensive Care

MAHI
Covid-19 Update — 20t August 2021
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o Today in ICU, we have 13 Covid19+ patients, and 0 suspect Covid19 patients (No Covid19+

patients in last Trust Board report). On the wards* there are 16 patients on CPAP, 3 on AIRVO

and 1 on NIV. There are currently less than 5 patients identified as possibly needing escalation

within the next 24 hours. An upward projection is forecast, based on recent activity..

*Due to the potential for individual patients to be identified where there are less than 5 patients likely to be escalated
the exact number will not be provided.

ICU Occupancy — Covid+ Inpatients

16/07/2021| O |o01/08/2021| 14 |17/08/2021| 13
17/07/2021| O |02/08/2021 12 |18/08/2021| 15
18/07/2021| O |03/08/2021| 11 |19/08/2021| 15
19/07/2021| 2 |o04/08/2021| 12 |20/08/2021| 13
20/07/2021| 2 |05/08/2021| 13 |21/08/2021| O
21/07/2021| 1 |o06/08/2021| 13 |22/08/2021| O
22/07/2021| 2 |07/08/2021| 14 |23/08/2021| O
23/07/2021| 3 |08/08/2021| 7 |24/08/2021| O
24/07/2021 09/08/2021| 14 |25/08/2021| O
25/07/2021 10/08/2021| 14 |26/08/2021| O
26/07/2021 11/08/2021 14 |27/08/2021| O
27/07/2021 12/08/2021| 14 |28/08/2021| O
28/07/2021| 10 |13/08/2021| 14 |29/08/2021| O
29/07/2021| 10 |14/08/2021| 13 |30/08/2021| O
30/07/2021| 10 |15/08/2021| 14 |31/08/2021| O
31/07/2021| 12 |16/08/2021| 14 |01/09/2021| O
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Covid-19 Update — 20t August 2021

3. Community

We have 89 care homes in the Belfast Trust area, caring for over 2,200 residents.

As at Thursday 19th August, we have 33 care homes with a confirmed outbreak — 26 in

amber status and 7 in red status. (There were no homes in outbreak at 15t June 2021 in the last

Trust Board report)
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4. Covid19 Vaccinations

VAHI

STM -

302 -
Covid-19 Update — 20t August 2021
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o The Trust vaccination programme began before Christmas, continuing throughout

the Christmas period and into 2021. Over 209,000 vaccines have been delivered.

(153,000 in last Trust Board report). Over 6,000 of that total have been delivered

through the mobile walk in clinics

) The table below shows the vaccination activity for the last 7 days, and the cumulative total

so far. Nursing and Care home residents, wards and day care facilities and staff, Covid19

Vaccination centre numbers and wasted dose numbers are provided.

No. of %
(]
Noof [ inpatient C Total | Mobil C
0° inpatien . AZ are ot o' |-e Vaccination | Daily | Running [Wasted um Cum
Day Date Care |wards/day | Residents R Home Care Clinic Wasted
patients ) Centre Total Total | Doses Wasted
homes care Staff Homes | Walkin Doses
e Doses
facilities
Fri 13-Aug-21 0 0 0 0 0 0 0 516 516 205540 0 227 0.11%
Sat 14-Aug-21 0 0 0 0 0 0 537 306 843 206383 4 231 0.11%
Sun 15-Aug-21 0 0 0 0 0 0 70 410 480 206863 0 231 0.11%
Mon 16-Aug-21 0 0 0 0 0 0 0 432 432 207295 0 231 0.11%
Tue 17-Aug-21 0 0 0 0 0 0 0 456 456 207751 0 231 0.11%
Wed 18-Aug-21 0 0 0 0 0 0 399 457 856 208607 2 233 0.11%
Thu 19-Aug-21 0 0 0 0 0 0 276 468 744 209351 0 233 0.11%
Totals 5954 308 5951 12010 6242 191020 209351
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5. Workforce
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e This day last week, we had 409 staff off work with Covid19 related issues, in addition to ongoing
workforce challenges as a result of high vacancy levels within the Trust. Today, 367 staff are off
work with Covid19 related issues, a decrease of 10% over a 7-day period. (compared to 74 in

last Trust Board report)

Covid19 related Absence- 1st Oct -
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Covid-19 Update — 20t August 2021

6. PPE Stock levels

PPE stock levels are monitored daily and the infographic below gives a breakdown of levels of stock
for each type of PPE equipment. This stock level does not include stock received and available at
ICU/Ward/Department/ Community level for immediate use.
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What do we deliver in a typical week?

Blue = weekly
average in
2019 (pre-
Covid)

Green =
weekly
average in
2021 (Jan-
May)

ED Attendances
3,707 (2,979)
Scope Procedures 530 daily (426)
267 (160)

BHSCT

s o) Weekly Activity

Elective
Admissions
398 (236)
Non Elective
Admissions
1,097 (787)

- 298

Virtual
234 (4,061)

Emergency Surgery
177 (239)

Red Flag Referrals
407 (409)

Outpatient Attendances
Face-to-face
10,582 (5,568)

Outpatient Attendances
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Meeting Cowd 19 Demands

Inpatients

Critical Care

Admissions with Covid-19

Admissions
COVCenadmission +/- discharge

P e e e et e e e e e e

Deaths & Discharges with Critical Care Stays and Covid-19

20
15
10 I I
I |
o
o

\\\\_\\\_\\\\\-‘\\\\

Deaths & Discharges

o Discharges Deaths

Inpatients (to 315t July 21)

e 2,789 inpatients due to Covid-19
2,387 were discharged (86%)
391 patients died (14%)
11 patients remain in hospital (0.4%)

Demand on Beds
e Covid-19 patients used 26,177 bed days in
general wards

Critical Care (to 31t July 21)

e 226 admissions to Critical Care (8% of Covid inpatients)
175 were discharged (77%)
40 patients died (18%)
11 remain in hospital (5%)

Demand on Beds
e Covid-19 patients used 3,783 bed days in critical care
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Impact on Waiting lists

Inpatient & Daycase Waiting Lists

VAHI

STM -

302 - 300

Outpatient Waiting List

Inpatient & Daycase Waiting List 31st Dec 19 31st Dec 20 31st Jul21 Outpatient Waiting List 31st Dec 19 31st Dec 20 31stJul 21
Total 40579 44867 49397 Total 103700 109209 113549
>13 wks 30826 38371 38962 >9 wks 80410 93600 93707
>52 wks 14892 27205 29697 >52 wks 39450 55790 56334
% waiting< 13 wks 24% 14% 21% % waiting< 9 wks 22% 11% 17%

% waiting> 52 wks 37% 61% 60% % waiting> 52 wks 38% 51% 50%
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Impact on Waitillg lists °°- - °°*

Community Waiting Lists

AHP Waiting Lists
Mental Health Psychiatry of Old Age | Learning Disability Camhs
WL Position @ |Total Waits >9 wks |Total Waits |>9wks |Total Waits |>9wks [Total Waits |>9 wks
31st Dec 2019 790 45 190 4 34 6 597 273
31st Dec 2020 785 26 287 80 29 4 422 91
30th April 2021 993 227 46 22 1 431 117
31st July 2021 1116 276 49 15 2 453 201
Dietetics oT Orthoptics Physio Podiatry Speech & Lang
WL Position @ |Total Waits >9wks |Total Waits |>9wks |Total Waits |>9wks [Total Waits [>9wks |Total Waits [>9wks |Total Waits |>9wks
31st Dec 2019 1127 386 1334 283 255 119 6224 2350 2055 919 1057 438
31st Dec 2020 1147 497 2383 1596 422 306 5433 3334 3698 3072 692 171
30th April 2021 1338 583 3284 2240 422 260 6960 3846 3894 3003 850 206
31st July 2021 1957 1089 2988 1992 581 291 8360 5208 3641 2551 1021 372

301 of 1257



Phase 6 DeliveMHPlanSTRosi@idn-ag3 st July 2021

Outpatients- overall under-performance - 82% of plan in Opat - New and 82% in Opat review

Cancer Services — continued 100% performance in 14-day Breast — 31 day performance is at 98%
of plan - 62-day performance is 11% over plan

Diagnostics — Overall overachievement against plans

Inpatients/Daycases — Elective Theatre cases at 80%,Daycases at 85% and Endoscopy at 67% of
plan.

AHPs — Over achievement in most areas — Dietetics (all) and Podiatry reviews are less than 10%
under plan. Orthoptics has a net over-performance with 58% of new and 181% of reviews
achieved.

Mental Health —Under-achievement against July projections for Adult Mental Health and CAMHS
Dementia—136% in ‘new’ & 86% in ‘review’ appointments
Psychological therapies — final activity not available as yet.

Autism Services — overachievement in Children’s Autism — new interventions.
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Phase 6 Delivery Plan - Position at 31st July 2021
(cont’d)

Day Care & Day Opportunities attendances — Marginally below plan

Domiciliary Care — achieving against plans — (Statutory 99% / Independent
102%)

District Nursing/Health Visiting - District Nursing 75%
Community Paediatrics — achieving against plans (New 148% / Review 99%)

Community Dental — ‘new’ is 96% against plan (small volumes), with 103%
achievement in ‘review’ numbers — overall 102%

Mental Health admissions — ahead of plan at 145% (small numbers)
Children's Social Care -

—  Child Protection Referrals ahead of projection (153%),
— CPR Visits on target (102%)
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Safety
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Classic g’%‘?‘ety Theérmdmetet indicators

e Falls e Cardiac Arrest Rate

e Pressure Ulcers e VTE

* Indicators are chosen as they provide an effective measure on the progress towards
improvement in harm free care.

* Allindicators are within control limits in 2020/21.
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Safety Thermometer - Maternity

Maternity — 18 surveys (July 2021)

Maternity Safety Thermometer - July 2021 July 2021 | "Average
% Trust %

Harm Free Care - Physical 77.78%| 79.68%
Harm free care - Perception of safety 100.00% 99.47%
Harm free care - Combined 77.78%| 79.68%
PPH = 1000 mls 5.56% 13.37%
Mothers with perineal trauma or abdominal wound 72.22%| 77.54%
Mothers with Infections since onset of labour 0.00% 0.53%
Apgar score of 6 or less at 5 minutes of birth 5.56% 3.21%
Babies unexpectedly transferred to SCBU/NNU/NICU 11.11% 4.81%
Mothers seperated from their baby 55.56%| 26.74%
Mothers left alone at a time that worried them 0.00% 0.00%
Mothers whose concerns were not taken seriously 0.00% 0.66%

*Trust Score is the average score of all areas and months to date

The data collection commenced in October 2020. Targets/objectives will be
introduced during 2021/22 after review of the indicator data captured.
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Safety Thermometer — Medications

Medications - 723 surveys (July 2021)

- 302

307

N July 2021 | *Average
Medication Safety Thermometer - July 2021 % — Target
Patients with medicines allergy status

] . o ey B3.40% B3.58% 97.35%
documented in their medicine kardex
Patients with an omitted dose (Excl valid
o 13.69% 16.26% 12.02%
Clinical Reason & Refusal)
Patients with an omitted dose relatingto a
critical med (Excl. valid reasaon & refusal) 1.38% 2.09% 6.86%
Patients receiving high risk medicine that
] gnis 0.70% 1.55% 2.08%
had a trigger of harm.
Fatients with medicine reconciliation started 47.985% 55 90% 58.43%

within 24hrs of admission to Trust

*Trust Score is the average score of all areas and months to date

Data are produced monthly and fed back at ward/department level.
Medications Safety Thermometer is discussed at the quarterly Medicines

Optimisation Committee.

The data collection commenced in October 2020.

Trust level goals have been introduced from April 2021.
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Safety Thermometer — Mental Health

e 16 surveys (July 2021)

308

Mental Health Safety Thermometer - July 2021 July 2021 | Average
% Trust™ %
Harm free Care 93.75% 87.58%
Self harmed in past 72 hours 6.25% 7.27%
Victim of violence or aggression in past 72 hrs 0.00% 1.21%
Percentage of patients with an omitted 18,755 14.24%
medicine (Excl valid clinical reason & refusal)
Felt safe at time of survey 100.00% 95.15%
Required Restrictive Intervention in past 72 hrs 0.00% 0.91%

*Trust Score is the average score of all areas and months to date

e Monthly reports are provided to wards/division.

e The data collection commenced in October 2020. Targets/objectives will

be introduced during 2021/22.
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Mortality
BHSCT Mortality Indicators
° BHSCT Crude Mortality to July 2021.

Note : Crude Mortality = deaths / total deaths & discharges in hospital (takes no account of case-mix)—as a %

o BHSCT mortality rates remains within normal limits of variation in the current period. Due to the
impact of Covid19 on the measurement of mortality rates these limits are re-calculated to adjust for
the changes in disease presentation of admitted patients

Mortality rates can be further sub-divided into those with surgical procedures

. Belfast Trust mortality rate after elective surgery is 0.18% against a peer figure of 0.18% .
. Belfast Trust mortality rate after emergency surgery is 1.29% against a peer figure of 1.68%
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Mortality

BHSCT Mortality Indicators

° BHSCT Crude Mortality Rate with Peer Comparison- May 2020 to April 2021

e The Trusts crude mortality rates compare favourably against peer hospitals with a

Trust mortality rate of 3% against a peer figure of 4% for the period May 2020 to April
2021 (latest 12 month period)

o Funnel chart: lines are 3 standard deviations either side of the mean (mean crude
mortality of all acute hospitals in England in our Peer group e.g. teaching — roughly

150 — each hospital is a dot). BHSCT is represented by the light blue dot and is below
the mean which is a positive position.
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BHSCT Mortality Indicators
° BHSCT Risk Adjusted Mortality Rate- April 2020 to March 2021

NB. Due to the requirement to wait for submission of peer data from other hospitals and the need for adequate levels of clinical coding completion mortality rates for peer
analysis will be less recent than Trusts own figures

o Risk adjusted mortality calculates an expected rate of death (taking account of casemix) and presents
this as an index of 100.

o  The Trust is measured against this index, therefore a Trust index of 95 means deaths are 5% less than
expected in the statistical model. BHSCT (blue dot) is within acceptable standard deviations.

o The Trusts index value is 95 with a peer value of 95 for the period April 2020 to March 2021
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Readmissions within 28 days

Belfast Trust Readmissions within 28 days — May 2020 to April 2021

The Trusts readmission rate for the period May 2020 to April 2021 is 8.0% against a peer figure
of 9.4% (latest 12 month period).

Readmission rates are a useful indicator of healthcare quality. Some readmissions to hospital
will be unavoidable and may be multi-factorial therefore this indicator is often used in
comparison with peer hospitals for context. It is also a useful balancing indicator to be
observed whenever service improvement or changes are made within the Trust.
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Clinical Coding — Depth of coding

Depth of coding illustrates how comprehensively we have described a patients acuity
through the recording of the appropriate number and type of diagnoses. This allows us to
accurately analyse information for safety, quality, efficiency & effectiveness and is especially
important when we use comparative analysis with peer hospitals for examining mortality
rates & LoS

. Pre-Covid BHSCT Depth of coding was 6 diagnoses per episode against a figure
of 7 in the peer. Lately this figure has inflated due to the Covid crisis and additional
codes required to code these and also some change in types of patients admitted. This
inflated figure will reduce when the impact of the crisis reduces.

e Coding KPI's are monitored at Specialty level also.
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Clinical Coding - Timeliness

STANDARD - 98% within 3 months of
discharge

Clinical coding Timeliness has reached the HSCB target of

98% for the last 6 months and is on trajectory to maintain this.

Some outsourcing of clinical coding has assisted with dealing with backlog
whilst newly recruited staff are trained and qualified.
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Clinical Codlng Accuracy

° Full casenote audits are completed on an ad-hoc basis, these are resource intensive however a new audit
resource has been identified and an audit schedule is under construction to progress this.

° To complement audit a range of data analytical quality indicators are used routinely to target improvement &

audit. These have been chosen as having significant impact on coding accuracy.

o It is not always possible to use the most specific code as documentation/evidence may not be available to coders
or the patients condition is still under investigation however peer analysis informs us as to how similar we are to

the average of peer coded information.

Clinical Coding Accuracy -Indicator Description BHSCT May 20 - Apr 21 Peer Value Performance
Data Quality Index-Shows overall data quality for clinical coding based on aggregation of scores from indicators 93 95
% Uncoded Episodes-This should be as close to zero as possible to ensure all diagnostic information is captured 1.3% 1.0%
Sign or symptom as a primary diagnosis-Should be minimal or match peer.Potential lack of detail in coding

which affects analysis of patient acuity 9.5% 13.0%
Sign and Symptoms as Primary Diagnosis (Episode 2)-Should be minimal or match peer.Potential lack of detail

in coding which affects analysis of patient acuity 9.8% 11.2%
Admitting Diagnosis Emergency for Elective Admission-Should be minimal or match peer.Potential error in

coding which affects analysis of patient acuity 2.4% 1.7%
Diagnosis Non-Specific-Should be minimal or match peer.Potential lack of detail in coding which affects

analysis of patient acuity especially in risk adjustment for mortality. 11.1% 11.4%
Deaths with palliative care code Z515-Rate should be similar to peer if all relevant cases are coded accurately.

This can underestimate acuity of patients in mortality analysis 38.0% 35.7%
Deaths with palliative care code Z515-Rate should be similar to peer if all relevant cases are coded

accurately.This can underestimate acuity of patients in mortality analysis. 2.2% 2.3%

Poor performance in any of the indicators above may provide misleading information related to patient
acuity. This may distort comparisons against peers in a range of quality, safety and efficiency indicators.
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CPD: To secure a regional aggregate reduction of 19% in the total number of in-patient episodes of
Clostridium Difficile infection in patients aged 2 years and over compared to 2018/19. @

Last year the incidence of C-Difficile was 102 against a target tolerance of 110. The Incidence of C-Difficile to
the end of July 2021 is 55, compared to 27 for the same period in 2020.

CPD: To secure a regional aggregate reduction of 19% in the total number of in-patient episodes of
MRSA infection compared to 2018/19. ®

Last year the total incidence of MRSA was 15 against a target of 12. The incidence to the end of July 2021/22 is
5, compared to 4 for the same period in 2020/21.
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Experience
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Real-Time Feedback = Friends and Family Test

e The collection of fortnightly Patient Experience feedback recommenced mid-July 2020 in 48
phase 1 acute areas, with the exception of 3 due to reasons related to Covid-19.

e The patient experience team has expanded with new staff members trained up to roll out to
phase 2 wards. Work is planned for further roll out to a wider range of settings to include
outpatients & community services.

Friends & Family Test - July 2021
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Month

e We have seen consistently high scores in both overall satisfaction and the Friends & Family
Test.

o In July 2021, 99% of 528 patients were extremely likely or likely to recommend the ward they
were in to their friends or family.
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Care Opinion - to July 2021

Care
Opinion

What's your story?

Social Media promotion on a weekly basis.

Awareness sessions being delivered to teams who
are rolling out Care Opinion

Care Opinion now being embedded as a standing
item on Divisional Safety and Quality Governance
meetings throughout the Trust.

Number of staff responding has increased from 146
in Dec 2020 to 317 in July 2021
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Care Opinion - at July 2021

Top 5 themes reported in relation to good experiences and experiences which require improvement
as identified by the authors of the stories

WHAT COULD BE FEELINGS &
WHATS GOOD Number IMPROVED Number EMOTIONS Number
Staff 34 Cnmmum.catlnn 13 Thank You &0
Friendly 40 Stéff Afttn:.ude 9 At ease 24
Dismissive G
Care 35 Access to Specialist 3 S 24
Reassuring 27 Advice 3 Grateful 23
Support 2z Conflicting Information 3 Reassured 23
Continuity of Care 3
Referral 3
Not listened 3

The word cloud is generated from the care opinion database, from stories submitted by individuals, under
the tags heading of what was good, what could be improved and how did you feel - for example
‘communication’,’ food’ and ‘reassured’ could be the tags entered which would then be populated into a
Trust word cloud. This is based on all the responses with frequent terms such as communication featuring
more often hence the emphasis on the word cloud.
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Safety Thermometer — Muckamore Site

e 4 surveys (July 2021)

Real Time Patient Feedback Report - Muckamore - July 2021

“ Domain Score Woud o el friends and family gOOd things
about the way you have been treated?

[ Consistency & Coordination ] | 8.75 |

[ Respect ] | 10.00 J

[ Involvement ] | 10.00 J m Yes
[ Staff ] | 7.92 J

[ Cleanliness ] | 10.00 J

| Pain Contrel | | 10.00 J

[ Medicines ] | 9.17 J

[ Noise at night ] | 6.25 J

[ Kindness & Compassion | | 10.00 | Overall 91%
| Friends & Family | | 10.00 | Satisfaction

| Overall domain score | 012 |

e The data collection commenced in June 2021.
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Safety Thermometer — Domiciliary Care

14 surveys (July 2021)

Service User Experience Report - Domiciliary Care

Breakdown of responses received by:

Service User  Relative Other
03% 7% 0%
Overall Satisfaction 97%

Total Responses - July 2021
Domains Score
Consistency & Co-ordination 10.00
COverall Involvement 9.61
Involvement - Domiciliary Care Worker 9.46
Invalvement - Trust Key worker 9.64
Cleanliness 9.73
Carers 9.57
Timeliness 9.38
Kindness & Compassion 9.2
Respect & Dignity 9.2
Privacy & Confidentiality 9.64
Lifestyle, Beliefs and Culture 10.00
Recommendation (F&FT) 9.46
Overall domain score 0.73

The data collection commenced in May 2021.
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Effectiveness & Timeliness
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Elective Care Action plan
Elective Inpatient/Day-cases
Cancer Access

Diagnostics

AHPs

Endoscopy

Unscheduled Care

Outpatients

Fractures

Mental Health

Muckamore Abbey Hospital Indicators
Older People’s Services

Direct Payments

Children’s Community Services
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Elective Care Framework Action Plan

Elective Care Framework Action Plan

Action Target Date Actions
I PLACE -|BHSCT has inreach arrangements in place with an |S provider for delivery of
SCOPES weekend Endoscopy sessions. These are expected to continue during 21/22.

Make recommendations on medium term contracts to lease
theatres to independent providers to address current backlogs.

GA DC THEATRE

The Trust is discussing proposals with an IS Provider for use of Trust premises
(BCH/RVH sites) for inreach weekend daycase work (provider must meet the

2 This will include theatre capacity that is not in active use, Q3 2021 ts inclusi  th v of rel t oh
including use of HSC theatres in evenings and weekends where| lrjecessary govermnance arrangements nclusive of the supply of relevant pharmacy
HSC activity cannot be delivered icence).
Current bed capacity constraints in the BHSCT will not permit the use of theatres for
inpatient surgeries for IS providers.
All HSC Trusts will move to provide a minimum of 25% of BHSCT delivered 34% of SBA OF attendances virtually for Q1 21/22.
8 outpatient attendances virtually, either by telephone or by video|Oct-21 ideo technology has been developed and made available in the Trust for a number|
conference of specialties and services to facilitate virtual appointments along with telephone|
appointments.
The Trust is part of the NI Orthopaedic Network and is planning for delivery of a small
9 The NI Orthopaedic Network will oversee the development of Sep-21 number of orthopaedic mega clinics (3) from September 2021.
megaclinics for orthopaedic outpatients Ophthalmology are also planning mega-clinics (dependent on staffing confirmation
and CQVID pressures)
11 The HSCB wil oversee the introduction of - pre-operative Sep-21 BHSCT will on participate and contribute to this initiative overseen by HSCB.
assessment megaclinics
All HSC Trusts will ensure the introduction of text or voice| BHSCT has in place text and voice reminder messaging services for OP services.
49 messaging services to reduce DMNA rates for all elective|lN PLACE The reminder messages are being extended to some elective procedure patients and
services the further use for elective IPDC patients will be further explored.
50 HSC Trusts will invest to increase capacity in patient booking IN PLACE BHSCT IPDC Bookings Teams contact the majority of IPDC patients by phone prior|
teams to ensure that patients are contacted prior to surgery. to admission to confirm admission dates and also to arrange COVID testing dates.
In line with Increasing HSC c_apamty, HSC TFUStS will move to a The Trust is supportive of utilisation of theatre capacity over 7 days. Staff availability
7T-day working week for existing theatre infrastructure. There ) ) ) ) )
I . - (in particular nursing) and resources to support a 7 day model will be required.
are, however, significant challenges to this. In addition to the|
: ) i - . “|From January 2023
54 necessary investment in the workforce, this will require)

significant engagement with staff. This is therefore a longer
term aspiration and is subject to the delivery of additional
recurrent investment.

onwards

The BHSCT will work with others in the region to move towards this objective.
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The Covid pandemic has had a significant impact on elective surgery. The Trust has
continued to treat prioritised patients within available capacity.
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Elective Discharges
There were 1,211 elective discharges in July 2021, 82 (5%) more than in July 2020,
however, still 422 (26%) below the Elective Discharges in July 2019 of 1,633.
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Electivednpatientssd Daycase

Average Length of Stay (ALoS) at July 2021
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All sites experienced an increase in LoS at the end of 2019/20 compared to 2018/19, Overall

LOS in April — July 2021 is broadly similar to 2019.

Overall LoS is 6.9 days in July 2021, compared to 5.8 in July 2020 and 6.2 in July 2019.

Elective LoS is 4.3 days in July 2021, compared to 4.8 days in July 2020 and 4.8 in July 2019.
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Elective Inpatients / Daycase

CPD: Inpatient / Day-case (IPDC) Waiting lists (WL) - 55% of patients should wait no
longer than 13 weeks for inpatient/ daycase treatment and no patient waits longer

than 52 weeks.

==p== Total IPDC Waiting
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2018 to July 2021 (%within13wks) from April 2018 to July 2021
50,000 R 70%
40.000 M) 60%
H W‘ 50(%'
30,000 Jo*" toee || 40%
o
20,000 **% 30% o
coooooeeeee®® 20%
10,000 POOS i —
’ | 10%
0 . 0%
) ) ) ) ) N O Q N @ > O O O N N N
S S S S S S S S S S S
s X \S X L X L
W oF ¥ W & W oF W W W Y
Median —e—|PDC WL 52 wk + outturn =g |PDC WL 13 wk outturn (%within13wks) = == Median = = = Target

7

» Atotal of 46,397 patients were on the waiting list at the end of July 2021, compared to 42,558 at the

end of July 2020.

« Numbers of patients waiting > 52 weeks has increased from 20,696 at 31st July 2020 to 29,697 at the

end of July 2021.

« The percentage of patients waiting < 13 weeks has increased slightly to 16% at the end of July 2021
from 10.4% at the same time last year. The month with lowest numbers waiting less than13 weeks

was June 2020 (9%).
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viaanser Access

Red Flag referrals

Run Chart: Consultant Only Red-flag Referral
from April 2019 to July 2021
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e After an initial drop in red flag referrals in April 2020 to 756 numbers have increased
steadily

o At July 2021 there were 1,795 red flag referrals, compared to 1,464 in July 2020.
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CancerAcgess,
14-day Breast target

CPD: All urgent suspected breast cancer referrals should be seen within 14 days @

4 N
Run Chart. Cancer 14 day breast outturn - info Run Chart. Breast Cancer patients on 14 day
from April 2018 to July 2021 pathway from April 2018 to July 2021
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 The 100% target continued to be met between up to July 2021, apart from a drop of 2%
in December 2019. Average activity was 166 for 2019/20 and 180 for 2020/21.

« In April 2021 There were 172 patients seen on the 14 Day Breast Cancer pathway. The
average monthly number of patients on the 14 day pathway is 180.
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Gancer Agcess

31-day pathway

CPD: At least 98% of patients diagnosed with cancer should receive their first definitive
treatment within 31 days of a decision to treat.

a N
Run Chart: Cancer 31 day outturn - info

from April 2018 to July 2021

-—e— Cancer 31 day outturn - info = = Median === Target
Y J

* In July 2021 there were 257 patients (90%) treated within target on 31 day pathway and 27 people
exceeding the target of a total of 284 patients commencing treatment..
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Cancer Access

MAHI -

62-day pathway
CPD: At least 95% of patients urgently referred with a suspected cancer should begin

their first definitive treatment within 62 days.

STM -

302 - 332

“\

Run Chart: Cancer 62 day outturn - info

from April 2018 to July 2021
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* In July 2021 there were 44 patients (44%) treated within target on 62 days pathway and 56 people exceeding
the target.
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wn Diagnosgtics,,

Diagnostics — (CT, NOUS, MRI and Ultrasound)

Run Chart: Diagnostic Activity Run Chart from
Apr 2019 from April 2018 to June 2021

==g==Djagnostic Activity Run Chart from Apr 2019

» Activity reduced significantly in early 2020 to 15,027 in April 2020.
» Activity has increased steadily since then to 37,334 in June 2021.
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MAHI D-I%g\p-ow Q8334

CPD: All urgent diagnostic tests should be reported on within two days @

Run Chart: Diag urgent outturn reported
within 2 days (DRTT) 100% target from
April 2018 to July 2021
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« In July 2021, 73% of urgent diagnostic tests were reported within 48 hours.
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wa Diagnesticss

Diagnostics (CT, NOUS, MRI & US) O
CPD: 75% of patients should wait no longer than 9 weeks for a diagnostic test

Run Chart: Diag WL 9 wk% outturn (75%
target) from April 2018 to July 2021
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* InJuly 2021, 44% are waiting less than 9 weeks - this has been a gradual
improvement, excluding April to August and October 2020.
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wr Diggnossics

Diagnostics (CT, NOUS, MRI & US)
CPD: No patient waits longer than 26 weeks for a diagnostic test @

4 N
Run Chart: Diag WL 26 wk outturn - no patients

waiting +26weeks from April 2018 to July 2021
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At July 2021 there were 10,237 patients waiting in excess of the 26 week target,
compared to 16,110 in April 2020, a decrease of 36%.
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Allied Heglth Rrefegsionals (AHP’s)

CPD: No patient should wait longer than 13 weeks from referral to commencement
of treatment by an Allied Health Professional (AHP). o

Run Chart: AHP WL - No. waiting > 13 wk - outturn
from April 2018 to July 2021

« At July 2021 there were 8,917 patients waiting in excess of 13 weeks compared to
4,495 in April 2020 and 8,030 in July 2020.
» The greatest number of people waiting in excess of 13 weeks since April 2018 was in

January 2021 when there were 9,092 people waiting in excess of the 13 V\{,g?ecl§ 1t2a5;get.



MAHI Ergq\?-sg(gp-y?u?ﬁ

Endoscopy (scopes) activity

Endoscopy (scopes) activity
* In month activity improved from a low of 15 in April 2020 to over 700 in July 2021.
* From April - July 2021 there were 2,604 endoscopies carried out, with a monthly average of
651. In April — July 2020 there were 683 endoscopies with an average of 171 per month.
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Unscheduled Care: PrimarysGaresCovieb49 Assessment Centre
to week beginning 9t August 2021

Weekly numbers peaked at just under 300 in Surge 1 (late April 2020) before dropping
within the range 100-150 between May and September 2020.

Numbers peaked again at over 250 in Surge 2 (late October 2020) and in Surge 3 (early
January 2021).

There was a further surge in June 2021 with average weekly contacts of 207, peaking at
274 in last week of June.

July weekly average was 184 and the average for the first two weeks in Augéitid2421.



Unscheduled Care: GP Out of Hours Service

Weekly to 22" Aligust 2021

GP Out of Hours volumes saw a significant rise in March 2020 at the outset of the pandemic.
Since then numbers dropped and have generally remained below 2019 levels.

At week ending 22" August 2020, there were 1,236 contacts.
The average each week since January 2020 is 1,693, whilst the average January 2021 to 22"
August 2021 is much the same at 1,630.

There were peaks in March 2020 of over 3,000, however since then the weekly attendances have
stayed below 2,000, and generally around 1,500 with the exception of 2,725 week gf 3'%,January
2021, 2,524 week of 11t April 2021 and 2,082 week of 9t May 2021



Aaschsnlulesb LCaresn
GP Out of Hours Service — monthly

CPD: 95% of acute / urgent calls to GP OOH triaged within 20 minutes

~
Run Chart: GP - OOH outturn (Acute urgent

calls triaged within 20 mins - Advice) from
April 2018 to July 2021

g GP - OOH outturn (Acute urgent calls triaged within 20 mins - Advice)
Median

\ = == = Target y

Whilst performance in July 2021 is 88%, performance generally improved during 2020/21 and this year so
far, remaining over 90% and close to the 95% target since January 2020.

The average total monthly calls was 6,878 for 2020/21.
There were 6,455 total calls received in July 2021 and an average of 7,512 from April to July.

Total urgent calls to be seen within 20 minutes in July 2021 is 292. The average monthly total urgent calls
between April and July 2021 is 335. The average for 2020/21 was 279 monthly; and 4453nqnthky for

2019/20.



Unscheduled Care: Emergency Departments
MAH - STM - 302 -~ 342
Overall Adult ED activity at RVH & MIH

Weekly comparison previous and current year.

Weekly attendances dropped significantly in the first wave to a low of 1,208 in early April 2020, 42%
of the weekly attendances at 3 April 2019.

Attendances increased gradually to a peak in week of 11t September 2020 of 2,516, 85% against the
same week in 2019.

Attendances peaked again in May with 3,403 attendances week of 14" May 2021 and increase of
1,427 (172%) on the same week in 2020.

With the exception of Christmas, attendances have continued to increase again since, exceeding
2,500 attendances by mid February and have been over 3,000 since April. There were 3,137
attendances for week ending 20t August 2021. 342 of 1257



Unscheduled '@aresttmetgency Departments

Overall Children’s ED activity at RBHSC
Weekly comparison previous and current year.

Weekly attendances dropped significantly in the first wave to a low of 303 in early April 2020, 33% of the
number to 3 April 2019.

Attendances increased gradually to a peak of 904 week ending 11t September 2020, 17% more than the
same week in 2019.

Week of 18t June saw an increase to 1,020. June and July had average weekly attendances of 943,

Attendances at week ending 20t August are 793, an increase of 32% compared to the same week last year.
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Unscheduled Care: Emerggncy, Departments

CPD: 95% of patients attending ED either @ CPD: No patient should wait over 12 hours @

treated and discharged home, or admitted,
within four hours of their arrival in the
department

Performance is 50% in July 2021, and is the
lowest percentage in the period Apr 2018-
July 2021.

There were 1,577 patients waiting in excess of 12
hours in July 2021 and 1,333 in June 2021. The
last 2 months represents the highest monthly
figures in the period April 2018 — July 2021

\.

Run Chart: ED 4 hours (cum) Trust outturn
from April 2018 to July 2021
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Run Chart: ED 12 hours outturn from April
2018 to July 2021
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Total attendances of 13,945 in July 2021 at ED, a 9% increase compared to 12,824 in July 2020.

Cumulative attendances April to July 2021 are 51,637 compared to 44,449 for the same period last

year — an increase of 16%
Urgent Care Centre (UCC) opened on the 14t October 2020.
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Unscheduled Care: Emergency.PDepartments

CPD: at least 80% of patients to have commenced treatment, following triage, within 2 hours.
e Performance is 69.8% April to July 2021 and 65.4% at the end of July 2021

4 N
Run Chart: ED triage outturn from April

2018 to July 2021
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e Total number triaged and seen by a Clinician at the end of July was 10,755, compared to 13,023

at the end of July 2020.

o Of the 41,187 patients triaged April to July 2021, 28,738 (70%) were seen within 2 hours. This
compares to 34,824 in the same period last year with 27,455 (79%) seen within 2 hours.
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OutTﬂatients
MAHI - STM - 302 - 346
Outpatient Referrals

Run Chart: Consultant Referral (incl Red flag
Referrals) from April 2018 to July 2021

-—@-—Consultant Referral (incl Red flag Referrals)
-= == Median (All Cons Referrals)
\ @—-8-9 Consultant Only Red-flag Referral y

Referral Numbers - By Referral Month (Consultant only)

« OP Referrals have increased consistently since the low of April 2020 at the outset of the
pandemic, with the exception of the autumn period with 16,750 referrals in July 2021.
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wa OUipatients,

Consultant Outpatient Attendances — 14t August 2021

Analysis since week ending 15t" August 2020 to 14t August 2021

Face to face contacts:

« Dropped significantly to 1,026 week ending 11t April 2020.

* Weekly average between Aug 2020 -March 2021 was just under 5,000. Between April and August
activity has averaged 6,250, with 6 weeks registering greater than 7,000 contacts.

Virtual Contacts (telephone and video contacts):

« Dropped significantly to 1,445 week ending 11t April 2020.

+ Weekly average between Aug 2020 and March 2021 was 3,600. Between April and August 2021
this has dropped to just over 3,000.
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Attendances
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Outpatient Attendances — 14t" August 2021

Consultant Total Attendances by week
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Analysis since week ending 15t" August 2020 to 14t August 2021

Consultant Total Attendances
« The lowest activity was 2,471 attendances week ending 11t April 2020.
» Highest weekly attendances have occurred since April 2021, with activity exceeding 10,000 in nine

weeks, and exceeding 11,000 in 3 of those weeks.

Non-consultant activity (Nurse, ICATS and other activity)

« The lowest activity was 1,443 attendances week ending 11t April 2020.

» Overall non-consultant weekly attendances have been broadly consistent in the last 18 months, with
decreases in Nurse activity offset by increases in ICATS activity, and have averaged 5,200 between

April and August 2021.
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WH Oatpatients*®

CPD: 50% of patients should be waiting no longer than 9 weeks for an outpatient

appointment and no patient waits longer than 52 weeks

r
Run Chart: Total OP Waiting from April 2018 to
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» At the end of July 2021, there were 113,534 patients waiting for an OP appointment,
an increase of 7.2% compared to 105,958 in July 2020.
* 19,840 patients are waiting less than 9 weeks in July 2021, an increase of 6,878

(53%) from 12,962 in July 2020
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wOutpatiesks: 350

Outpatient Waiting List - By Month (Consultant)

7

r
Run Chart: OP WL 52 wk + outturn from April 2018 Run Chart: OP WL % waiting > 52 weeks from
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56,323 patients are waiting more than 52 weeks at July 2021. This equates to 49.6%

of the 113,534 total Outpatient waiting list. At July 2020 there were 48,332 patients

waiting longer than 52 weeks.
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wOutpatiess: 35t

Outpatient Modernisation Programme — Summary of Approach

BHSCT Outpatient Modernisation Programme - Summary of Approach

Capture — Baseline scoping/use of Ql methodology to develop understanding of current service model

YVVVYVYY

Understanding of key data, waiting lists, benchmarking information

Location of clinics/accommodation

Workforce — consultant/nurse-led/AHP

Process mapping to understand current processes and identify opportunities for improvement

‘What did we achieve by bringing someone to Outpatients?’ - Audit / sample of ‘review’ patient files to establish
value of review appointment and alternative pathways/outcomes that should be explored going forward

More in-depth focus on a number of specialties as part of a rolling programme - Rheumatology, Dermatology,
Gynae, ENT, urology, colo-rectal & regional projects in ophthalmology & orthopaedics

Challenge — sharing learning within and across services, identifying opportunities/focusing efforts for greatest impact

Programme of Work Underway/Testing Solutions

YVVVYYVYY

Changes in pathways/processes/clinical practice

Changes in roles including staff/skill mix

Education & training

Governance & safety — addressing recommendations from RQIA Review of Governance in Outpatients
Digital solutions

Communications

Demonstrate Improvement — Measure progress and report on outcomes - impact on waiting lists / times and staff and

patient experience
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Hip Fractyres.,

CPD: 95% of patients, where clinically appropriate, wait no longer than 48 hours for
inpatient treatment for hip fractures ®

e Performance is 64% in June 2021. During 2020/21 the average was 94%. Performance
had remained over 90% since April 2020, with the exception of 69% in December 2020
and 86% in January 2021. In 2021/22 it has been 78% in April and 64% in June 2021.

e There were 45 NOF fractures presenting at RVH in June 2021, 31 less (-41%) than in
June 2020. There were 29 fractures which waited < 48 hours for treatment.
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WHiViefital Phealths

Adult Mental Health
CPD: No patient waits longer than 9 weeks to access adult mental health services @

- Patients waiting > 9 weeks: 276 in July 2021
compared to 6 in July 2020

 Reduced excess waits from June to November,
increased from December 2020.

- Total patients waiting: Reduction to 389 in May
2020. Increasing again to 1,116 in July 2021.
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w-Vestal Health,

Child and Adolescent Mental Health (CAMHS)

CPD: No patient waits longer than 9 weeks to access adult mental health services -

Excess waits : March 2020 = 271; July 2021 = 201
The waiting list reduced to 180 in June 2020 and has
increased to 453 in July 2021.

CAMHS step 3 has increased over recent months to
320 in July 2021 with 172 waiting more than 9 weeks.
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Mental Health

MAHI - STM - 302 - 355
Psychological Therapies o
CPD: No patient waits longer than 13 weeks to access psychological therapies (any age)

4 N\ [ )
Run Chart: Psych Therapy WL - No. waiting >13 Run Chart: Psych Therapy WL - total waits
weeks - outturn from April 2018 to July 2021 from April 2018 to July 2021
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Of the 1,719 patients waiting at the end of July 2021, 1,180 patients were waiting in excess of the 13
week target. There were 764 patients were waiting for more than 52 weeks for Psychological services,
compared to 633 in July 2020.
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Mental Health
MAHI - STM - 302 - 356
Mental Health discharges

CPD: Ensure that 99% of all mental health discharges take place within seven days of
the patient being assessed as medically fit for discharge

CPD: No discharge takes more than 28 days for mental health patients assessed as
medically fit for discharge. @

Run Chart: Disch MH >28 days (cum) outturn from
April 2018 to July 2021

=—@=—Disch MH > 28 days outturn === Median Target
\ J

 The percentage of patients discharged within 7 days at July 2021 = 91%, compared to
93% at July 2020.

» At the end of July 2021 there were 4 patients discharged in more than 28 days compared
to 3 for July 2020.
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MAH - STM - 302 - 357
Muckamore Abbey Hospital

Numbers in residence — 18t August

MAH - Bed usage total by week 01/01/20 - 18/08/21
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The numbers of patients in residence, including those in trial resettlement,
had remained unchanged from February 2020 up to 11t Nov 2020, and has
reduced since, with 44 patients in residence, of which 5 are on trial
resettlement, at 18t August.
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MAH - STM - 302 - 358
Muckamore Abbey Hospital

Adult safeguarding — patient on patient referrals -18t" August

Patient on patient referrals are reported weekly and average just over 2-3 per week.
Within the MAH Safety report both patient on patient and staff on patient Adult
Safeguarding referrals are reported in detail. Numbers of patient on patient referrals
since the last report show high variation, and the 8 week average since April is
higher than in the previous 6 month period.
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MdEkhmord*Abbiey Hobpital

Physical intervention and Seclusion — 18" August

° There has been a sustained reduction in the use of seclusion events over the last 2 and a half
years.

e There was a concern on site at a point in time that a reduction in the use of seclusion events may
lead to an increase in the need for physical intervention. This has not been demonstrated in the
data, although there was an increase in the 3 month rolling average in the 6 months to June. Use
of physical intervention since mid-June has reduced significantly
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Older People’s Serviges ={dementia

Dementia
CPD: No patient waits longer than 9 weeks to access dementia services @

~
Run Chart: Dementia WL - No. waiting > 9 weeks

- outturn from April 2018 to July 2021
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» The waiting list had grown from 169 in March 2020 to 434 at the end of July 2020.

* In July 2021 there is a total of 250 people waiting, 229 in Psychiatry of Old Age and
21 in Community MH.

« There has been a sustained improvement. There are currently 18 patients now
waiting in excess of the 9 week target in April 2021, in Psychiatry of Old Age.
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Older Pegple = Gomplex.Discharges

Delayed Discharges

Complex discharges <48 hours - CPD: Ensure that 90% of complex discharges from an

acute hospital take place within 48 hours ®
4 N
Run Chart: Complex Discharges <48 hours -
outturn from April 2018 to July 2021
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» Performance against the target reduced from 75% to 62% between March and April 2020.

» This gradually improved through 2020/21 to 95.1% in March 2021.

* In July 2021, 76.1% of the 644 complex discharges met the target, compared to 67.4% of
330 complex discharges in July 2020.

From Jan 19 - Information Source for Complex Discharges - is the HSCB Daily Report (Not Web Portal)
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Older Peopler+ Nem-cornplex Discharges

Delayed Discharges
Non-complex discharges <6 hours

CPD: Ensure that all non-complex discharges from an acute hospital take place within 6 hours

4 N
Run Chart: Non-Complex Disch <6 hours from

April 2018 to July 2021
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» The performance has consistently been 95% or above since April 2020 and in April
2021. In July 2021, 94.6% of non-complex discharges met the 6 hour target.
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Direct Payments
MAHI - STM - 302 - 363
CPD: Secure a 10% increase in the number of direct payments (DPs) to all service users, based on

2020/21 outturn = 947. @

At the end of March 2021 there were 861 clients in receipt of Direct Payments (DP’s). The 2021/22
target has been set as 10% above outturn at 947, an increase of 86 on March 2021 outturn (an
average increase of over 7 packages per month).

Run Chart: Direct Payments (clients in receipt of)
outturn from April 2018 to July 2021
1,000
900
800
700
600
N NN N
S S S S S S S
—e&— Direct Payments outturn = == Median
\——— Target in month === Target - expected y

* The uptake at the end of July 2021 is 915, 75 more than 2020/21 outturn.
« July outturn is 25 above the target level for July 2021 of 890.

* In April-duly there are 88 new packages and 34 ceasing. and 52 are currently suspended.
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Children’s Community Services

Children referred to social services — information to 16th August

The number of children referred to social services was generally higher on average
in 2020/21 than in the same period in 2019/20. In early 2021 the numbers were
lower than for the same period last year on average. Referrals since March are in
excess of the same period last year, when the lockdown restrictions began, although
there has been a reduction since mid-June
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Children’s Community Services

Number of Child Protection referrals - information to 16" August

The number of fortnightly child protection referrals shows significant
variation, and referrals in the last 2 weeks are at their lowest since
March, after 2 months of higher than average rates.
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Children’s Community Services

Number of Children on Child Protection register - information to 16th
August

There are 15% more children on the child protection register compared to
the same point last year. Following a sustained growth for 12 months
numbers on average had fallen for 3 months to June and have now
shown a consistent increase in the last 10 weeks
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Children’s Community Services

Number of Looked after Children - information to 16" August

There had been a steady rise in the number of looked after children in the period March
2020 to mid-January, most significant around the beginning of the 1st lockdown. After a
reduction and levelling off between February and April 2021, numbers have risen and now
stand at just over 900.
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Efficiency
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Sickness & absenteeism
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CPD: To reduce Trust staff sick absence levels by a regional average of 5%
compared to 2020/21 outturn figure. (2021/22 CPD Target 7.23% ¥)

QApril to March 2020/21, Trust absence =7.6%

QJune 2021, Trust absence =7.4%, target 7.23%*

\

\,

( N[
Run Chart: Absence Rates (Cumulative) Run Chart: Absence Rates (in month)
outturn from April 2018 to June 2021 outturn from April 2018 to June 2021
9.0% 9.0%
8.5% 8.5%
8.0% 8.0%
7.5% 7.5%
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—e— Absence (Cum) ~ = Median === Target PR 0 Q7 R WP 0% ¢ RN WD 0T @ R W
L—Absence (in-mvo.nth) - -Medig.n = = = Target

« The absence rate during June 2021 was 7.9% and 7.4% cumulatively to the end of June 2021.
* InJune 2020, the absence rate was 7.8% in-month and 8.2% cumulative to the end of June

2020.

* Target for 2021/22 assumed as 7.23%, to be confirmed 369 of 1257
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Staff Engagement Scores

The table below shows the engagement scores by Directorate based on the results of the 2019
Regional Staff Survey.

2019 HSC 5taff Survey Key Findings Data by Organisational Staff Directorate - Overall Engagement scores

Corporate
Adult Children's |Communica ) Nursing | Perfor- | Specialist Acute &
Belfast ) ) Medical . Surgery &
HSC Social & Comm- tions & ) Human ) & User mance, Hospital, o Uns-
HSCT B B B Finance Dir- Specialist
OVERALL Primary unity Chief Resources Exp- Plan & | Women's _ cheduled
Overall ) ) ectorate R Service
Care Services | Executive erience Info Health Care
Combined
3.78 3.77 3.8 3.77 4.14 3.78 3.89 3.72 3.68 3.7 3.74 3.78 3.79

Active requisitions

Vacancies can also be reported on the basis of active recruitment activity. The table below shows
active requisitions by Directorate and by job type at the end of April 2021, with 49% of all requisitions
relating to Nursing and Midwifery posts.

Active Requisitions at 18 August 2021 ?272:2:; Estates pmxglstii;nal :lﬂl:;:\:?fgs P:Tf:::;?:;' S:::I Ss::,'i)::s G.I_r:t:f
ADULT SOCIAL & PRIMARY CARE DIRECTORATE 5 3 47 15 86 156
CHIEF EXECUTIVE DIV 1 1
CHILD HEALTH & NISTAR DIRECTORATE 14 29 100 143
CHILDRENS COMMUNITY SERVICES DIRECTORATE 10 1 16 1 89 117
FINANCE DIRECTORATE 12 2 14
HUMAN RESOURCES DIRECTORATE 9 4 1 3 17
MEDICAL DIRECTORATE 18 1 7 1 27
MH & INTELLECTUAL DISABILITY DIRECTORATE 8 8 130 20 30 196
NURSING & USER EXPERIENCE DIRECTORATE 9 291 4 7 26 337
PERFORMANCE, PLAN & INFO DIRECTORATE 32 1 33
SURGERY & SPECIALIST SERVICE DIRECTORATE 40 1 62 140 243
TOR, MAT, ENT, DENTAL,GYNAE DIRECTORATE 14 80 4 98
UNSCHEDULED CARE DIRECTORATE 25 1 174 73 273
Total Active Requisitions 197 2 15 840 359 216 26 1655
Percentage of Total 11.9% 0.1% 0.9% 50.8% 21.7% 13.1% | 1.6% _ ‘109-9%7
I Ol 129



Statutory Mandatory Training
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The table below shows the Trust position of the Core 10 Mandatory Training areas from

April 2019 to July 2021.

o)) ™ ™ ™ o o o o o — — c oM

— — — — ™ ™ ™ ™ ™ ™ ™ t—mo

Overall Trust Performance = o o — — = P o o m P o o= O

. = = = = =) = = = - = = £ o5

(April 19-Jul 2021} o o o o =i o — o i = — i g =

m m m m m m m m m m m I 8 =
Adverse Incident Reporting 33% | 41% | 43% | 46% | 48% | 42% | 46% | 45% | 44% | 45% 48% =
Corporate Induction 0% | 83% | 84% | 81% | 84% | 82% | 79% 7% | T1% 79% TI% - -
53% 7% | 57% 57% | 62% | 61% | 56% 53% | S0% | 48% 49% =
Equality for All Staff 34% 35% | 38% 3I7% | M% | 40% | 38% 36% | 3ITH 35% 33% - -
Ap% | 48% | 49% 2% | 52% | 47% | 36% 32% | 31% 33% 53% =
9% 11% 11% 38% | 37T% 36% | 36% 4% | 43% | 49% 52% -
78% | 67% | B0% | 83% | 82% | 20% | 80% 80% | 82% 70% 80% -
Manual Handling 28% | 20% | 28% 0% | 26% | 24% | 20% 27% | 35% 33% 34% =
Quality 2020 L1 62% | 64% | 70% | 69% | 68% | 69% | 73% 66% | 70% | 67% 65% - -
Safeglmdirg 8% | 67% | 8% | 80% | 82% 78% | 80% 79% | 80% | 832% 81% -

» Directorates are provided with their own performance data monthly, and attention is
focused on areas where performance is low, or reducing.
» Directorates are asked to maximise the e-learning opportunities available, for

completion of training
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Further Indicators which will form part of QMS reporting include:

WORKFORCE CAPACITY

Report 1: Substantive Workforce
Staff in Post and Funded staffing levels

Report 2: Full Workforce

Substantive + Agency + Bank (may be
difficult but could try)
Report 3: Vacancy Levels

As per Recruitment Shared Service (active
requisitions)

WORKFORCE COSTS

Report 1: Overall Pay Costs

Report 2: Temporary Workforce Expenditure
Agency and Bank Spend

Report 3: Sickness Absence
Overall Trust

By Division
By type

WORKFORCE EFFICIENCY
Report 1: Turnover
Trust (rolling)

By Division

Report 2: Recruitment
Time to Fill

Report 3: Engagement

Report 4: Culture/Leadership

WORKFORCE COMPLIANCE

Report 1: Mandatory Training

Report 2: Appraisal
Medical
Non-Medical
By Division
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Finance Update —Nhnontf'n 4 — fuly 2021
Budget projections

The Month 4 position is a £18.5m deficit and the forecast for the year is a deficit of £52m in
line with the draft financial plan. Spend this year to date on COVID-19 is £23.6m, including
£10.4m PPE, £3.5m additional staffing costs and £4m service delivery costs. The spend on
transformation projects is £5.2m including £1m on mental health transformation, FYE forecast
is£17.7m.

No further income has been assumed in terms of additional non-recurrent funding from in-
year Departmental Monitoring Rounds or additional centrally held slippage which have both
provided significant in-year monies in previous years and have been a major factor in
achieving breakeven in the HSC and the Belfast Trust in the past. At this point, unless
additional funding is received, the Trust is clear that financial balance could not be achieved
through efficiency alone and a breakeven plan would require savings to be generated from

service downturn
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Finance Update — Month 4 — July 2021

Budget position

Pay variance

Non-Pay Variance

374 of 1257



Finance Upgdate —Mganthdb— Juby 2021

Run Chart: Finance - prompt payment
compliance - 95% within 30 days from
April 2018 to July 2021

Prompt Payment policy — M04. July 2021
The Trust delivered 95% against DoH 30 day

100.0%

target and 81% against the internal target of P
10 days in July 2021. 90.0%
The Department of Health'’s target for Prompt
Payment of invoices is set at 95% for 80.0%
payment within 30 days. The Trust averaged
over 90% in 2020/21 and is achieving 95% 70.0%
each month April to July 2021.

60.0%

v&‘@ 5&@ oa:@ 9@@ v&@ so‘@ O&ap )@@ ?Q‘ra 9\«0
L === |voices paid <30 days Target ==e=|nvoices paid <10 days

Agency Spend — The ongoing pressure in )
relation to workforce continues in 2021/22. ot e A_gz:f;:pend b\; Z'frizorate -
Agency is £800k (3%) hlgher than the first ®Ql-2021 mQ2-2021 mQ3-2021 mQ4-2021

mQ1-21-22 W Q2 -21-22 FORECAST
100

four months of last year with significant
increases being seen in nursing (£402k, 2%),
admin (£450k, 15%) and social services
(£225k 10%). This would represent a

significant increase pay overspend for the
year if this rate of spend continues. The e
graph below shows agency costs for quarter . |l 5
1, 2, 3, and Q4 2019/20 & 2020/21 against ‘ m" “ “““
| II IIIIII | IIII" 1iiimanlnn ||

Q1 and forecast Q2 2021/22.

DIR UNSCH&  DIRECTORAS&PC DIRECTORSHWAC ~ DIRECTORC  DIR €CSCAROL DIR PCSSBRENDA DIR PPIC.STOOPS  DIRECTORHR
ACUTE B OWENS AIDAM DAWSON ~ LEONARD DIFFIN CREANEY JACQUI KENNEDY
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Equity
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Update on progress in reiation to Equity

Trust commitment to equity and equality is unequivocally articulated in our Equality Scheme

During the period of April- July 2021, 45 equality
screenings were undertaken and completed. In
accordance with the Trust’s statutory equality
responsibilities, the quarterly screening outcome
report is published online in the interest of
openness and transparency. Figure 1 shows the
breakdown of screenings by Directorate

The Trust has developed its 14t Annual Progress Report to the Equality Commission for Northern Ireland and this will be
submitted to the Equality Commission by 31st August. This report illustrates compliance with our Equality Scheme and
implementation of our statutory Section 75 duties to promote equality of opportunity amongst the 9 protected groups and to
promote good relations amongst the 3 protected groups. In addition to the progress report, the Trust will submit an update in
regard to year 3 of its 5 year Disability Action Plan and a further update in regard to its progress against year 3 of its 5 year
Disability Action Plan. These all provide assurance to the Executive Team, Trust Board, Equality Commission and any interested
stakeholders.

Mandatory equality training

180 172

100 g5

17 11

Apyi May June 11 July
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Appendix 1: Phase 6 Delivery Plan— to 315t July 2021

Delivery Plans - Phase 6 (July to September 2021)

JULY 2021
. L . L. Variance - % of Jul
Trust: Belfast Update as at 31st July 2021 luly 2019 Activity [1’:1"‘:1:::'“‘?;‘:;': ::"::::':UT:';;:: Delivered against Proj.ecti:;
Projected Delivered
SERVICE AREA METRIC
OUTPATIENTS - CONSULTANT (including Urology, Pain management
New Face to Face 12,973 7,239 8,303 -1,064 87%
Virtual 734 2,427 3,467 -1,040 70%
Total 13,707 9,666 11,770 -2,104 82%
Review Face to Face 32,157 17,654 19,291 -1,637 92%
Virtual 499 7,985 11,868 -3,883 67%
Total 32,656 25,639 31,159 -5,520 82%
Overall total 46,363 35,305 42,929 -7,624 82%
OUTPATIENTS - NURSE (excluding preassessment & nurse activity
New Face to Face 1,521 882 938 -56 94%
Virtual 24 218 322 -104 68%
Total 1,545 1,100 1,260 -160 87%
Review Face to Face 5,945 4681 4,673 8 100%
Virtual 1,469 2,380 3,317 -937 72%
Total 7,414 7,061 7,990 -929 88%
Overall total 8,959 8,161 9,250 -1,089 88%
Inpatients and Daycases (theatre cases)
Elective Admissions 1,686 1161 1,449 -288 B0%
Daycases 5,587 3,990 4,675 -685 85%
Endoscopy (4 scopes) 949 507 757 -250 67%
CANCER SERVICES
14 day % performance planned 100% 100% 100% 0% 100%
31 day % performance planned 90% 88% 90% 2% 98%
62 day % performance planned 41% 56% 45% 11% 124%
DIAGNOSTICS
MRI MRI 2,272 3,038 2,865 173 106%
CT CT (includes Cardiac CT) 5,667 5,851 5,170 681 113%
Non Obstetric Ultrasound 4,172 3,642 3,711 -69 98%
ECHO 1,977 1,609 1,650 41 98%
Total 14,088 14,140 13,396 744 106%
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Appendix 1: Phase 6 Delivery Plan— to 31st July 2021

9
ALLIED HEALTH PROFESSIONALS Elective /Scheduled Contacts
. New 3,240 1,469 1,424 45 103%
Physiotherapy -
Review 6,136 5,977 5,072 905 118%
. New 1,251 864 854 10 101%
QOccupational Therapy -
Review 3,485 3,648 3,284 364 111%
. . New 280 91 100 -9 91%
Dietetics -
Review 537 976 1,000 -24 98%
. New 195 82 142 -60 58%
Orthoptics -
Review 526 271 150 121 181%
New 453 278 326 -48 85%
Speech&Language Therapy -
Review 1,167 1,350 1,085 265 124%
. New 685 562 420 142 134%
Podiatry -
Review 4,249 3,564 3,906 -342 91%
Total 22,204 19,132 17,763 1,369 108%
MENTAL HEALTH Contacts
. New 705 556 705 -149 79%
Adult Mental Health (Non Inpatient) -
Review 7,601 6,590 7,493 -903 88%
. New 136 108 80 28 135%
Dementia -
Review 498 570 662 -92 B6%
New 207 123 207 -84 59%
CAMHS -
Review 2,705 2,205 2,705 -500 82%
. . New 246 200 -200 0%
Psychological Therapies -
Review 1,909 2,000 -2,000 0%
. . New Diagnostic 37 14 15 =l 93%
Autism Children's g -
New Intervention 74 53 35 18 151%
. New Diagnostic 3 0 1 Sl 0%
Autism Adults g -
New Intervention ] 0 1 -1 0%
Total 14,121 10,219 14,104 -3,885 72%
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DAY CARE AND DAY OPPORTUNITIES

Day Centre Attendances ELD & PSD 8,075 2,321 2,342 21 99%
LD 8,621 3393 3,500 -107 97%

ADULT SOCIAL CARE

Domiciliary Care Hours Delivered (Stat) 40,784 36103 36,500 -397 99%
Hours Delivered (Ind) 130,653 174,683 171,100 3,583 102%
Total 171,437 210,786 207,600 3,186 102%

COMMUNITY NURSING

District Nursing Contacts 21,657 15,657 21,000 -5,343 75%

Health Visiting Contacts 6,720 6011 6,600 -589 91%

28,377 21,668 27,600 -5,932 79%

Community Paediatrics New 286 182 123 59 148%
Review 2,044 1,840 1,860 -20 99%
Total 2,330 2,022 1,983 39 102%

Community Dental New 113 92 55 37 167%
Review 654 316 385 -69 82%
Total 767 408 440 -32 93%

Mental Health Admissions 35 51 35 16

CHILDREN'S SOCIAL CARE

Child Protection Referrals Referrals 41 61 40 21 153%

CPR Visits Visits NA 919 900 19 102%
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Appendix 2: Performance against Business Plan Objectives / Targets
—June/July 2021

Trust Performance against CPD Targets as at 31st July 2021

Key TOTALS
RAG (Red, Amber, Green) rating RAG CPD
Target / tolerance not met RED o 21
Within target / tolerance (10%) AMBER
Target met GREEN [ ) 3
Other : resettlement, funded activity 4
Total 35
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Appendix 2: Performange, against Bysiness Plan Objectives /

Targets — June/July 2021

TRUST PERFORMANCE REPORT RAG SUMMARY - 30th June 2021 S'F:r?.ls
CPD Ref Outcome area CPD
1.0 HCAI - MRSA 7.5% reduction of episodes regionally @
2.0 HCAI - C.Difficile 7.5% reduction of episodes regionally o
3.0 GP OOH - Urgent calls 20 minute triage
4.0 ED 4 hours - Trust - All sites. CPD target = 95% ®
5.0 ED 12 hours - Trust - All sites. CPD target = 0 [ )
6.0 ED triage < 2 hours CPD target 80% ®
7.0 Hip fractures < 48 hours. o
8.0 Urgent diagnostics < 2 days ®
9.0 Breast Cancer urgent patients < 14 days ®
10.0 Cancer urgent patients < 31 days
11.0 Cancer urgent patients < 62 days @
12.0 Outpatients waiting > 9 weeks for first Appt ®
13.0 Outpatients waiting > 52 weeks for first Appt ®
14.0 Diagnostic test. Waiting > 9 weeks ®
15.0 Diagnostic test. Waiting > 26 weeks. ®
16.0 IPDC waiting no longer than 13 weeks for treatment ®
17.0 IPDC waiting > 52 weeks for treatment ®
18.0 CAMHS waiting > 9 weeks. [
19.0 Adult MH waiting > 9 weeks. ®
20.0 Dementia waiting > 9 weeks.
21.0 Psych Therapies waiting > 13 weeks. @
22.0 Direct payments (SDS) 10% increase ®
23.0 AHP’s waiting > 13 weeks ®
24.0 LD discharges < 7 days Resettlement
25.0 LD discharges < 28 days Plan
26.0 MH discharges < 7 days
27.0 MH discharges < 28 days
28.0 Carers Assessments ®
29.0 Complex Discharge < 48 hours. o
30.0 Complex Discharge > 7 days o
31.0 Non-Complex Discharge < 6 hours
32.0 Funded activity - IPDC CPD n/a
32.0 Funded activity - OP CPD n/a
32.1 Endoscopy waiting > 9 weeks 38,0f 1257
33.0 Absence - Cumulative (one month behind)
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Belfast Health and
Social Care Trust

Hsc)

Minutes of the Confidential Trust board Meeting

Held on 2 April 2015 at 9.00 am
in the Boardroom, Trust Headquarters

PRESENT:

Mr Peter McNaney
Mr Les Drew

Mr James O’Kane

Dr Michael McBride
Mr Martin Dillon

Miss Brenda Creaney
Mr Cecil Worthington

IN ATTENDANCE:

Mr Brian Barry
Mr Shane Devlin
Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell

APOLOGIES:

Mr Tom Hartley
Mr Charles Jenkins
Dr Cathy Jack

Belfast City Hospital

Chairman

Non-Executive Director

Non-Executive Director

Chief Executive

Deputy Chief Executive/Director of Finance

Director Nursing and User Experience

Director Social Work/Children's Community Services

Director Specialist Hospitals and Women’s Health
Director Performance, Planning and Informatics
Director Human Resources/

Organisational Development

Director Adult, Social and Primary Care

Director Unscheduled and Acute Care

Director Specialist Surgery and Specialist Services
Head of Office of Chief Executive

Head of Communications

Non-Executive Director
Non-Executive Director
Medical Director

Mr McNaney welcomed everyone to the meeting.

07/15 Minutes of the Previous Meeting
The minutes of the confidential Trust Board meeting held on 5
February 2015 were considered and approved.

08/15 Matters Arising

There were no issues raised.
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Chairman’s Business

a. Conflicts of Interest

There were no conflicts of interests reported.

b. Non-Executive Director Vacancies — Update

Mr McNaney thanked Mr Drew, Mr Hartley and Mr Jenkins for agreeing
a further extension to their role to the end of June 2015, pending the
appointment of the new Non Executive Directors’. He advised that it
was hoped the Minister would announce the new appointees in the
near future.

Chief Executive’s Business
a. Letter of Concern — Nursing Staff, Musgrave Park Hospital

Mr Barry briefed members on a letter of concern received from nursing
staff within Musgrave Park Hospital (MPH) which had received media
coverage. The issues raised include concerns regarding orthopaedic
patients being transferred to MPH in the evening and the cancellation
of elective orthopaedic procedures.

Dr McBride advised that the issues raised were being looked at by
management. He indicated his disappointment that the BBC had
published the story without establishing the facts.

Mr Drew and Mr O’Kane referred to a similar incident in the press in
early 2014 relating to the transfer of an elderly patient at night and
assurance given by management that procedures had been reviewed
to prevent late night transfers of patients.

Mr McNaney asked that Trust Board be fully briefed on the outcome of
the Trust review of the issues.

Decision: - Letter of Concern — Nursing Staff, MPH noted
b. RGH Phase 2B: Critical Care Building: Update

Mr Dillon reminded members of the issues previously reported
regarding damaged pipework in the new Critical Care Building on the
RVH site and the impact on the completion of the building. There had
been a series of meetings with the contractor to guarantee the building
was completed to the required specification to ensure a safe
environment to provide health care.
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(Contd.)

Mr Dillon advised that it was anticipated the building would be handed
over to the Trust on 10 April 2015.

However, due to the current financial situation the HSCB had indicated
that the commissioning of the Critical Care building could be delayed
because of financial constraints in 2015/16. Mr Dillon advised that
there were on-going discussions with HSCB regarding the high priority
services transferring to the new building.

Dr McBride advised that it was important the HSCB fully understood
the risk implications delaying the building opening.

Mr Dillon said the Trust was proceeding with its plans to at least
transfer the ED services to the new building.

Members expressed concern at any delay in the new building
becoming fully operational.

In response to a question from Mr McNaney, Mr Dillon advised that
plans were well advanced to expand the Ambulatory Care provision
into the temporary ED building once it was vacated were well.

Following a question from Mr O’Kane, Mr Dillon advised that the Trust
would only take procession of the new building when the Trust's
Design Team had signed the Certificate of Practical Completion.

Following a question from Mr Drew, Mrs Owens advised that the Trust
was currently recruiting staff in preparation for the new Critical Care
building becoming operational.

In noting the position members expressed concern at any delay in the
commissioning of the new building Mr McNaney suggested the
Permanent Secretary be invited to a briefing on the IMPACT project.

Decision: - RGH Phase 2B: Critical Care Building Update noted
c. Morbidity and Mortality Figures — Update

Dr McBride advised that due to a higher number of deaths in older age
groups in January and February compared with previous years an
Early Alert had been submitted to the DHSSPS. He explained that
evidence would indicate a similar pattern across England and Wales.
However, the Trust was undertaking a review of every death as part of
the Mortality and Morbidity Review System and would also be looking
at significant random samples within medical wards. The Trust would
also carry out a benchmarking exercise with peer Trusts.

385 of 1257



10/15

11115

MAHI - STM - 302 - 386

(Contd.)

In noting the position Mr McNaney asked that Trust Board receive an
update when review had been completed.

Decision: - Morbidity and Mortality Figures — Update noted
d. Tissue Pathology — Update

Mrs Welsh briefed members on an Early Alert/SAl within the Tissue
Pathology service as a result of a technical malfunction.

Members noted that the fault had been identified quickly to limit the
impact to patients. A review was currently being carried out and a
further update would be given at a future meeting.

Decision: Tissue Pathology — Update noted

Deputy Chief Executive/Director Finance, Estates and Capital
Planning

a. Draft Reform and Savings Plans for 2015/16

Mr Dillon presented an update of the draft Reform and Savings Plans
for 2015/16 which had been presented at the Extraordinary
Confidential Trust Board in January. He explained the main changes
were that there was now clarity on the proposals which are “supported”
and/or “supported in principle” by the HSCB, LCG and PHA,; the total
yield expected from these proposals is estimated at £17m for 2015/16;
the gap of approximately £23m against the total Trust target of £40m
remains unresolved, therefore, further direction was awaited from the
HSCB on the options to achieve the statutory duty to breakeven.

Mr Dillon advised that the plan had also been informed by internal
deliberations, legal advice and discussions with the HSCB and
DHSSPS, regarding adherence to statutory and good practice
guidance in respect of equality and consultation processes.

Mr Dillon explained that the main risk within the plan related to the
implementation of the Social Care Reform proposals, which will be of
major public and political interest, and will require time to ensure that
due process is followed within the planning processes, including full
and meaningful consultation exercises.

Mr McAlister advised that a preliminary equality screening of the overall
Reform and Efficiency Plan had been completed and given its strategic
nature, the outcome of this was to subject the Plan to on-going
screening. On the basis of the information currently available a
number of the proposals will need to undergo public consultation and
engagement process.
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11115 (Contd.)

Mr O’Kane expressed his frustration with the way in which the Health
budget was allocated and the implications for Trusts trying to manage
and provide efficient services whilst addressing the Reform and
Modernisation agenda.

Mr Dillon said he shared Mr O’Kane’s frustrations and his further
concern was that there was no provision for service developments
within the current system wide financial plan.

In considering the contents of the plan members’ expressed concern
regarding the proposal to withdraw the “financial rewards” system for
day centre clients in Muckamore Abbey Hospital and the impact on
very vulnerable people. Following discussion it was agreed that this
proposal should be removed from the draft plan.

Mr McNaney reminded members that the Reform and Savings Plans
for 2015/16 would be considered at the public meeting for formal
approval.

Decision: Draft Reform and Savings Plans for 2015/16

12/15 Any Other Business

There were no further items of business raised.
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TRUST BOARD WORKSHOP

Thursday 2 July, 2015 at 10.00 am
Boardroom, Administration Building,
Muckamore Abbey Hospital

AGENDA
1. Chairman’s Business

1.1. Apologies
1.2 Conflict of Interest
1.3 Proposal for Non Executive Director Induction (Overview)

2. Service Users’ Stories —

Community Learning Disability Services - Presentation
e Aine Morrison Service Manager, Learning Disability Service
lsensitive & personal data Service Users

3. Chief Executive’s Business

3.1 Emerging Issues
a. Critical Care Building — Update

4. Director Adult, Social and Primary Care

4.1 Acute Care in the Home — The Frail Elderly Initiative
- Presentation

e Dr Jan Ritchie, Consultant Geriatrician

e Gabby Tinsley, Service Manager, Older People’s Services

6. Director of Human Resources/Organisational Development
6.1 lIIP Mock Assessment Results - Presentation

5. Director of Performance, Planning and Informatics

5.1 New Directions 2 — Discussion
5.2 Performance Report
5.3 Trust Delivery Plan 2015/16 - Draft

7. Deputy Chief Executive/Director Finance,
Estates and Capital Development

7.1 Finance Report - to follow
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Minutes of the Trust Board Meeting
Held on 3 September, 2015 at 10.00 am
in the Boardroom, Trust Headquarters

Belfast City Hospital

PRESENT:
Mr Peter McNaney Chairman
Professor Martin Bradley Non-Executive Director
Dr Paddy Loughran Non-Executive Director

Mr James O’Kane

Mrs Nuala McKeagney
Dr Michael McBride
Mr Martin Dillon

Miss Brenda Creaney
Dr Cathy Jack

IN ATTENDANCE:

Mr Brian Barry
Mr Shane Devlin
Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzeli

Dr Julian Johnston

Mr David Best

Mr Barney McNeany

APOLOGIES:

Mrs Miriam Karp,
Dr Val McGarrell
Ms Anne O'Reilly
Mr Cecil Worthington

Non-Executive Director

Non-Executive Director

Chief Executive

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience
Medical Director

Director Specialist Hospitals and Women’s Health
Director Performance, Planning and informatics
Director Human Resources/

Organisational Development

Director Adult, Social and Primary Care

Director Unscheduled and Acute Care

Director Specialist Surgery and Specialist Services
Head of Office of Chief Executive

Head of Communications

Policy and Legislation Unit, DHSSPS

Policy and Legislation Unit, DHSSPS
Co-Director,

Non Executive Director

Non Executive Director

Non Executive Director

Director Social Work/Children’s Community
Services

Mr McNaney welcomed everyone to the meeting with a special welcome to Dr Paddy
Loughran attending his first meeting following his recent appointment as Non
Executive Director.
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Minutes of Previous Meeting

The minutes of the Trust Board meeting held on 4 June, 2015 were
considered and approved.

Matters Arising

There were no items raised.

Chairman’s Business

a. Conflicts of Interest

Professor Bradley referred to the agenda items relating to the future
delivery of Learning Disability and Mental Health Day Services and
wished to record a potential conflict of interest as he had served as
Chair on the NI Association for Mental Health.

b. Non Executive Director Appointments — Update

Mr McNaney was pleased to report that Mrs Miriam Karp had been
appointed as Non Executive Director for a 4 year term commencing 1
September, 2015.

¢. Trust Board Sub-Committees/Panels

Mr McNaney tabled a paper outlining Non Executive appointments to
the Trust Board Sub-Committees for information.

d. Chairman’s Awards

Mr McNaney advised that the Chairman’s Awards would be announced
at an event being held in the Belfast City Hall on the evening of 5
November, 2015 and encouraged everyone to attend. He also thanked
the Non Executive Directors who had sat on the judging panel and
attended the follow up visits to each of the projects.

Mrs McKeagney, Dr Loughran and Professor Bradley said they had
been impressed with the high standard of applications and had found
the visits very useful in getting an understanding of the services
provided by the Trust.

Chief Executive’s Business

i Emerging Issues

a. Critical Care Building, RVH

Mrs Owens reported on the successful transfer of the ED, RVH to the
new Critical Care building on 19 August, 2015.
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Dr McBride was pleased to report that initial indications were that the
new models of care had seen an improvement on the performance
targets and a reduction in the number of admissions. He further
advised that he would be writing to the Permanent Secretary and Chief
Executive, HSCB to thank both organisations for their support and
confidence in the Trust to allow the Trust to deliver a step change in
the efficiency of patient flow in unscheduled care and maximise the
safety and effectiveness of unscheduled care services offering a much
improved patient experience.

Mr Dillon paid tribute to all grades of staff involved in the preparation
and transfer of the ED and advised that the Executive Team would be
hosting a recognition event at lunchtime on 30 September, 2015 to
acknowledge the important role they had played in the successful
transfer of services to the new building.

Mr McNaney, on behalf of Trust Board, wished to record grateful
thanks to all staff involved in the transfer and service improvements,
resulting in better patient experience.

It was agreed that arrangements should be made for the Non
Executive Directors to visit the new Critical Care building.

ii. Annual Report 2014/15

Dr McBride presented the Annual Report for 2014/15 which had been
considered by the Audit Committee on 2 June 2015.

Mr McNaney paid tribute to all staff involved in the publishing of the
report, which he reflected provided an excellent summary of the work
of the Trust.

Mrs Dalzell advised that in addition to publishing copies of the Annual
Report an electronic version would be available on the Trust website.
Also a series of video clips highlighting specific Trust services would be
featured on the intranet site.

Safety and Quality

a. Performance Report

Mr Devlin presented the Performance Report for the period ending July
2015, indicating that of the 37 standards and targets the Trust was
delivering/slightly behind/expected to achieve the required level of

performance in 19. The remaining targets were currently and would
continue to be a challenge for the Trust to achieve.
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Miss Creaney referred to the performance in relation to HCAIls and
explained that significant work was being done to focus on areas where
poor performance was being reported.

In response to comments from Professor Bradley and Dr Loughran,
Miss Creaney advised that all patients are monitored for HCAIs on
admission and individual Root Cause Analysis carried out on each
case.

Mrs Welsh gave an overview of action taken by the Trust to improve
performance in the 14 day breast cancer target. A recovery plan had
been developed to manage the increased level of referrals into the
service, whilst dealing with key staff absences. Mrs Welsh explained
that that the Trust continued to liaise with the HSCB regarding regional
capacity issues and the impact on the 62 day Inter Trust Transfer (ITT)
target.

Mr Devlin referred to the Elective Care Diagnostic Waiting Times and
explained the targets within this area remained a challenge not only
due to additional investment being required but also capacity issues.
He explained that currently funding was not available for additional
activity resulting in an increase in waiting times for a number of
specialties. An Elective Improvement Project had commenced to
identify opportunities to optimise performance.

Mr McNaney stated that given the current HSCB position regarding the
use of the Independent Sector it was inevitable that waiting lists would
continue to increase.

Mrs McKeagney sought clarification in relation the number of cancelled
out-patient appointments.

Mr Devlin explained that whilst an appointment may be cancelled the
figure in the report does not reflect those appointments rearranged.
Detailed reports of reasons for cancellations by speciality and
consultant are reviewed and the Out-Patient Modernisation Groups are
focusing on identifying actions to support a reduction in cancellations
for 2015/16.

Decision: Performance Report noted for Assurance.
b. Regional Mortality and Morbidity Review

Mr McNaney welcomed Dr Julian Johnston and Mr David Best, Death
Certification Policy and Legislation Unit, DHSSPS to the meeting.
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Dr Johnston explained that commencing August 2016, the Regional
Mortality and Morbidity Review system (RM&MRs) will be introduced
throughout hospitals in NI. He pointed out that among
recommendations from the Francis report(s) is a requirement that
clinical teams review and learn from issues surrounding the deaths of
their patients.

Dr Johnston advised there are about 170 hospital deaths in the BHSCT
each month. Until recently, there was no systematic method of
collecting the details entered onto the paper Medical Certificate of
Cause of Death (MCCD) or reported to the Coroner and no Trust-wide,
guaranteed, routine assurance that every death was clinically
reviewed.

Since the spring 2013, the Belfast Trust had used a computerised
system (M&MRs), accessed via the Intranet HUB, for recording all
hospital death details which are then checked by Consultant staff and
reviewed at Trust wide Morbidity and Mortality (M&M) meetings.

The M&MRs allow the routine:-

e collection of details entered onto the MCCD, Stillbirth Certificate,
and Coroner.

e review by Consultant Staff and M&M meetings of the deaths,

e recording of discussion, learning lessons and actions plans from
these discussions,

e collection of information at M&M meetings for appraisal purposes.
and will establish universal M&M meetings as a foundation of local
clinical governance.

s evolve into multidisciplinary M&M meetings.

The functionality of the Belfast Trust M&MRs will form the basis of the
RM&MRs.

Dr Johnston advised that the process will challenge the Trust in,
continuing support for this Regional initiative; and aiding the funding of
and support to M&M leads; blending and incorporating this
reinvigorated ‘frontline’ clinical M&M review of patients deaths into the
already developed ‘corporate’ Clinical Governance and incident
reporting work. He pointed out that benefits realised will be two
directional and ultimately should be become a unified ‘governance’
workflow - from top to bottom and vice versa.

Dr Jack explained that Dr Stevens, former Medical Director, had lead

on the established the M&MRs in 2013 and the system was well
embedded within the Trust.
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In the discussion which followed members endorsed the introduction of
the M&R system, but noted the need for resources to be available to
support the system.

Dr McBride pointed out that the M&MRs was in line with the statutory
requirements of the Coroners Act.

Mr McNaney thanked Dr Johnston and Mr Best for their attendance
and they then left the meeting.

c. Safetember

Dr Jack explained that during September the Trust was running the
Safetember campaign with emphasis on improving programmes/
initiatives around safety and quality for services users. There would be
a number of events held throughout the Trust to provide staff with an
opportunity to share their safety and quality improvement work and
also a listening day for patients and clients to share their suggestions
as to how care could be delivered to make them feel safer.

Members welcomed the initiative.

Deputy Chief Executive/
Director Finance, Estates, Capital Development

a. Finance Report

Mr Dillon presented the finance performance report for the period
ending 31 July 2015. He referred to the draft Trust Delivery Plan (TDP)
presented at the June Trust Board workshop, which provided an outline
of the Trust's draft financial plan which projected a year-end deficit of
£13.5m. This £13.5m comprised a savings shortfall of £9m in relation
to unmet acute reform savings carried forward from 2014/15, and
£4.5m of 2014/15 cost pressures which, although not contested by the
HSCB, remained unfunded.

Mr Dillon explained in the intervening period, detailed discussion and
collaborative planning had taken place between Trust and HSCB
resulting in a revised financial plan, showing a reduced deficit of £4m,
has been developed. This revised plan was submitted to HSCB as an
addendum to the TDP on 30 July 2015. The revised TDP deficit
reflected a reduction in anticipated cost pressures, slippage on in-year
investments, additional savings and an accounting adjustment in
relation to holiday pay.
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Members noted that in order to achieve the 2015/16 TDP forecast
position, the Trust must fully deliver its 2015/16 savings target of
£20.3m. In addition, the Trust must continue to maintain workforce
savings of approximately £18m in 2015/16. Furthermore, any new
unavoidable pressures emerging in 2015/16 need to be fully funded by
the HSCB. At the end of July 2015, the Trust was reporting a deficit of
approximately £5.1m, which was in excess of the expected position at
this stage of the year.

Mr Dillon pointed out that whilst it was early in the financial year, the
current position is nonetheless concerning and immediate action must
be taken by Directors to ensure that they recover budgetary and
savings shortfalls and bring workforce levels back to the £18m target in
the remaining months of the year. He advised that the Trust would
continue dialogue with the HSCB to resolve the residual in-year deficit.

Members noted the financial position.
Decision: Finance Report — 31 July 2015 — Noted
Director of Adult Social and Primary Care

Ms McNicholl explained that Trust Board approval was being sought to
proceed to public consultation in relation to the future delivery of
learning disability and mental health day services for people living in
Belfast and invited Mr McNaney, Co-Director, Mental Health and
CAMHS, to brief members.

a. Delivery of Learning Disability Services for People living in
Belfast — Proposed Consultation and EQIA

Mr McNeany gave an overview of the proposal and explained the
future service provision would have two aspects:

e Day Care for people with complex needs, which will be largely
based in Day Centres and

e Day Opportunities- a package of community based day time
activities.

As more Day Opportunities are developed in areas such as further
education, training, supported employment and social activities the
demand for centre based places will reduce allowing for the closure of
some smaller centres.

The Trust vision is about delivering support to Learning Disability
Service Users with less complex needs through a range of Day
Opportunities as opposed to traditional Day Centre care delivered
solely by health and social care.

395 of 1257



39/15

MAHI - STM - 302 - 396

(Contd.)

Instead the focus is on service users and staff working together to
develop and implement individual person centred plans and utilising
activities and resources available through a range of agencies. Itis
envisaged that in the longer term, across Belfast there will be Day
Centre services in each locality North, South, East and West of the city,
together with a developing range of Day Opportunities provided by
satellite services. The Trust will consult further, as required, on the
reconfiguration of Day Centre services across the city as Day
Opportunities increase and individual's assessed needs change.

It is proposed, therefore to merge day centre services currently
provided from the Suffolk, Mica and Fallswater Centres in West Belfast.
It is proposed that Fallswater Day Centre, the smallest of the three
would merge with the Suffolk and Mica Centres, resulting in moving
from three Day Centres to two in West Belfast. A full range of services
would still be provided, with enhanced day opportunities offered within
the remaining seven centres (hubs) and in partnership with the
community and voluntary sector (satellites). Individual needs
assessment and person centred planning with service users and carers
will be central. It was noted that an EQIA would be included as part of
the consultation process

Following a question from Professor Bradley, Mr McNeany advised that
day centre services would continue to be available for users with more
complex needs.

Mrs O’Reilly said the proposal was innovative and was about better
provision of services.

In the discussion which ensued members expressed the view that the
proposal would create an opportunity for service users to receive more
person centred care.

Decision: Delivery of Learning Disability Services for People living in
Belfast — Proposed Consultation and Equality — Approved.

b. Delivery of Mental Health Day Services for People living in
Belfast — Proposed Consultation and EQIA

Mr McNeany referred to the significant reform of mental health services
in line with the Bamford Review of Mental Health and Learning
Disability (2007); with services aiming to promote empowerment,
choice and recovery for those with mental health needs. Belfast Trust
Mental Health Services are committed to working in partnership to
deliver quality services which facilitate personal recovery and support
and sustain individuals with mental health problems to live as full a life
as possible. The consultation outlines a proposal to modernise the
way Mental Health Day Services are currently delivered in Belfast.

396 of 1257



39/15

MAHI - STM - 302 - 397

(Contd.)

Mr McNeany explained that in recognising that changes to the current
model may be difficult for those individuals who have been attending
services for a long time; and that it will take time for the wider
development of mental health services to be completed, therefore a
stepped approach was being proposed for the creation of Mental
Health Day Opportunities service. He advised that it was it was
envisaged reducing current day centre based service capacity to focus
on those most in need. The Trust will provide such services for the
duration individuals require a day centre service, which will work on
promoting quality of life, independence and social inclusion and access
pathways to other resources and organisations.

Mr McNeany advised that the Trust would ensure that current service
users’ needs were reviewed, individualised recovery plans drawn up, in
partnership with them and their families/carers and support would be
provided in cases where clients would be moving on. Where
individuals require continued centre-based care, we will support them
in the transition to the Day Opportunities model and in the longer-term
to access services best meeting their needs.

Members were advised that the Trust realised that this may mean a
significant change for current service users and the Trust would
ensure that each service user had a robust individualised assessment
of their current needs and receive support to devise their personal
recovery plans for the way forward. The Trust would support service
users, whose needs are currently met by on-going centre based care,
and their families and carers, in any transition that is required, ensuring
that they can avail of a service best matched to their needs. In relation
to the existing day centre service users in North Belfast (Everton) or
Whiterock, should there be a change in location of where they usually
attend, the Trust will consider providing transport solutions for a limited
period of time based on individual need.

Mr McNeany advised that it was the belief of the Trust that the
proposed model would better meet the demand for Day Opportunities
and allow for staff and resources to focus on better meeting the needs
of our service users rather than on maintaining multiple buildings. The
proposed model would allow services to be more flexible and socially
inclusive.

In response to a comment from Professor Bradley, Mr McNeany
advised that with the development of alternatives to day centre care
such as educational placements day centre attendances were
reducing.

In the discussion which followed members endorsed the proposal,
welcoming the more person centre approach offering more sociable
opportunities for service users and less institutional type care.
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Decision: Delivery of Mental Health Day Services for People living in
Belfast — Proposed Consultation and EQIA - Approved

Director of Human Resources and Organisational Development

a. Equality Scheme Section 75 Annual Progress Report
b. Disability Action Plan
c. Section 75 Action Based Plan - Updates

Mr McAlister presented the eighth annual progress report to the
Equality Commission for the reporting period 1 April 2014 to 31 March
2015, which fulfils statutory requirements as outlined in the Trust’s
Equality Scheme and detailed progress in regard to Section 75 of the
NI Act 1998 and Section 49A of the Disability Discrimination Order
2006, together with the Disability Action Plan and the Section 75 Action
Based Plan updates.

The reports provided an overview of the strategic commitment and top
level support of the equality and disability agenda, including the
significant programme of training, communication and information
provided to ensure that statutory duties are mainstreamed.

Mr McAlister referred to the first edition of “Equality Bites” newsletter
which was designed to give a flavour of some of the positive things
going on within the Trust in relation to Equality and Human Rights.

Mr McNaney acknowledged that the reports were very comprehensive
and welcomed the introduction of the newsletter which was particular
useful in highlighting the good work going on within the Trust in respect
of equality.

Following consideration members approved the Annual Progress
Report, the Disability Action Plan and Section 75 Action Based Plan,
which would be forwarded to the Equality Commission for formal
approval

Decision: Equality Commission NI — Annual Progress Report, Disability
Action Plan and Section 75 and Disability Action - Approved

Director of Surgery and Specialist Services

a. Business Case — 100K Genomes Project — to develop a NI
Genomic Medicine Centre

Mrs Welsh referred to the 100Kk Genomes Project a regional
proposal, partially led by the NI Pathology Network and now with

Belfast Trust as the lead and the organisation which will ultimately
host the NI Genomic Medicine Centre (GMC).

10
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She advised that DHSSPS had requested the Trust to formally
submit a business case.

Mrs Welsh explained the NIGMC would co-ordinate the collection of
DNA and health records data for consenting patients with cancer
and rare diseases. The sequencing of their genomes and analysis
of records would mean that these patients will have a more rapid
and accurate diagnosis and therefore a shorter pathway to
appropriate treatment and care. Ultimately, patients should need
fewer clinical appointments and the cost of testing will be reduced.
The data will be included in a UK-wide anomyised data bank for
analysis by disease specific Clinical Interpretation Partnerships
(CIPs) to develop new tests and treatments that can be targeted to
individual patient needs.

Mrs Welsh advised that the business case had to be submitted to
DHSSPS with part of the funding also sought from Medical
Research Council (MRC). MRC deadlines led to some haste in
seeking approval for the business case. Due to the timing of Trust
Board meetings over the summer the Chairman and Chief
Executive had approved the business case for submission to
DHSSPS in early July, subject to retrospective approval being given
by Trust Board.

Following consideration members gave retrospective approval to
Business Case — 100K Genomes Project to develop a NI Genomic
Medicine Centre.

Decision: Business Case — 100K Genomes Project to develop a NI
Genomic Medicine Centre — Retrospective Approval

b. Precision Medicine Catapult

Mrs Welsh referred to a recent announcement by the UK
Government regarding the creation of a Precision Medicine
Catapult and explained that this would be developed on a hub and
spoke basis with five Centres of Excellence.

Mrs Welsh was delighted to report that Northern Ireland will be one
of the Centres of Excellence, following a successful bid to the
sponsoring organisation Innovate UK. She explained that the key
component of the NI bid was the Molecular Pathology Laboratory
(NIMPL) which is a joint venture between the Trust and QUB.

NI will play a significant role in the collection and analysis of clinical
data at scale, testing and validation of new precision medicine

ready clinical trial models and the development of HSC/NHS
adoption routes for precision medicine.

11
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Mrs Welsh advised that the ultimate vision was the development of
robust clinically validated new molecular diagnostic tests and the
potential for Industry to scale up in Northern Ireland.
Members welcomed the Trust’s involvement in the Precision
Medicine Catapult and congratulated all staff involved in Northern
Irelands successful bid.

42/15 Audit Committee — Minutes 23 April 2015

Members noted the contents of the minutes of the Audit Committee
meeting held on 23 April 2015.

43/15 Assurance Committee — Minutes — 5 May 2015

Members noted the contents of the minutes of the Assurance
Committee meeting held on 5 May 2015.

44/15 Any Other Business
There were no items raised.
45/15 Date of Next Meeting

Members noted the next meeting was scheduled for 5 November,
2015.

12
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Minutes of the Confidential Trust Board Meeting
Held on 5th May, 2016 at 9.30 am
in the Boardroom, King Edward Building
Royal Victoria Hospital

Present

Mr Peter McNaney
Dr Michael McBride
Mrs Miriam Karp,

Mrs Nuala McKeagney
Mr Gordon Smyth

Ms Anne O'Reilly

Mr Martin Bradley

Mr Martin Dillon

Miss Brenda Creaney
Dr Cathy Jack

Mr Cecil Worthington

IN ATTENDANCE:

Mr Aidan Dawson

Mr Shane Devlin
Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell
Ms Joan Wells

Mrs Angela Muldoon

APOLOGIES

Professor Stuart Elborn
Dr Patrick Loughran
Ms Anne O’Reilly

Mrs Bernie Owens

Chairman

Chief Executive

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience
Medical Director

Director Social Work/Children’s Community
Services

Director Specialist Hospitals and Women’s Health
(Interim)

Director Performance, Planning and Informatics
Director Human Resources/

Organisational Development

Director Adult, Social and Primary Care

Director Unscheduled and Acute Care

Director Surgery and Specialist Services

Head of Office of Chief Executive

Head of Communications

Co-Director Specialist Hospitals\Women’s Health
Service User

Minute Taker

Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Unscheduled and Acute Care
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12/16 Minutes of the Previous Meeting

The minutes of the previous meeting held on 3 March, 2016 were considered
and approved.

13/16 Matters Arising
There were no items raised.

14/16 Chairman’s Business
a. Conflict of Interest
There were no conflicts of interest report.
b. Trust Board Development Programme
Mr McNaney thanked members for their participation in the recent two day
workshop as part of the Board development programme, highlighting how
successful this had been. It was agreed that the Trust Board workshop
scheduled for 9 June would provide an opportunity to begin taking forward
four workstreams identified during the workshop.
Mr McAlister agreed to draft a letter thanking the facilitators for their
assistance with the Board Development programme on behalf of Dr McBride
and Mr McNaney.

15/16 Chief Executives business

a. Glenmona Resource Centre

Dr McBride invited Mr Worthington to provide an update in relation to the
Glenmona Resource Centre

Mr Worthington provided a verbal summary of progress on the established
work streams to oversee the transfer of services to Belfast Trust and range of
forums in place.

Mr Worthington highlighted concerns raised via Whistle Blowing a year ago
which had resulted in staff dismissal, an appeal ongoing which in relation to
this whilst, Glenmona management had indicated this could not be heard
within the timeframe leading up to transfer of services, the Trust had made it
clear transfer would have to be delayed to accommodate completion of this
process. The Directorate of Legal Services and Glenmona solicitors were
have been in ongoing communication regarding the process.

Mr McAlister advised that under Transfer of Understanding (Protection of

Employment (TUPE), Glenmona must process the appeal, liability |||l
LEGAL ADVICE PRIVILEGE
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Mr McNaney asked if there was a written document detailing what
undertakings were included and what was not post 30 June, giving an
example of pensions for existing staff.

Mr Worthington advised communication with the HSCB, Trust representatives
including Mr McAlister and Mr Dillon was concluding and will confirm what is
being transferred to the Trust.

Prof Martin Bradley queried what the due diligence report covered, Mr
Worthington stated three workstreams were taking forward a due diligence
process which included an estates report.

Following a further query regarding any outstanding HR issues, Mr
Worthington advised an independent report had been completed which
reviewed practice; no serious practice concerns had been flagged.

Mrs Miriam Karp queried about the system for monitoring performance and
quality commenting that there may be learning from such an important
service.

Mr McNaney queried who the contractual relationship is between.

Mr Dillon advised the HSCB commissioned these services from the Trustees
on behalf of the Region; from 1 July 2016 this will be commissioned from
BHSCT.

Mr McNaney asked that a written document be provided to Trust Board
setting out full liabilities to ensure clarity and complete understanding with an
opportunity for Trust Board to consider. Mr Worthington confirmed this was
being progressed and will be presented to Glenmona Trustees for sign off ,
together with the HSCB and DHSSPS.

Dr McBride advised sign off must include the DHSSPS and HSCB and cover
due diligence, Finance, Estates, Workforce (historical and current) and that
this will be required to provide assurance.

Mr McNaney added that the Trust Board will require the heads of
organisations involved in this transfer to sign the document discussed.

Mr Worthington undertook to advise the key stakeholders what is required by
the Trust Board.

b. Congenital Heart Disease Network Update

Dr McBride invited Mr Dillon to provide an update.

Mr Dillon drew Trust Broad member’s attention to the update provided in
papers and summarised the key risks highlighted. He further advised

members that the DHSSPS had issued a press statement recently which had
included a timetable against actions.
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Projection for this calendar year was 15 children transferred to Dublin
compared to 22 children who received treatment in 2015/16. There had been
a proposal that another group of children could be accommodated at Dublin to
help build public confidence however Dublin had some reservations.

Dr McBride added that the current service level agreement was for urgent
cases which last year was 22-23. The low number this year was due to a
lower number requiring urgent surgery and that Dublin were within their rights
in relation to the agreed SLA and some negotiation would be required.

Following a query from Prof Martin Bradley, Dr McBride clarified that the
business case is accepted in principal and money is not the issue, the main
difficulty is a staffing issue, whilst this is a concern this cannot be resolved by
the Trust..

Miss Creaney outlined work completed and further explained the nurse
staffing issue across all Dublin hospitals with staff migrating elsewhere over
many years.

In response to a query from Mr Smyth, Miss Creaney advised there had been
discussion regarding incentivising but the market is currently very open and
Dublin very expensive, a number of options remain under consideration but
the big issue remains supply of nurses .

In response to a query from Mrs Karp, Dr McBride confirmed that the
arrangements where well stablished and earlier concerns around transfer and
serious adverse incidents had been addressed.

Dr Jack added that the last SAl had been 18 months ago with no recurrence
and the service for urgent cases is consistent and without concern.

Dr McBride further highlighted the successful transfer of the now established
service in relation to Paediatric Cardiology at Dublin, commending the team
for their work in relation to this.

Mr Dillon further summarised the project plan into 2018 -2019 and explained
that parents remain anxious

Further discussion followed in relation to negative media and it was agreed
that the Trust would continue to redress the balance as appropriate with
positive news stories.

Mr McNaney confirmed the report and actions had been noted by Trust Board

404 of 1257



16/16

MAHI - STM - 302 - 405

c. Future Delivery of Mental Health Day Services and Learning Disability
Services to the People of Belfast — Public Consultations

Dr McBride invited Ms McNichol to provide a verbal update on the process to
date.

Ms McNichol briefly recapped on the process of the two pubic consultations in
respect of the Future Delivery of Mental Health Day Services and Learning
Disability Services to the People of Belfast. The public consultation had
commenced in September and concluded on 10 December 2015. Ms
McNicholl confirmed there had been significant level of feedback in relation to
proposals via a number of channels, including individual contact, petitions and
public meetings. Currently the teams were analysing this information and had
sought legal advice in preparing a report which was now being finalised. The
next step would be to present a final draft of recommendations to Executive
team before bringing this the final document to a Public meeting of Trust
Board for approval for onward submission to the HSCB.

Mr McNaney sought clarity around timescales and after discussion it was
agreed that this item should be brought to a single agenda item Extraordinary
Trust Board public meeting, preferably before July 2016.

Ms McNichol agreed to action.
Report of Remuneration Committee — 5 May 2016
Mr McNaney excused Directors’ for this item of business.

Mr McAllister advised that the Remuneration Committee had met on 25 April
2016 and presented a report of the meeting for consideration.

i. Performance of the Chief Executive 2014/2015

Mr McAlister advised that consideration had been given to the Chief Executive
Performance report from the Chairman which noted that for the reporting
period in question the position had been held by 3 individuals. In terms of this
overall assessment the Committee had noted and accepted the Chairman’s
recommendation that no assessment be made for Mr Donaghy as he was
only in post for three months, that Mr Dillon’s performance be assessed as
fully acceptable and that the four month period that Dr McBride held the post
be taken forward and included within the Chairman’s performance
assessment for 2015/16.

Mr McNaney added the monumental contribution both Mr Dillon and Dr
McBride had made during this period should be noted.
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ii. Performance of the Senior Executives 2014/2015

Mr McAlister confirmed the Remuneration Committee had considered the
recommendations from the Chief Executive in relation to the performance of
the Directors and found the Directors’ performance to be fully acceptable.

iiii. Senior Executive Pay Award 2015/2016 - HSC (SE) 1/2016

Mr McAlister referred to the Departmental Circular HSC(S) 1/2016 regarding
Senior Executive pay and explained that:

1. This Circular provided details of the level of pay progression based on
performance for Senior Executives in the period 1 April 2015 to 31 March
2016.

2. The performance levels as set out in Circular HSS (SM) 3/2001 2/2003
were amended as follows:

Performance Pre 23 December Post 23 Dec 2008
Rating 2008 contracts contracts

Fully Acceptable 2% consolidated 1% non-consolidated
Incomplete 0.5% consolidated  0.5% non-consolidated
Unsatisfactory 0% 0%

Members noted that where an individual, who is entitled to an increase under
the terms of this circular, has reached the maximum of the pay band they will
receive a non-consolidated payment equal to the value of pay award. HSC
Employers are also reminded that there is no automatic entitlement to the
maximum increases for the performance banding awarded.

On the basis of the performance assessment reports presented by the
Chairman and Chief Executive to the Remuneration Committee today this
Circular would be applied as follows to those Senior Executives employed
within the Trust at 1 April 2015.

iv. Salary of the Interim Director of Specialists Hospitals and
Women'’s Health

Mr McAlister referred to the appointment of Mr. Aidan Dawson to the post of
Interim Director of Specialist Hospitals and Women’s Health on 1 March 2016
Mr Dawson is substantively employed as a Co-Director band 8D with a
regular on-call availability allowance.

Following correspondence with the DHSSPS the Committee noted that that
the 10% increase on promotion applies only to basic salary.

The Committee noted that it is likely Mr Dawson will challenge this as he was
in receipt of a superannuable allowance for on-call while a Co-Director and
therefore may assume this would have been included in the calculation.
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V. Salary of the Director of Acute Unscheduled Care for 2013/14

Mr McAlister referred to the meeting of The Remuneration Committee in
September 2015 when it met to consider the Directors Performance
Assessment for 2013/14 had been asked to note that as Mrs. Owens had
only been in post for less than 6 months there was no formal performance
assessment carried out.

Mr McAlister confirmed the Trust had queried with the DHSSPS whether this
fact prevented Mrs. Owens from benefitting from the application of the pay
award. The DHSSPS duly responded that in these circumstances Mrs. Owens
should be considered as having an incomplete performance assessment.

As, and with reference back to the relevant Circular HSC (SE) 1/2015 Mrs.
Owens would be entitled to a non-consolidated pay award of 0.5% on her
salary in payment at 1 April 2014.

Following comments from Trust Board members expressing concern
regarding the low pay band in respect of the Director of Nursing and Director
of Performance, Planning and Informatics, Mr McAlister agreed to further
correspondence being issued on its behalf to the Director of Workforce Policy
at the Department.

Trust Board approved the recommendations of the Remuneration Committee
in relation to Senior Executives pay awards.

Vi. Terms of Reference — Annual Review
Mr McAlister presented the Remuneration Committee Terms of Reference
which had been subject to annual review and highlighted minor amendments

to the document.

Members noted and approved the Terms of Reference.
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m Belfast Health and

/4 Social Care Trust

Minutes of the Extraordinary Trust Board Meeting
held on Tuesday 21 June 2016 at 12.30 pm

in Knockbracken Hall,

Knockbracken Healthcare Park

PRESENT:

Mr Peter McNaney

Dr Michael McBride
Mrs Miriam Karp

Mrs Nuala McKeagney
Mr Gordon Smyth

Ms Anne O'Reilly

Mr Martin Bradley

Dr Cathy Jack

Mr Cecil Worthington

IN ATTENDANCE:

Mr Damian McAlister

Ms Catherine McNicholl
Mrs Bernie Owens

Mrs Jennifer Welsh

Ms Claire Cairns

Mrs Bronagh Dalzell
Miss Marion Moffett

APOLOGIES:

Mr Martin Dillon
Miss Brenda Creaney
Mr Aidan Dawson

Mr Shane Devlin

Chairman

Chief Executive

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Medical Director

Director Social Work/Children’s Community
Services

Director Human Resources/
Organisational Development

Director Adult, Social and Primary Care
Director Unscheduled and Acute Care
Director Surgery and Specialist Services
Head of Office of Chief Executive

Head of Communications

Minute Taker

Deputy Chief Executive/Director of Finance
Director Nursing and User Experience

Director Specialist Hospitals and Women’s Health
(Interim)

Director Performance, Planning and Informatics

Mr McNaney welcomed everyone to the meeting particularly the service users,
carers, local politicians and staff side representatives.

31/16 Chairman’s Business
a. Conflicts of Interest
Mr McNaney invited members to declare any conflicts of interest.

There were no conflicts of interest noted.
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b. Format of Meeting/Order of Business

Mr McNaney acknowledged the high number of requests for speaking rights.
He explained that Trust officers would present the outcome reports of the
public consultations in relation to the future delivery of Mental Health Day
Services and Learning Disability Day Services for people living in Belfast,
following which he would invite those granted speaking rights to address Trust
Board.

Director Adult, Social and Primary Care

Ms McNicholl introduced Mr Barney McNeany, Co-Director Mental Health
Services (MHS) who would present the report of the public consultation in
relation to the future delivery of Mental Health Day Services for people living
in Belfast and Mr John Veitch, Co-Director, Learning Disability Services
(LDS), who would present on the outcome of the public consultation in relation
to the future delivery of Learning Disability Day Services for people living in
Belfast.

a. Outcome Report of the Public Consultation on the Future Delivery of
Mental Health Day Services for the People Living in Belfast

Mr McNeany referred to the significant reform of MHS in recent years, in line
with the Bamford Review and the Regional Mental Health Care Pathway —
You in Mind; with services aiming to promote empowerment, choice and
recovery for those with mental health needs.

He explained that Trust MH Day Services had traditionally been centre based
and designed to meet people’s needs by providing meaningful daytime
occupation in specific facilities. Whilst there had been very worthwhile
developments within Day Services in recent years, throughput had remained
static and demand from Service Users continued to reduce. In 2012
occupancy across all centres had been close to 60%. When the consultation
had been launched in September 2015 an average of 43% and currently it
was lower that 40%.

Mr McNeany pointed out that the Equality Impact Assessment had indicated
fewer women and younger service users wanted to use Day Centres.

He explained that whilst there had been a decrease in Service Users
attending Day Centres the Trust's Community Support Service, which offers
personalised care in the person’s own community had become much more
popular with services users.

Mr McNeany advised that a pre-consultation exercise had been undertaken
across MH Day Services when the Trust’s lead Occupational Therapists for
MH had carried out a review of service users within existing day centres,
which had indicated that many service users could avail of more individualised
care. However the Trust had been very clear during the consultation that
there would always be a need for Day Centre Care.

409 of 1257



MAHI - STM - 302 - 410

Mr McNeany then explained that what had been proposed in the consultation
was that the Trust would reconfigure services in a two stage process — the
first stage would be to amalgamate all Day Centre Care in Ravenhill Day
Centre, closing Whiterock and Everton Centres whilst building day
opportunities and strengthening the Community Support Team; the second
stage would be to close Ravenhill and transfer all Day Centre services into a
city centre facility with the Community Support Team and the Recovery
College.

There had been a significant response to the public consultation which had
been held from 3 September to 10 December 2015. During which time the
Trust had undertaken a series of meetings with Service Users, Carers,
Political Representatives, Trade Union colleagues and the general public.
The Trust had welcomed and encouraged people to respond and was
delighted that so many people took the time to engage in meetings and public
forums. Throughout the consultation the Trust had consistently asked for
responses with a total of 755 respondents.

Due to the significant response it was important for the Trust to ensure that
there was a robust and objective process to interpret and analyse the
comments received, which took considerable time.

Mr McNeany advised that all responses were collated and themed with a
panel of 6 individuals established to consider the responses, identify themes
and the key issues highlighted by respondents. The panel included lead
professionals from nursing, social work and occupational therapy from within
MHS, together with colleagues from the Trust's Equalities Team. This was
undertaken to minimise any bias individuals might bring to the process and
culminated in a series of draft outcome papers leading to the
recommendations being brought forward for Trust Board’s consideration.

Mr McNeany indicated that overwhelmingly the responses to the consultation
opposed the key proposals. Therefore the proposal being brought forward
had been significantly altered to reflect both the key elements of the Trust’s
proposals and the responses received:-

Balance need and pace of change

Embed recovery ethos

Advocates support care planning

Build a range of Day Opportunities

Develop a Day Opportunity Fund

Retain provision at each site —i.e. Whiterock, Everton and Ravenhill
Establish a Day Service Group

Involve Service Users and Carers

Jointly produce a centre plan: to meet individual need; to set the number of
day support required in each centre; to fully utilise resources
Communicate through regular newsletters

e Equality, good relations and human right be fully considered
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In concluding Mr McNeany sought Trust Board approval to:

1. Maintain Day Centre provision in each of three centres at Ravenhill,
Whiterock and North Belfast (Everton) in keeping with individualised care
plans.

2. Establish a Day Services Planning and Implementation Forum with all Key
Stakeholders to shape the model of Day Opportunities going forward and
jointly produce a centre plan for each of the three sites to address the
need, frequency and duration of provision for the future.

3. Develop a Day Opportunities Investment Fund to extend the range of Day
Opportunities available across the City.

b. Outcome Report of the Public Consultation on the Future Delivery of
Learning Disability Day Services for People Living in Belfast

Mr Veitch explained that in bringing forward the proposals for the future
Delivery of Learning Disability (LDS) for people living in Belfast consideration
had been given to the core values within the Bamford Report including Social
Inclusion, Citizenship, Empowerment, Working Together and Individual
Support. The consultation was also informed by the Patient and Client
Council Report “My Way My Day” and the HSCB/PHA Regional model which
was produced following extensive public consultation.

He explained that the Trust had reviewed the current configuration of Day
Centre placements and Day Opportunities in the statutory and
community/voluntary sectors alongside the needs of individual service users
across Belfast and on the basis of this analysis had proposed to merge
Fallswater Day Centre with the Suffolk and Mica Centres as the uptake in day
opportunities increased.

Mr Veitch advised that the public consultation had been held from 3
September to 10 December 2015. During which time there had been a
number of meetings with Service Users, Carers, Political Representatives,
Trade Union colleagues and the general public. The Trust had welcomed and
encouraged people to respond and was delighted that people took the time to
engage in meetings and public forums, with a total of 2048 responses
received.

He advised that there had been an overwhelming 87% of respondents
opposed to the Trust’s proposals. These included comments expressing
concern at the potential impact of change on vuinerable Service Users’ health
and well-being and the loss of relationships and security within Day Centre
settings. Assurance had also been sought in relation to the sustainability of
Day Opportunities. There had been concern about staff expressed, despite
assurances being given regarding the availability of redeployment options. A
significant number of responses aiso commented on the potential impact on
Services Users from Fallswater transferring to the Suffolk and Mica Centres.
Additionally there was a strong opinion that the proposals were finance driven.
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Mr Veitch explained that all responses had been collated and themed, by a
multi-disciplinary panel of 6 individuals established to consider each
response, identify themes and the key issues highlighted by respondents.
The panel included lead professionals from nursing, social work and
occupational therapy from within LDS, together with colleagues from the
Trust's Equalities Team. This was undertaken to minimise any perception of
bias which might be brought to the process and culminated in a series of draft
outcome papers leading to the recommendations being brought forward for
Trust Board’s consideration.

Mr Veitch indicated that overwhelmingly the response had been to reject the
key proposals. Therefore, the proposal being brought forward had been
significantly altered to address the following components of the consultation
document and the responses received by the Trust:-

Ensure needs led planning continues involving service users’ and carers’
views

Maintain the current day centre provision at existing centres

Further extend a range of Day Opportunities include a Day Opportunities
Fund

Any changes for Service Users will involve Trial Periods, Reviews and the
engagement of Advocates

Through a Day Services Group including Service Users and Carer
representatives produce a cross city plan taking account of individual
needs, the location of services and the use of resources.

Involve Service Users to improve information on Day Opportunities
including newsletters

Equality, good relations and human rights to be fully considered

In concluding Mr Veitch sought Trust Board approval to

1. To maintain Day Centre provision in West Belfast at current centres.

2. To establish a Day Services Planning and Implementation Forum with all
key stakeholders to shape the model of Day Opportunities going forward
and jointly produce centre plans across Belfast to address the need,
frequency and duration of provision for the future.

3. To develop a Day Opportunities Investment Fund to extend the range of
Day Opportunities available across the City.

c. Deputations

Mr McNaney invited the following to address Trust Board

Mental Health Day Services

sensitive & personal data .

sensitive & personal data

spoke on behalf of SSSINERALEEEIEY
sensitive & personal data and ERIEELEEIELEES ervice Users, MHS
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asked that the Day Centres remain open and that referrals be
made to them. She sought assurance that the needs of Services Users and
Carers would be fully addressed.

Mr McNeany explained that the revised proposal was for MHS Day Centres to
remain open and that a programme of Day Opportunities would be developed
in co-operation with Service Users and Carers. He advised that if individuals
requested placement in a Day Centre this would be available. He pointed out
that any future decision on Day Centres would be subject of a further public
consultation.

Learning Disability Day Services

Ilsensitive & personal data Batssensitive & personal data

xplained that her sister attended Fallswater, and expressed
concern at the way in which the Trust had managed the public consultation
process and the impact on the most vulnerable in Society and their Carers,
many of whom, like her mother, were elderly. She paid tribute to Carers, local
communities and local political representatives who had united together to
oppose the proposals. uestioned the Trust's values and appealed
for the Trust to develop comprehensive plans to ensure appropriate provision
from the “Cradle to the Grave” for people with learning disabilities to
safeguard the most vulnerable in Society. jiiilgedvised that she had
travelled from Norway to support her mother at the meeting.

said as an elderly carer for her daughter, who attends
Fallswater, there was something very wrong about the Trust proposals. The
process had had a detrimental effect on her health and had caused her
daughter stress worrying about what was going to happen to her and her
friends when their centre closed. She referred to the three day centres within
West Belfast and commended the care and support provided by staff, which
give carers the support and confidence that their loved ones were being
looked after in a safe environment. S aaaakag duestioned the way in
which the consultation meetings had been managed, without compassion for
users or carers. She concluded by thanking her daughter . OF
travelling from Norway to attend the meeting to support her.

sensitive & personal data

advised that he had travelled from England to speak on behalf of his
63 year old sister a Fallswater Service User. He expressed concern at the
long drawn out process, ongoing since September 2015, and the
psychological damage caused to Service Users worrying about what was
going to happen to them if the centre closed. He commended the staff
working in the centre and the trust and close relationships service users had
with them.

eferred to the proposal to develop Day Opportunities within
education, sports, recreation, etc., and pointed out these would take time to
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establish and needed to be properly resourced and verified and not reliant on
the private sector. He referred to the Trust's Duty of Care and need to be
compassionate and respect the human rights of the most vulnerable in
Society.

A ensitive & personal data X ) .
In concludmgdwsed that he was supportive of the revised
proposals. He saia ne was optimistic that Trust leaders would ensure

appropriate services were in place and he would continue to monitor
developments. He looked forward to the Trust being a future world leader in
Mental Health and Learning Disability Services.

sensitive & personal data

sensitive & personal data

advised she was speaking for her daughter who attends
Fallswater and referred to the Trust's projected savings if the proposals were
to go ahead. She challenged the Trust that the Day Opportunities currently
provided within the Trust were not fit for purpose, with services users
spending their time wandering around shopping centres or being taken to fast
food outlets. Himagstated that instead of closing Day Centres the Trust
should be building more to support vulnerable people and those bringing
forward the proposals should be ashamed of themselves.

lsensitive & personal data

ek 2 0 Vised she was speaking on behalf of her brother, a service
user, who had been attending Fallswater for over 20 years. She stated that
the proposal were detrimental not only to service users, but also from a

carers’ perspective. Haasdakagreferred to the role of a carer being 24/7
and Day Centres provided respite for them. She suggested there should be

an independent review as the Trust could not be trusted.

sensitive & personal data

said her daughter also attended day centre care and had been
very distressed at the proposal to close any centre.

referred to the local community and the historical links the

centre had tor people with LD and their families. She appealed for the new
Minister of Health and local political parties to ensure the most vulnerable in
society are looked after. She asked Trust Board members to reflect on what

they wanted to be their legacy.

sensitive & personal data

R Service User emphasised the importance to her of her
attendance at a day centre and she did not wish any day centre to close

414 of 1257



MAHI - STM - 302 - 415

sensitive & personal data
[}

advised she was speaking on behalf of her mother a Service User
who attends both Whiterock and Fallswater. She referred to the proposal to
merge the centres and was vehemently opposed to this. She said that if her
mother did not have Fallswater to go to she would not go anywhere. |l
Blsaid she had been shocked when she had heard of the proposal to
close Fallswater for those service users who attend it is their lives. She
expressed the view that the proposal did not address Equality, Good
Relations or Human Rights.

o Gerry Carroll, MLA, People Before Profit Alliance

Mr Carroll, MLA, said as a member of the Health Committee he had been
concerned at the Trust proposals and referred to the need for MHS and LDS
day centres to remain open in Belfast. He stated that the day centres were in
areas of deprivation and that Day Opportunities needed to be properly suited
to Service Users. He pointed out that that there had been a strong campaign
uniting communities within North, West and East Belfast in opposing the
Trust's proposals.

Mr Carroll expressed concern at the length of time taken to present the
outcome report of the public consultations which had caused further anxiety
for service users and carers. He appealed to Trust Board members to
reinstate referrals to the day centres in West Belfast and stop referrals to
private organisations. In concluding he wished to commend all those who had
got behind the campaign to retain the day centres and said that they would be
back if there were any future threats to day centres.

sensitive & personal data Carer

e xplained she was speaking on behalf of her son who attends
Whiterock. She advised that approximately 10 years ago her son had been
transferred from Fallswater to Whiterock where he was to be given day
opportunities in the community. This had resulted in her son spending time
walking around shopping centres and being taken to fast food outlets, which
did not comply with the Trust's eating healthy campaign. Her son had obesity
problems and whilst she tried to encourage a healthy diet the Trust was
neglecting its Duty of Care by encouraging visits to fast food shops.

said the facilities in Whiterock were limited with service users
having restricted access to a small room with activities not providing adequate
stimulation for service users.

hair, Friends of Edgcumbe Society

RS 0 vised that she was speaking as Chair of the Friends of
Edgcumbe Society and as a mother in her 70s who cares for her 46 year
daughter with severe learning disability and very complex needs requiring
help and support 24/7. Her daughter, like all vulnerable service users
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depends on others to make the right decisions for her. Unfortunately the most
vulnerable could not be at the meeting.

R 0 - e stioned the Trust's commitment to Bamford and outlined her
long history of campaigning for the Human Rights of people with Learning
Disability. Elderly carers continue to worry about what will happen to their
children after they die, indeed some pray for their son or daughter to go first
so they are not left to fend for themselves.

R 2 s <ed what decisions the Trust had made to improve the quality of
life for people with learning disability and their carers? She referred to the
proposed new model of Day Opportunities and stated that this would require
resourcing and transport for service users. For some Service Users Day
Opportunities would never be an option as they require day centre type
provision.

In concluding eferred to the 87% of respondents who did not
agree with the proposals and appealed to Trust Board members to consider
very carefully the proposals put forward in relation to day services.

sensitive & personal data said that carers were every bit as
vulnerable as services users and paid tribute the support and care they
provide to their loved ones. He stated that the Government needed to look
ahead to the future as children with more complex needs will need to be
looked after. He stated that more fit for purpose day centre and residential
type provision needed to be developed. He asked that the Trust treat carers
and their children honestly and fairly.

sensitive & personal data

spoke as a career and volunteer at Orchardville Business Centre
and emphasised the importance and value carers place on day centre
provision. She shared her experience of Orchardville Business Centre which
provided training for service users and enhanced their lives and created
employment opportunities. She paid tribute to Edgcumbe Training Centre
which created a community hub for students/trainees to support each other.
In relation to the Day Opportunities model, she emphasised the importance of
these being appropriate for service users and the need for Carers to be
involved in the development. Further she stated that when considering Day
Opportunities it was essential that service users have appropriate educational
activities designed to meet their need and transitional period to ensure they
are appropriate.

Fra McCann, MLA, Sein Fein

Mr McCann, MLA, Seinn Fein, advised that he welcomed the Trust’s revised
proposals and the use of service users and cares in developing services. He
had been cynical of the consultation process as he had thought the Trust had
already agreed what would be done and it was just a tick box exercise.
However, having heard the earlier presentation he had been reassured that
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the Trust had listened to service users and their careers and revised the
proposals in light of their comments. Mr McCann emphasised the role of day
centres in the local communities.

e Councillor Tim Attwood, SDLP

Mr Attwood referred to the consultation process bringing together services
users, their families, Trade Union and local political representatives in
opposing the proposals. He acknowledged the important role carers have in
society caring for their loved ones and he emphasised the need to take time
to listen to the views of the service users, carers and staff affected by both
consultations.

Mr Attwood said he had visited the Day centres in West Belfast and listened
to the extremely anxious parents, carers and staff who care and support
people with learning disabilities and mental health problems. He pointed out
that the three day centres in West Belfast cater for the unique needs of their
users the elderly, the more active and others with varied and complex needs.
He expressed the view that the day centres were vital to the users providing
social contact and stimulation, reducing isolation and loneliness and
maintaining their independence. Equally they provide an important break for
carers who look after their loved ones 24/7

Mr Attwood advised that service users report that day centres help them in
many domains (accommodation, cleanliness, meals, safety, occupation,
control, dignity and anxiety). Whilst, there may be a view that such services
are an outdated model of service provision that does not fully meet the needs
of people with learning disabilities, there is still substantial evidence that many
users, especially older people, choose to stay in day centres.

Mr Attwood said that service users and carers were concerned about the
proposed closure of Fallswater Day Centre and he welcomed the Trust's
revised proposal for the centres to remain open along side the development of
day opportunities.

Mr Attwood referred to the consultation on LD Day Services promoting a
person-centred approach to enable people to make choices and follow
activities that are meaningful to them. However, there is an argument that it is
better to personalise day opportunities for each individual user. There is
certainly scope for increasing the personalisation of support within a quality
day service setting, especially for new users. However, there is substantial
evidence that many users, especially older people, want to stay in local day
centres.

Mr Attwood expressed the view that whilst voluntary sector bodies may be
able to develop additional day opportunities the Trust will first have to
negotiate a sustainable funding package with such providers. He indicated
that Belfast Trust was required to make cuts and expressed concern that the
casualties would be vulnerable people with learning disabilities and mental
health problems.

10
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Mr Attwood quoted Steve Goodier, Trade Union Activist: “Who doesn't want to
know that we notice them and value them? And who might respond to us
better when they feel that they matter? It probably cannot be overstated — it
matters...that people matter.”

In concluding he asked that the Trust ensure there is adequate capacity to
support and care for those with MH and LD problems, the most vulnerable
people in society.

e Pat Lawlor, NIPSA Branch Officer

Mr Lawlor, at the outset of his presentation wished to congratulate staff,
services users and carers, who had responded to the public consultation
process resulting in the Trust revising the proposals to ensure Day Centres
will not close. He expressed concern at the way in which the public
consultation had been managed and the prolonged process causing
unnecessary stress to service users, their families and staff.

Mr Lawlor referred to the strategic policy drivers mentioned in the consultation
documents, including the Bamford Review and the consultation the HSCB
carried out on a regional basis in relation to the future of day services for
adults with a learning disability, both of which NIPSA formally responded to at
the time these consultations took place. NIPSA had expressed concerns
about the impact on the real world choices available to service users and their
carers that would flow from the subversion of the Bamford principles that this
consultation represented. The person centred ideals framed in Bamford were,
in NIPSA’s view, sliced and diced into little more than a rationale for an inept
cost driven assault on existing provision without the investment and bridging
finance to develop the suite of less institutional high quality provision the
Bamford service framework envisaged. Furthermore NIPSA believes that
divorcing the need for adequate resources from the ideals and rhetoric in
Bamford on the range of day service provision that should be available for
individuals with a learning disability amounts to a licence to cut, privatise and
marginalise and is a confidence trick of the most cynical kind on one of the
Cinderella services of the HSC.

Mr Lawlor referred to the consultation documents and said it had
unfortunately, done nothing to assuage this view and stated from the outset
that NIPSA had no criticism of any Trust employees currently delivering a high
quality service whether this is in a Day Centre setting or in the Day
Opportunities Service. However it was particularly unhelpful in the context of
the review both day centres and day opportunities are portrayed as two
distinct services with no crossover in how one interacts with the other. The
inextricable linkages in terms of assessments of placements and the
movement of service users back and forward between the two service
delivery models is well understood by staff at all grades within the
programme.

11
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Mr Lawlor said it was a well-established maxim that all change processes are
challenging. For groups such as Trade Unions with members working in
existing service models being subjected to change and challenge are indeed
difficult at times.

NIPSA believes that service changes and reconfigurations should be
underpinned by a clear exposition of the needs of service users and a
transparent process that ensures that changes are supported by a robust
evidence base focussed on objective need and assurance that the best
service possible is to be offered. Such key bench marks are absent in the
process, particularly in relation to the evidence base for Day Opportunities
Services.

Mr Lawlor said that in discussions with various stakeholders the question was
asked why Fallswater Centre had been chosen for closure. Obviously NIPSA
is aware of the Belfast Trust's proposals through various corporate targets set
for programmes such as LDS to save money. Yet the consultation document
had not detailed savings targets set, or the ‘savings’ that would come to the
programme by forcing through these closures. NIPSE feels this is completely
disingenuous. If money is needed to be saved why this wasn’t factored into
the rationale in an open and transparent way so that a mature debate could
take place. This apparent lack of transparency has led many NIPSA
members to express the view that this proposal is informed not by a needs
assessment process but by an assessment of a different sort - the targeting of
those least able to effectively organise against a cuts driven agenda, which in
this case is some of the oldest service users in the programme who are least
able to advocate for themselves. In addition NIPSA members and others
formed a perception of the advocacy capacity of the carers of the service
users at Fallswater compared to the strong advocate voices in other centres.

Given it is generally accepted Fallswater Day Centre has an older clientele
attending, NIPSA was concerned about how 1closure of the centre would
impact on individuals who have built up social networks over many years. We
have seen the concern expressed across society and the political institutions
in relation to the closure of statutory and more recently privately elderly
residential homes and the impact this will have on people. Yet it was the view
of many people NIPSA consulted with this issue was not dealt with in any
sensitive or structured way. On top of this some individuals attending the
centre had already moved from the likes of Suffolk Day Centre only a number
of years ago and that Fallswater had been specifically upgraded to
accommodate the physical needs of these clients and significant amounts of
public money was invested in the centre, on the basis of it having a viable
longer term future. The same cannot be said for buildings used for the Day
Opportunities Service as there appears to be little thought given to issues like
the quality of the environment, space, chairs, bathrooms etc. in current
buildings.

12

419 of 1257



MAHI - STM - 302 - 420

It is NIPSA's firm view that current Day Centres provide a high quality service
to those who utilise its services. Having a base to work from is a boost for
service users whilst also day centres offer greater flexibility to meet the
changing needs of clients. Therefore given the complex needs of people with
a learning disability as they age how do we justify reducing specialist capacity
and instead rely on a cobbled together one size fits all approach for the most
vulnerable. Indeed members in Day Opportunities felt the Trust had for a
number of years failed to properly resource the service through a central
funding approach as very often it is left to members to pay for services which
created an inequity among the haves and have not’s currently using the
service.

NIPSA is also concerned that the proposal lacks detail in relation to the
BHSCT position on the range of service offers to be made to young people
emerging from the education system over the next five years. It is not clear
from the document what discussion on both raw numbers and the projected
needs of individual school leavers have been completed in liaison with the
Department of Education to inform the consultation or indeed whether the
Education Authority has been engaged at all on the service delivery changes
suggested. In the absence of published information NIPSA can only assume
that this consultation is an example of siloed thinking by BHSCT rather than
the integrated planning which the policy and legislative framework expects.
NIPSA believes this approach could lead to a potential lack of appropriate
service options being available to young adults in the future who will require a
high level of support.

Mr Ray Rafferty, UNISON

Mr Rafferty, wished to record appreciation, on behalf of UNISON, to everyone
who had taken the time to attend the meeting. He also paid tribute to the
work and commitment and care they provide 24/7 to their loved ones.

Mr Rafferty appealed to the Trust to invest in services and make sure there
are adequate services available for people with MH and LD.

sensitive & personal data Carer

Carer, whose sister attends a day centre, said her sister had been
very stressed when she had learned of the proposal to close her day centre
and had suffered a heart attack the next morning. [SNEEEREENeld the Trust
responsible for causing her sister's heart attack. siisisareferred to the
24/7 care provided by carers and the importance of this being respected.

sensitive & personal data

said that whilst there was a need to develop Day Opportunities,
these need to be available alongside Day Centres, which provide much
needed respite for families.
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sensitive & personal data

Referred to the proposed new premises to develop a day centre and asked
that these plans did not proceed.

Mr McNaney thanked all those had taken time to share their views with Trust
Board. Mr McNaney offered his sincere apologies, on behalf of members’ for
any stress and suffering caused to service users and their carers due to the
proposals, public consultation and prolonged process. He said that during his
time as Chairman he had been privileged to work with staff genuinely
committed to caring about the people they serve. He himself had been
humbled by the many acts of compassion and caring he had witnessed.

Dr McBride, wished to thank all service users, carers, staff, organisations and
local representatives who had contributed to the consultation. He fully
appreciated how difficult the process had been for service users and carers
and wished to sincerely apologise for the prolonged exercise, which had
caused further stress. However, he said it was important to fully reflect on the
responses to the public consultation and identify issues raised, which had
resulted in the Trust revising its proposals. Subject to Trust Board approval,
he looked forward to the establishment of the planning and implementation
groups with all key stake holders represented, to co-design future services for
both MH and LD Day Services.

Ms McNicholl apologised for the distress caused to Service Users and their
Carers and hoped that the revised proposals would allow the Trust to develop
fit for purpose services in partnership with key stakeholders. She advised that
the decision taken by Trust Board would be subject to approval by the HSCB
and the Minister.

Mr McNaney invited Trust Board members to comment.

Ms O'Reilly acknowledged the upset caused by the process and said it was
important that the proposal had been revised from “postpone” closure of Day
Centres to “maintain” Day Centres. She referred to the important support and
security Day Centres provide for Service Users. Ms O’Reilly said the planning
groups would play an important role in shaping future services, in line with the
Trust's values and it was important that Services Users, Carers and Staff
were at the centre of the planning.

Mrs Karp concurred with Ms O’Reilly’'s comments and said she too was very
sorry for the anxiety, hurt and distress caused to Service Users and Carers.
As a carer herself she appreciated the importance of day care provision for
families. She said it was important that the Trust had listened to Carers views
and revised the proposals being brought forward for consideration. In relation
to the future development of Day Opportunities, Mrs Karp emphasised the
importance of these being developed to support, educate and provide
stimulation for service users.

14
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Mrs McKeagney said that the statements from Carers and Services Users had
been very moving and the Trust had learnt from the consultation process and
she felt the revised proposals reflected the learning. She acknowledged that
there was a lot to do, but was encouraged that key stakeholders would be
involved in the planning process moving forward.

Professor Bradley, endorsed the comments from Non Executive Director
colleagues’ and welcomed the involvement of key stakeholders in the
proposed planning groups. He emphasised the importance of appropriate
Day Opportunities for Service Users. Professor Bradley, acknowledged the
huge resource Carers provide and emphasised the need to ensure they are
supported.

Dr Loughran said it was important that Trust Board members apologise for the
distress caused to Service Users and Carers. He was reassured the Trust
had listened to their concerns and the recommendations had been revised.

Mr McNaney invited Mr McNeany to remind members of the proposal being
made in respect of the Outcome Report of the Public Consultation on the
Future Delivery of Mental Health Day Services for the People Living in Belfast.

Mr McNaney advised that in light of the comments received Trust Board
approval was being sought to:

1. To maintain Day Centre provision in each of three centres at Ravenhill,
Whiterock and North Belfast (Everton) in keeping with individualised care
plans.

2. To establish a Day Services Planning and Implementation Forum with all
key stakeholders to shape the model of Day Opportunities going forward
and jointly produce a centre plan for each of the three sites to address the
need, frequency and duration of provision for the future.

3. To develop a Day Opportunities Investment Fund to extend the range of
Day Opportunities available across the City.

Members approved the proposal as outlined above.

Mr McNaney invited Mr Veitch to remind members of the proposal being
made in respect of the Outcome Report on the Public Consultation on the
Future Delivery of Learning Disability Services for the People Living in Belfast.

Mr Veitch advised that the proposals in respect of LD had been revised and
he was seeking Trust Board approval:

1. To maintain Day Centre provision in West Belfast at current centres.

2. To establish a Day Services Planning and Impiementation Forum with all
key stakeholders to shape the model of Day Opportunities going forward
and jointly produce centre plans across Belfast to address the need,
frequency and duration of provision for the future.

3. To develop a Day Opportunities Investment Fund to extend the range of
Day Opportunities available across the City.
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Members approved the proposals as outlined above.

Mr McNaney advised that the Trust would submit the recommendations to the
HSCB for endorsement and onward transmission to the Minister for
consideration.

In concluding the discussion Dr McBride thanked all those in attendance, he
said he hoped that the process had demonstrated that the Trust had listened
and learnt from the response to the public consultations.

In response to comments from the audience, Ms McNicholl undertook to
prepare a factsheet for sharing with Service Users and Carers.

Mr McNaney thanked everyone for attending, with particular thanks to all
those who had shared their concerns and hoped they had been reassured
that they had been listened to.
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TRUST BOARD
SUBMISSION TEMPLATE

MEETING Trust Board - Confidential Ref No. 5.2 d
DIRECTOR Interim Director Adult Social | 1 October 2020
and Primary Care

Muckamore Abbey Hospital - Update

Purpose This paper provides an update in respect of Muckamore
Abbey Hospital.

Corporate e Safety and Quality
Objective
Key areas for Safe care in Muckamore Abbey hospital

consideration

Recommendations | ¢ For Information
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Briefing for Extraordinary Trust Board — 1 October 2020
Muckamore Abbey Hospital

Patient Numbers

At 22 September 2020, there were 49 patients in residence in Muckamore Abbey hospital and 1
patient on trial resettlement. Two of the 49 patients remain on home leave at the request of families
in light of the Covid-19 pandemic.

Table 1.1 : Inpatients (inclusive of patients on home leave) and Patients on Trial Resettlement

Trust of Residence Number of Number of Patients on
Inpatients Trial Resettlement

Northern HSC Trust 21 0
Belfast HSC Trust 18 1
South Eastern HSC Trust 8 0
Southern HSC Trust 1 0
Western HSC Trust 1 0
Total 49 1

Resettlement
The Interim Director has established a Resettlement Steering Group which met for the first time on
25 September 2020. The purpose of this group is inclusive, but not limited to, the following

- Ensure that the process of resettlement is carried out to an agreed standard

- Oversight of progress against resettlement plans and reporting of variances

- ldentification of barriers and risks and escalation of same for action

- Alignment of needs assessment with plans for housing

The Trust has recently received a letter of 15 September 2020 from Sean Holland, Chief Social Work
Officer, Department of Health; a key extract is as follows :

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

Work is underway to develop proposals as requested.

Patient Safety

A weekly Safety Report sets out performance against a range of patient safety metrics. This Report is
reviewed by the senior management team in Muckamore Abbey Hospital, shared with the multi-
disciplinary team and shared and discussed at the fortnightly Directors’ Assurance Meeting, chaired
by the Chief Executive. There is also a weekly Live Governance call for all clinical areas to feedback on
the previous week’s incidents and any other governance issues. The Safety Report and the Live
Governance calls have continued during the Covid-19 pandemic.
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The most recent Safety Report, Report No 79, week ending 16 September 2020 is enclosed.
Staffing

Nurse Staffing

Current nurse staffing levels, with the combination of substantive nursing staff, long-term agency staff
and nurse bank staff, are currently providing a safe level of care, supported by use of the nursing
model. This remains under regular review as it has been and remains a very challenging period due to
staff absence and vacancies.

The fundamental vulnerabilities of the workforce remain which are the temporary (agency) nature of
40% of the workforce, combined with an ongoing PSNI investigation which may result in further
substantive staff being suspended.

However, the Trust continues to actively pursue all avenues of nursing recruitment. Thirteen Senior
Nurse Assistant permanent posts have been offered to successful candidates at recent recruitment
exercises. These candidates are undergoing pre-employment checks at present and start dates are
awaited. Additionally there were 7 transition students allocated to Muckamore Abbey at the start of
the Covid-19 pandemic. All 7 were interviewed and offered posts. Four of the seven have chosen to
stay and take up post on site; the remaining 3 have elected to accept other posts, 2 of which are
outside Northern Ireland.

As at 22 September 2020, there are 62 members of nursing staff who are precautionary suspended -
30 are registrants, and 32 are non-registrants. The total number of arrests associated with Muckamore
Abbey Hospital is currently 10. Processes are underway to commence disciplinary investigations in
relation to a number of staff.

Social Work Staffing

The MAH social work team have 2 social worker posts vacant which are currently being progressed
through recruitment. These are backfilled by two agency staff. There are two other social workers in
post on site who are in permanent positions. The senior social worker post in Muckamore had been
vacant for over 12 months but has recently been recruited to with the appointee taking up post in
June 2020. In addition, a senior manager with overarching responsibility for social work across learning
disability services took up post in September 2020.

The aim is to consolidate this team through recruitment to the two vacant posts, and to review and
develop the role of the social worker in the hospital to ensure that these key staff are fully engaged
with families and carers.

Covid-19

There have been no further patients test positive since the outbreak was stood down on 12 May 2020.
The management team and staff in Muckamore Abbey Hospital continue with their focus on the
protection of patients and staff from Covid-19, including the safe management of family visiting on
site.

Carers and Families

Contact has been maintained between families and patients via ward teams using the telephone,
photographs and/or FaceTime or zoom. In addition, visiting is being supported in line with the current
Trust guidance.
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The management team have received a range of feedback from families and via the Patient Client
Council and the Health and Social Care Board indicating clearly that there is a need to improve our
engagement, and secure their involvement and ongoing input with the service management team in

Muckamore. A local engagement strategy has now been drafted and will be shared with families for
review and further discussion prior to finalising.

Gillian Traub
Interim Director
Adult Social and Primary Care Directorate
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Date: Information w/e Wednesday 16/09/2020
Lead: Dr Joanna Dougherty

Email: joannae.dougherty@belfasttrust.hscni.net
Tel: 02895042900

Alternative contact: Tracy Kennedy

Email: Tracy.Kennedy@belfasttrust.hscni.net
Tel: 02895048192

Weekly Report Number - 79

CORONAVIRUS (COVID-19)

WE ALL

MUSTDOIT | &~ (& D
TOGEY | &=

THROUGH IT

STAY SAFE SAVE LIVES

1) Key Patient Activity Issues

1.1 MAH Inpatient Numbers

The number of patients in residence remains at 49. The number on trial resettlement remains at 1. Two patients
are on extended home leave at the request of families. The graph below displays the number of inpatients resident
in Muckamore Abbey Hospital and the number of patients on trial resettlement. —

Patients in Muckamore Abbey Hospital by Trust of Residence are as follows : -

Trust of Residence Number of Number of Patients on
Inpatients Trial Resettlement

Northern HSC Trust 21 0
Belfast HSC Trust 18 1
South Eastern HSC Trust 8 0
Southern HSC Trust 1 0
Western HSC Trust 1 0
Total 49 1
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1.2 Monthly MAH Admissions, Trial Resettlements and Discharges
The graph below plots the monthly, and year to date, number of patients admitted, discharged, on trial
resettlement or having returned from an unsuccessful trial resettlement.

Admssion: admted during month Discharge: discharged during month
Trial resettlemant: pts on TR on kst day of month (not Included If discharged/Falled trial resettiemeant duning the manth)

Failed TR: Returned to MAM during the month

Cummulative Admissions: Number of actual patients Cumadative Discharges: Number of actual patients
Curmulative Trinl resettiements: Number of actual patients Cumudative failad TR: Number of actual patients
nternal ward transfer No of pts transferred within the month Extended home leave: Pts on EML on last day of the month

1.3 Failure Rate of Resettlement — 2020/21 updated
The failure rate of resettlement in the year 2019/20 was 23%. The table below shows the year to date position for
2020/2021 :

2020/21
Successful Failed Ongoing Success Rate
Resettlement Resettlement Resettlement
- patient discharged | - patient returned
BHSCT 1 0 1 100%
NHSCT 0 0 0 N/A
SEHSCT 1 0 0 100%
WHSCT 0 0 0 N/A
Total 2 0 1

(2) Ssafeguarding

2.1. Patient on Patient Adult Safeguarding Referrals — w/e 16 Sep 2020

There were no patient on patient ASG referrals reported during the period.
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Trend Analysis for Patient on Patient ASG Referrals, Jan 2020 to date :

2.1 Staff on Patient Adult Safeguarding Referrals — w/e 16 Sep 2020

There were 4 staff on patient ASG referrals reported during the period.

16/09/2020
Ward Location Victim Date Time ASP1 DAPO Outcome Type
CF 1 tv room 1 12/09/2020 | 12-4pm | same day | same day | ASGR(PP) | Physical
Emne own pod 2 13/09/2020 4-8pm +1 day same day | ASGRI(FP) Physical
Ardmore OWN TO0Im 3 14/09/2020 | 12-8am | same day | same day | ASGR(PP) | Physical
CF 2 unknown 4 14/09/2020 |8am-12pm| same day | same day | ASGR(PP) | Emot/Psyc

(3) Weekly governance review - incidents, seclusion, complaints, risk register, ongoing CCTV monitoring.

3.1 Incidents

Incident reporting relates to the period week ending 9 September 2020, as approved at 17 Sep 2020.

A total of 39 incidents were recorded, of which 7 across all wards / areas remains unapproved. This analysis
covers the 32 approved incidents.

The following table shows approval status by ward / location of incident:

General | Mon Trust/

Approval status 03/09/20 - 09/09/20 (app. Sixmile [Sixmile | walkways Mon
L 12 et ieee Ardmore | CF1 CF2 Erne 0 Road Total
17/09/2020) A T / grounds | Healthcare
etc setting

Unapproved, not viewed 0 0 0 5 0 0 0 1 1 7
Approved, investigation ongoing 1 1 1] o 1 1 o o 0 4
Approved, investigation complete & 11 7 0 2 1 1 0 0 28
Total 7 12 7 5 3 2 1 1 1 39
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The chart below shows incidents recorded on Datix from 01 Jan 2020 to date.

Only the 32 ‘approved’ incidents can be further categorised by those affected in the incident, by severity, by day
of the week and by category/ type of incident.

a) Those Affected

Those affected 03/09/20 - 09/09/20 (app. 17/09/2020) Patient Staff Total
Absconded/left without informing staff 1 0 1
Contact/Collision with Objects (not sharps) - Fixtures/fittings 1 0 1
Suspected Slips/Trips/Falls {un-witnessed, Includes faints) - 1 0 1
Movement to/from bed/stretcher

Other 2 0 2
Other self harming behaviour 2 1] 2
Physical contact 0 18 18
Physical threat (no contact) 1 3 3
Self harm attempt/gesture 1 1] 1
Verbal Abuse 0 1 1
Verbal abuse with racial content ] 1 1
Total 9 23 32

28% 72%

Highlighted incident types with >3 incidents per category
Incidents are discussed at Ward level PIPA Meeting and weekly Live Governance chaired by the Clinical Director.

b) Severity
The classification of the approved incidents for the period is shown in the table below.

Incidents by Severity 03/09/20 - 09/09/20 {app. Insig- Cata-
Y S eleE . & Minor |Moderate| Major . Total
17{09/2020) nificant strophic
Totals: 18 14 0 0 0 32
56% 44% 0%

c) Incidents by Day by Location
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Incidents by day of the week -
03/09/20 - 09/09/20 (app. 17/09/2020)

Ardmore

CF1

[}
-
5]

Sixmile
A

Sixmile
T

General
walkways,
grounds etc

Total

Thursday

Friday

Saturday

Sunday

Monday

Tuesday

Wednesday

el R = = N N SN

P e = TR

~ [o|w|m == o=

Total

12

LI e ol (AT e Y R S ]

U Il = o s ) s )y s ]

I LS Qe I e I [ Y e ) [ e ) (]

o e O e I o o T o o Y e}

d) Type / Location / Severity

Incidents by Severity 03/09/20 - 09/09/20 (app.
17/09/2020)

Highlighted locations with >3 incidents in a day

Insig-
nificant

Minor

Moderate

Major

Cata-
strophic

Total

%
incidents

Ardmore

22%

Self harm attempt/gesture

Other self harming behaviour

Absconded/left without informing staff

Physical contact

Physical threat (no contact)

Other

Cranfield 2

Physical contact

Verbal abuse with racial content

[N - ENR PSR T P e P P ]

Cranfield 1

[y
M

Other self harming behaviour

Physical contact

Physical threat (no contact)

General walkways, grounds etc

3% |

Other

Sixmile Assessment

L Y R A R R A

WNIo(@|o(dw|o(w|o|w|w| oo (oD (D (M

Sjlog|ojo|o|(o|o|o(la(o|o|o|jo|a|lo|a

Slog|ojo|o|(o|o|o(a(lo|o|o|jo|a|lo|la

Slog|ojo|o|(o|o|o(a(lo|o|o|jo|a|lo|la
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9% |

Contact/Collision with Objects (not sharps) -
Fixtures/fittings

(=]

=

o

o

o

Suspected Slips/Trips/Falls (un-witnessed,
Includes faints) - Movement to/from bed/stretcher

(=]

[=]

[=]

[=]

Physical contact

Sixmile Treatment

6%

Physical threat (Mo contact)

Verbal Abuse

Lol ol N =]

[=RE=RE-NI

Totals:

o|o|o(a|o

o|o|o(a|o

56%

A%

lo|lo|o|e|o
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Other Incidents
Ardmore Ward
03/09/2020

Incident description

A patient was left alone in her pod by a member of staff while she went to make the patient a cup of coffee. In
doing so, the staff member had left the patient alone in the pod area for a short period of time. This was noticed
by a senior nursing assistant who brought the issue of the patient being left along in the pod, and unable to leave
(unauthorised seclusion) to the attention to the member of staff concerned.

Corrective action taken at time if incident

Discussion and debrief with member of staff. Protection plan put in place in relation to individual member of staff.
Debrief with ward team re lessons learned. ASP1 completed, RQIA notified. ASP1 completed and adult
safeguarding investigation ongoing.

Cranfield 1
05/09/2020

Incident description

Patient 1 was walking past another hospital ward and witnessed patient 2 in a state of partial undress with their
trousers and pants down. Patient 2 was redirected and did not appear distressed. These two patients do not live
together and usually do not have any social contact. ASP1 completed and investigation ongoing. The next of kin

did not wish for any wider follow up. Incident discussed at the following PIPA with the team.

3.2 Medication Incidents

There were no approved medication incidents

3.3. Use of Rapid Tranquilisation during Physical Intervention.

=0 use of rapid tranquilisation reported during the period w/e 16 Sep 2020.

3.4. Use of Prone Restraint

=0 use of prone restraint reported during the period w/e 16 Sep 2020.

3.5 Use of Supine Hold

=1 use of supine hold reported during the period w/e 16 Sep 2020.

Use of supine restraint during physical intervention 10/09/20

16/09/20 (based on all incidents - approved/not approved Date Patient Total
17/09/2020)

Sixmile Assessment 12/09/2020 1
Total 1
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3.6 Incidents of Physical Intervention (PI)

There were 13 incidents involving the use physical intervention w/e 16 Sep 2020, equating to 34% of all incidents.

Use of Physical Intervention 10/09/20 - YES - Dis- YES - Dis-
16/09/20 (based on all incidents - NO -None Y:ES ) engagement | engagement Total % use of
approved/not approved 17/09/2020) used Holding only only and Holding Pl
Ardmore 6 1 1] ] 7 14%
Cranfield 1 5 3 1] 4 12 58%
Cranfield 2 2 1 1 3 7 71%
Erne 5 0 1] 0 5 0%
Sixmile Assessment 2 1] 1] o 2 0%
Sixmile Treatment 2 ] 1] ] 2 0%
General walkways, grounds etc 1 0 0 o 1 0%
Non Trust/ Non Healthcare setting 1 0 0 0 1 0%
Road 1 ] 1] ] 1 0%
Total 25 5 1 7 33

66% 13% 3% 18%

Highlighted locations with >3 incidents of use of P.l. in a location

3.7 Seclusion and Voluntary Confinement

3.7.1 Seclusion
Seclusion was utilised once in this period (I - Sixmile Assessment).

Seclusion took place on 16" September 2020 between 11:15-11:45am in the patient’s bedroom. Observation
compliance was followed.

Daily Seclusion Trend (excludes voluntary confinement)
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Comparison of Seclusion Events and Use of Physical Interventions

Seclusion Review Compliance
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Seclusions with Average Weekly Seclusion Time

The graph below shows the trend of average weekly time in seclusion, per seclusion event :

3.7.2 Voluntary Confinement

Voluntary Confinement was utilised on 5 occasions in this period, in the management of 1 patient (MMcC) in
Sixmile Assessment:

e Shortest duration of voluntary confinement — 50 minutes

e Longest duration of voluntary confinement — 2 hour 45 minutes
e Earliest commencement of confinement was 09:00am

e latest conclusion of confinement was 11:50pm

Instances of Voluntary Confinement per Day of Week

Daily Incidence of voluntary confinement-
. w/e 16/09/20
1
3
2
1
0
O O N O O O
S I L U\
0 o o o
Q\QOJ N\Q% m\@ 0;\@ & (’J\Qca &
N L L VO AR
Analysis by Patient of Voluntary Confinement
16/09/2020
Patient ID Ward Confinement Area Reason No. of VC's
Sixmile A Patients bedroom Voluntary 5
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Number of Episodes

No episode ended later than 11:50am and the earliest episode started at 09:00am.

16/09/2020

Time Vol 7am - (12 noon - &pm -| 11pm- Total
Confinement Ended | 12noon| Spm |11 pm| 7am

No. of VC's 5 0 0 0 5

Length of Time of Voluntary Confinement

In terms of the length of time voluntary confinement occurred, the table below details for each patient the length
of time confinement lasted on each occasion by time band. The average time was 1 hour 48 minutes for the
period.

16/08/2020
Pt. ID. <3omins | 20 ™y S hes|2-3hes| o 0 | T | Total
1 hr Hrs Hours
B0 | 0 1 3 1 0 0 5
Total 0 1 3 1 0 0 5

Observation Compliance

Voluntary confinement Observation compliance - wie 16/09/2020
TotalVol | 15min | *M L0
medical | medical [lssue
Confinement obs
assess assess
3 Lofh n'a n'a

3.8 Complaints

No complaints received during the period
3.9. Risk Register Position

No change.

3.10. CCTV Viewing
(References to Cx relate to camera numbers, e.g. C28)

The CCTV system is monitored 24/7 by the external provider who installed the cameras as part of the contract.
Any camera faults are identified in real time and the Ward area are advised. This then generates a
maintenance request to follow up which includes an out of hour’s service. Most faults are screen issues that
don’t effect the ongoing recording onto the hard drives meaning coverage is not lost at these times. It is rare for
a fault to be a physical camera issue but in these instances it would affect recording from that camera at that
particular time until the fault was fixed.
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Please note that all CCTV viewing is now reviewed prior to publication in the Safety Report. On a weekly basis,
an Assistant Service Manager and a Designated Adult Protection Officer will review the CCTV viewing reports to
determine if any action is required — this is a new step, called the CCTV Viewing Quality Assurance (QA) Review
Process.

The QA Review Process was completed on 21 September 2020 for the viewing reports included below, and
comments are included if applicable.

There were no Actions from the previous week QA that needed to be brought forward to 21 September 2020

Erne 1 Viewer 1 - Three patients observed on ward — all being supervised by staff. Good ratio of
09/09/2020 staff to patients. Quiet shift. Low level of engagement between staff and patients

14:00 —22.00 | observed.

Patient care and dietary needs met.

Camera 42 at 16.52, staff member observed sitting on chair whilst supervising patient,
staff members body language very casual — observed sitting sideways on chair with legs
over arm of chair. Minimal engagement with patient

Viewer 2 - Staff visible in patient, public areas. Evidence of interaction between staff and
patients e.g. C42 at 9.10 nurse talking to patient on 1:1 basis in Day space, C4 at 20.56
nurse interacting with patient after giving him medications. Staff observed with patients
when they were in day pace. Staff observed on bedroom corridors checking bedrooms.
Erne 2 Yes staff were interacting with patients e.g. C4 @21.06

09/09/2020 Yes, staff were attending to patient needs e.g. assisting patients take their medications
21.00-07.00 | and ensuring they were comfortable.

Staff helped patients get ready for bedtime. One patient was asleep in dayroom and he
was checked throughout the night.

Cranfield 1 Staff very visible in day space, bedroom corridors and staff base.

10/09/2020 Very good interaction observed between staff and patients throughout the shift e.g.
07.00—15.00 | Charge Nurse interacting with patients on 1:1 basis C28 at 13.50 C20 at 11.44 nurse
interacting on 1:1 basis with patient in day space

Very good engagement observed between staff and patients. Staff observed doing
practical activities with patients on 1:1 basis e.g. doing jigsaw with patient in C28 at
10.34, C25 at 14.11 playing football while patient in garden, patient in apartment left
ward with Daycare staff.

Charge Nurse very visible and involved in patient care. Student Nurse observed to be
involved in patient care.

Ardmore 2 Ward appeared busy and interactive. Five patients observed throughout shift. Staff
10/09/2020 members observed engaging with patients on a 1:1 basis in main dayspace or garden area
15.00 to 21.00 | with a patient (drawing, puzzles) chatting with patients and styling patients hair.

Staff members appeared responsive to the needs of patients and positively engaged with
patients. Two patients appeared to go off ward with staff and returning with food. Good
atmosphere on ward and very good staff to patient ratio.

Staff group appeared to work well as a team. Ward Manager also visible in main day
space.

System running slow — difficulty changing cameras, pausing system and regulating speed
of cameras. Cameras at times also stopped running and reverted to original time.
Camera 38 missing (computer system nearest door)

Cranfield 2 Viewer 1

11/09/2020 Ward initially active with staff members assisting patients with personal care needs and
07:00—-12.00 | breakfast. Staff members observed sitting with same patients while they are breakfast.
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Two patients also observed being accompanied by staff members and let ward . C9, 40,
43 at 10.45 and 11.06. Other patients observed walking around ward, standing at nursing
station or spending time in garden area. Staff members observed positively interacting
with patients and being responsive to care needs of patients. Good ratio of staff members
to patients.

Viewer 2

Plenty of staff and patient interaction, which was ongoing

Sixmile
Assessment
11/09/2020
10.00-17.00

Staff visible in patient public areas. 5 patients observed within this time period staff
observed at staff base sitting in adjacent chairs with patients in Day space and sitting with
patients at dining table. Evidence of staff 1:1 interactions with patients medical staff
observed on ward.

C8 @12.27 staff talking 1:1 with patient who was pacing the floor in front of nursing
stations patient who was pacing the floor in front of nursing station, patient appeared to
be more relaxed following the interaction with staff.

C8 at 11.51 — Patient approached staff member with his arms outstretched ? attempting
to hit staff. Staff held both forearms, 2" nurse came to patient and staff, each staff
member held one of patient’s forearms and walked patient to his bedroom. Patient
returned to day space at 11.58 C14, patient runs at staff again, two staff take each of
patient’s arms and walk him to his bedroom again.

Four staff in day space observed during this time.

Ward Sister takes patient into interview room and spends time interacting with him on
1:1 basis. Ward Sister visible throughout the shift.

Ardmore 2
12/09/2020
16.00-18:30 V1
18:30-20:00 V2

Viewer 1 - Ward appeared calm and relaxed. Five patients observed throughout. Staff
members visible in main day space positively engaging with patients e.g. sitting with
patients assisting with food, attempting to engage in activity with patient or engaging in
playful chat. Staff appeared responsive to the needs of patients. At the beginning of shift
(C32 at 16.00) patient observed lying under shelving in activity room — staff member
observed lying alongside patient providing comfort and reassurance. Patients appeared
to respond positively to attention given by staff members.

Staff members appeared caring and compassionate in their care of patients.

System slow and unresponsive — difficulty changing cameras, pausing system, regulating
camera speed etc.

Viewer 2 — Viewer inly observed 3 and a half hours of this shift. 3 patients observed — 2 of
whom stayed in their bedrooms majority of the time. 1 patient spent time walking around
Day space area, staff engaged well with her and took her out for a walk. Good ratio of
staff to patients.

Patients’ needs responded to in a timely manner —no issues noted.

Some issues with cameras on Ardmore 2. Response erratic. Slow at times to respond to
camera changes. Cameras sticking and freezing at times, jumping to a single frame when
not requested. Slow all round compared to previous viewing of Erne 2.

Erne 2 Busy ward. 4 patients observed. Good ratio of staff to patients. Staff team worked well
12/09/20 together. All staff actively involved with patients and worked hard to provide safe care.
07:00 — 15:00 | Patients engaged well with interaction provided.
Patients’ needs were recognised and responded well to. Staff appeared to know patients
well and managed behaviours observed e.g. patient throwing items out of the window.
Patient agitated and pacing. Patients’ personal care needs met in timely manner.
Staff team worked well together, busy shift, all staff appeared engaged with patients’
behaviours and needs.
Ardmore 2 Staff visible in public areas such as day space, staff base and in bedroom corridors
13/09/20 checking bedrooms. On 2 occasions nurse observed taking patient in wheelchair into
18:30 —23:00
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garden. Evidence of nurses interacting with patients e.g. C29 20:28 talking to patients at
staff base. C26 20:56 nurse sits at table talking to 2 patients.

Staff observed wearing masks at all times. Ward appears to have relaxed atmosphere
environment for patients.

Service Manager Comment re. CCTV Technology Issues

The IT issues highlighted in relation to CCTV camera and viewing in Ardmore 2 have been reported as a potential
fault. Previous reporting of this type of issue has not highlighted any system problems.

(4) Operational response - safety briefings per ward, Safety Quality Visits, issues arising from weekly patient/
carer feedback

4.1. Safety Brief
Ongoing on a daily basis on each ward, using agreed template.

4.2, Safety Quality Visits
The Assistant Service Managers have virtual catch up with ward teams.

4.3 Weekly Live Governance meetings ongoing
Chaired by Clinical Director and involving all wards.

4.4 Monthly ward clinical improvement groups
These have been stood down during the coronavirus pandemic. Plans have started to re-establish these groups
and discussions have begun with the Ql Manager in relation to datasets for these meetings.

4.5 Patient Experience Feedback
This work is currently paused as part of containment measures for the coronavirus pandemic. Discussions about
restarting this have recently taken place as part of MAH wider Recovery Plan.

(5) Service continuity and staffing issues, training levels, induction levels of agency, staff engagement and
support, scenario training etc.

5.1. Staff Counsellor Sessions — 12 Sessions offered per week.
This service continues to offer support to staff.
5.2 Information from MAH Senior Nursing Team

The Senior Nursing Team continues to maintain a focus on workforce recruitment and retention. In addition the
Senior nursing Team has been contributing to Resettlement discussions focussing on how to make the process
even more patient focussed.

5.3 Lead Nurse/ASM recruitment

Appointment of 2 lead Nurse /Assistant Service Managers. One successful candidate from within Belfast Trust and
the other from an external Trust. Official commencement dates are 01.10.20 and 01.11.20 respectively for both
successful candidates for these permanent posts.
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5.4 Safetember — “Knowing Me Knowing You”- Staff Engagement Project

This short life project is being piloted with the intention to roll out for all patients following evaluation. This
initiative is directly aimed at staff providing a practical tool for day-to-day care and support for our patients . A
pro forma has been developed to assist all care and support staff write down (no matter how small) things that
contribute to the wellbeing of their patient.

It is planned that this information can be interpreted and used to better inform our knowledge of our patients
across the whole staff care group measured against a set of successful outcome indicators that includes reduced
patient on staff incidents. This project is supported by the newly appointed Quality Improvement Manager and
went live on 7 September 2020. It is also intended that this tool will assist when patients are going through the
resettlement process.

Two other projects are being highlighted through the Safetember platform, one in relation to Fire Awareness and
the other focussing on staff safety and the use of Personal Protective Equipment.

(6) Emerging issues

Covid-19 Update (at time of report submission)

The Muckamore Abbey Hospital management team have raised the profile of Covid-19 awareness across the site.
Updated guidance has been developed in relation to considering patient activites. Action Cards have been updated
in respect of the “The Symptomatic Patient” and “Testing Guidance”. Changes to visiting on site have been
considered and will be implemented in line with the Belfast Trust position.

Erne Ward

Staff absence in Erne Ward continues to be addressed. Successful recruitment has been made for additional Band
5 and Band 7 nursing staff. A range of additional options are being reviewed. Estates review of building environment
in relation to standards for facilities of people with Learning Disability and wheelchair users has been commissioned
and report has been completed.

RQIA Whistleblowing

A number of concerns have been raised with RQIA anonymously which were responded to. MAH Senior
Management team have requested an additional meeting with RQIA to discuss a range of issues which was due to
take place on 17.09.20 but was rearranged at the request of RQIA to the 23.09.20

Trade Unions

Trade Unions are highlighting concerns regarding the increasing number of physical assaults on staff and support
to staff and discussion with the management team are ongoing. Discussions continue with Union representatives
with a focus on staff engagement strategies.

(7) Media and communications — FOIs, media enquiries etc.

As of 22" September 2020:

. 1 media enquiries outstanding - regarding the building control and planning of seclusion room
. 1 constituency request for meeting - date being arranged.

. No Departmental enquiries outstanding , 8 enquires answered from 1 MLA within last week

. 2 FOI requests outstanding
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(8) Financial Governance

BSO Internal Audit have provided a final audit report with an outcome of ‘Satisfactory’ and on 14 April 2020, RQIA
wrote to the Trust to advise that the Improvement Notice had been lifted. An Action Plan is now in progress.

An unannounced Finance Audit was completed on 15 July 2020. Generally there was a satisfactory outcome to how
Patient finances are managed in line with Hospital Policy and Procedure. Audit outcome was shared with the ASM
group and with the Ward Managers Group on 22 August 2020. Individual Action plans have been compiled between
the Auditor and each ward management team in response to feedback and learning points.

(9) Next Steps/forward look — wider strategy update

Review of Leadership and Governance Muckamore Abbey Hospital 2012 - 2017
Following publication of this review, it is planned to seek feedback from those who participated in the review
process in order to inform an overall response from the Trust to the Review.

(10) Other Issues requiring escalation for advice and senior decision making

None.
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Belfast Health and

Social Care Trust
caring supporting improving together

TRUST BOARD
MEETING Trust Board — Confidential Ref No. 6.3
DIRECTOR Interim Director Adult Social 1 April 2021
and Primary Care

Muckamore Abbey Hospital - Update

Purpose This paper provides an update in respect of Learning
Disability Services — Muckamore Abbey Hospital

Corporate Safety and Quality
Objective
Key areas for 1. Muckamore Abbey Hospital
consideration - Resettlement

- Workforce

- Patient Safety

- Staffing

- Covid-19

2. Carer and Family Engagement and Involvement

3. What's Different About Muckamore

Recommendations ¢ For Information
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Briefing for Trust Board
1 April 2021

Learning Disability Services

The purpose of this report is to provide an overview of issues pertaining to Learning Disability services
inclusive of Muckamore Abbey Hospital

1. MUCKAMORE ABBEY HOSPITAL

11 Patient Numbers

As at 15 March 2021, there are 43 patients in residence in the Hospital with 2 patients on trial
resettlement. One patient remains on extended home leave at the request of families in light of the

Covid-19 pandemic.

Table 1: Inpatients (inclusive of patients on home leave) and Patients on Trial Resettlement

Trust of Residence Number of Number of Patients on
In Trial Resettlement
Northern HSC Trust 19 1
Belfast HSC Trust 15 1
South Eastern HSC Trust 8 0
Southern HSC Trust 1 0
Western HSC Trust 0 0

Total 43 2
1.2 Resettlement

Of the patients on site only 1 currently is requiring active treatment - all other patients are delayed
discharges. In the next six months, a further 5 discharges of Belfast Trust patients are expected to
proceed.

13 Patient Safety

The most recent Safety Report, Report No 104, week ending 10 March 2021 is enclosed. This weekly
Safety Report sets out performance against a range of patient safety metrics. This report is reviewed
by the senior management team in Muckamore Abbey Hospital and shared with the multi-disciplinary
team. There is also a weekly Live Governance call for all ward areas to feedback on the previous
week’s incidents, adult safeguarding referrals and any other governance issues.

14 Staffing

1.4.1 Nurse Staffing

Current nurse staffing levels, with the combination of substantive nursing staff, long-term agency staff
and nurse bank staff, are currently providing levels of staffing in line with the nursing model. This
remains under regular review given the inherent vulnerability of the workforce which comprises 75%
agency registrant staff. In the last 2 weeks, 2 substantive staff have tendered their resignation from
the Trust, and a number of agency staff have elected to take work elsewhere. Nurse staffing levels are
reviewed daily on site, and are reported weekly across the senior management team and to the

2
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Department of Health. The most recent staffing position of w/c 8 March 2021 can be found in
Appendix 1.

On 18 March 2020, concerns were raised by a family member regarding staffing levels on site and the
considerable pressure which staff are experiencing in maintaining safe levels of care. These concerns
were shared with the Department of Health via an Early Alert and with RQIA and HSCB. A discussion
with the family member highlighted that these concerns had been raised by staff in the context of
feeling that there had been insufficient management support to address the staffing levels. In
response to this communication, a series of open staff sessions hosted by the management team will
take place over the next fortnight to encourage staff to come forward and share any feedback and/or
concerns they may have. The management team are continuing to explore the introduction of more
formalised trauma informed practice on site.

The Chief Executive has requested that a risk summit take place between the Department of Health,
the RQIA, the HSCB and the Trust.

There are 69 members of nursing staff who are precautionary suspended. Of these 69, 33 are
registrants and 36 are non-registrants and 43 hold substantive posts in Muckamore. There are 56 staff
who have protection plans in place (supervision and training). Of these 56, 29 are registrants and 27
are non-registrants, and 26 hold substantive posts in Muckamore. The total number of staff who have
been arrested associated with Muckamore Abbey Hospital remains 15.

1.4.2 Maedical Staffing

The small team of 2.5wte Consultant Psychiatry team providing input to Muckamore Abbey Hospital
reduced to 2wte due to the sick leave of one of the team. The 0.5 wte relates to single handed
Consultant input to the inpatient forensic unit, Sixmile Ward. The service has been grateful for the
additional support provided by the Division of Mental Health Services during this period of sick leave
which ended on 15 March 2021 when the substantive Consultant resumed to work.

The residual risk in respect of medical staffing relates to clinical leadership with the current vacancy
of the Clinical Director position, as well as the longstanding vacancy in the Chair of Division position.
Unfortunately a recent recruitment exercise for the Chair of Division did not result in an appointment.
Further options for both internal and external assistance are now being considered.

1.4.3 Adult Safeguarding Staffing

Staffing levels in the Adult Safeguarding service supporting Muckamore Abbey Hospital will be added
to the service’s risk register this month — this is due to ongoing DAPO and |0 vacancies within the
service combined with an increase in workload associated with historic concerns shared by the Patient
Client Council {(PCC). These have arisen from the PCC’s engagement with families around the statutory
public inquiry and many are particularly complex. To date there have been 19 separate sets of
concerns raised with the Trust by the PCC which are currently being investigated by the diminished
team supporting Muckamore. As a result, the quality and timeliness of adult safeguarding
investigations relating to incidents in Muckamore, and the timeliness of communication in relation to
these investigations, is not what it should be.

The Adult Safeguarding Lead post for Muckamore Abbey Hospital has been vacant since September
2020 and has only recently been recruited to, at the third attempt. The appointee will commence in
post in June 2021. An action plan has been developed by the Divisional Social Worker and Adult
Safeguarding Service Manager for Learning Disability and will be presented to Executive Team in due
course.
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1.5 Covid-19
All Covid-19 outbreaks on site have now been stood down. There remains a cohort of staff who are
off sick due to Covid-19 but all patients who were Covid-19+ have now recovered.

2. CARER AND FAMILY INVOLVEMENT ACROSS LEARNING DISABILITY SERVICES

There are a range of ongoing initiatives to enhance the involvement of our carers and families in
learning disability services. A summary is set out below :

e Carer Involvement and PPI Lead for Learning Disability services (adults) — this post has been
advertised for a second time and the advert has recently closed.

e The Muckamore Carer’s Forum continues to meet.

e A Family Questionnaire has been issued to families and carers seeking their feedback on their
experiences with the service in Muckamore and in particular how satisfied they are in relation to
the nature and quality of communication with them. The purpose of this questionnaire is to
establish a new baseline in respect to family engagement and communication and to inform our
next steps to making improvements.

e Community Zoom Sessions — these sessions with families of service users took place in February
2021 and 65 families, carers and services users took part. A report is currently being written up
which will summarise the main issues which families and carers raised with the management
team. These sessions were precursors to the reestablishment of a Learning Disability Forum, a co-
production approach to learning disability services.

e Three meetings have taken place with representatives from Families Involved Ni to develop Terms
of Reference for a review of advocacy services. These Terms of Reference are at the final draft
stage — the next step will be to share with HSCB and other Trusts, prior to progressing the review.
A review of advocacy services is a recommendation of the Leadership and Governance Review of
Muckamore Abbey Hospital, 2012-2017.

3. WHAT'S DIFFERENT ABOUT MUCKAMORE

Following last month’s Trust Board presentation on ‘What’s Different About Muckamore Now’, it is
proposed to share the paper with the Department of Health.

Building on recent HSCB and tri-partite Trust discussions about inpatient bed provision, the Trust is
now actively progressing discussions with the Department of Health and HSCB regarding the future
model of service provision - in particular the options to progress to a social care model both in the
medium term to address nurse staffing deficits, and in the longer term as an alternative model of
service delivery. An initial meeting with DOH and HSCB has been convened for 25 March 2021.

Gillian Traub
Interim Director
Adult Social and Primary Care Directorate
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Date: Information w/e Wednesday 10/03/2021
Lead: Gillian Traub - Interim Director
Email: Gillian.Traub@belfasttrust.hscni.net
Tel: 02895048308
Alternative contact: Tracy Kennedy - Co-Director
Email: Tracy.Kennedy@belfasttrust.hscni.net
Tel: 02895048192

Weekly Report Number - 104

CORONAVIRUS (COVID-19)
WE ALL

MUST DO IT | &%
JOGET | S @
THROUGHIT STAY SAFE  SAVE LIVES

1) Key Patient Activity Issues

1.1 MAH Inpatient Numbers

The number of patients in residence is now 43, with 1 patient having been discharged and 1 patient commencing
resettlement. The number on trial resettlement is therefore 2 and one patient remains on extended home leave at
the request of family.

MAH -Bed usage total by week 01/01/20 - 10/03/21

g Tt reSdent egeeincd trial resettizmeant

Patients in Muckamore Abbey Hospital by Trust of Residence are as follows : -

Trust of Residence Number of Number of Patients on
Inpatients Trial Resettlement
Northern HSC Trust 19 1
Belfast HSC Trust 15 1
South Eastern HSC Trust 8 0
Southern HSC Trust 1 0
Western HSC Trust 0 0
Total 43 2
00

)
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2020/2021 :

1.2 Monthly MAH Admissions, Trial Resettlements and Discharges
The graph below plots the monthly, and year to date, number of patients admitted, discharged, on trial resettlement
or having returned from an unsuccessful trial resettlement.

Admission, Discharge, Trial Resettlement & Failed Trial Resettlement
April 19 - Febuary 21
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Admission; admitted during manth

Discharge: discharged during manth

Trial resettlement: pts on TR an last day of manth {not included if discharged/failed trial resettlement during the month]
Falled TR: Returned te MAH during the month

Cumulative Admissions: Number of actual patients

Cumulative Discharges: Number of actual patlents

Cumulative Trial resettlements: Number of actual patients

Cumulative failed TR: Number of actual patients

Internal ward transfar: No of pts transferred within the month

Extended home l2ave: Pts an EHL on last day of the month

1.3 Failure Rate of Resettiement — 2020/21 updated
The failure rate of resettiement in the year 2019/20 was 23%. The table below shows the year to date position for

2020/21
Successful Failed Ongoing Success Rate
Resettlement Resettlement Resettlement

- patient discharged | - patient returned
BHSCT 2 0 1 100%
NHSCT 2 0 1 100%
SEHSCT 1 0 0 100%
WHSCT 1 0 0 100%
Total 6 0 2 100%
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(2) Safeguarding

2.1. Patient on Patient Adult Safeguarding Referrals — w/e 10 March 2021

There were 5 patient on patient ASG referrals reported during the period.

10/03/2021
Ward Location  |Victim Date Time ASP1 DAPO Outcome Type

CF 2 Nurses Station| 1 04/03/2021 12-4pm +2 days same day | ASGR(PP) Physical
CF 2 Dining Room 1 04/0372021 4-8pm +1 day +4 days ASGR(PP) Physical
CF 2 Nurses Station | 1 05/03/2021 4-8pm same day | +4days | ASGR(PR) Physical
1
1

Sixmile A Dayroom 06/03/2021 4-8pm same day | same day | ASGR(PP) Emat/Psyc
CF 2 Nurses Station 08/03/2021 124pm same day +1 day ASGR(PP) Physical

Service Manager Comment
Three of the 4 incidents in Cranfield 2 involved the same patient against 3 other patients. This patient is unsettled

at this time and is being reviewed regularly by the MDT Team.

Analysis for Patient on Patient ASG Referrals, Jan 2020 to date :

ASG - Patient on patientreferrals - 01/01/20 - 10/03/21

e Total Referral = == Medan e——Ull ... 8 per. Mow, Avg. (Tozal Referrals)

2.2 Staff on Patient Adult Safeguarding Referrals — w/e 10 March 2021

There were 2 staff on patient ASG referrals reported during the period.

10/03/2021
Ward Location Victim Date Time ASP1 DAPO Cutcome Type
Eme Ward 1 04/03/2021 4-8pm same day | same day | ASGR({PP) | FPhysical
CF2 Ctay Care 1 05/03/2021 Unknown same day | same day | ASGRIPP} | Emot/Psyc
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Trend Analysis for Staff on Patient ASG Referrals, January 2020 to date :

ASG - Staff on patient referrals - 01/01/20 - 03/03/21
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(3) Weekly governance review - incidents, seclusion, complaints, risk register, ongoing CCTV monitoring.

3.1 Incidents

Incident reporting relates to the period week ending 03 March 2021, as approved at 10 March 2021.

A total of 55 incidents were recorded, 1 of which was rejected and 4 across all wards/areas remain unapproved.
This analysis covers the 50 approved incidents. The following table shows approval status by ward / location of

incident:
I T i
Approval status 25/02/21-03/03/21 (app10/03/2021) | Ardmore | CF1 2  sikmileA | SixmileT ool |  Tofal
Unapproved, not viewed 9 g 2 g ! i A
Approved, investigation ongaing ¢ ' i 1 ’ - e
Approved, investigation complete ° B g e z o ¥
0 0 0 0 0 1 1

Rejected

! 5 13 10 u 2 1 55
Total
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The chart below shows incidents recorded on Datix from 1 January 2020 to date.

MAH - Total incidents recorded on Datix and total unapproved at report
date - weekly trend - 01/01/20- 03/03/21

128

e TOt31 INnCidents - == [edan
g | inapproved incderts UCL
--------- 12 per. Nov. Ave. [Tota! Inciderts)

All 50 ‘approved’ incidents can be further categorised by those affected in the incident, by severity, by day of the
week and by category/ type of incident.

a) Those Affected

Actual self hanm 0 2 i} 0 /3]
Contact/Collision with Objects {not sharps) - Fivtures/fttings 0 1 0 0 A |
Entrapment - In room 0 1 0 0 1
Administration to patient - Incorrect patient 0 1 0 0 g
Insufficient numbers of healthcare professionals 1 0 0 0 hod
Other therapeutic incident 0 1 0 0 1
Physical 0 2 0 0 2
Physical contact 0 2 5 1 £
Physical threat {no contact) 0 0 6 0 6
Verbal Abuse 0 0 2 0 2
Slip/trip or fall - Walking 0 0 1 0 1
Total 1 10 £ 1 50
% 20% 76% %

Highlighted incident types with >3 incidents per category
Incidents are discussed at Ward level PIPA Meeting and weekly Live Governance chaired by the Clinical Director.
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b) Severity

The classification of the approved incidents for the period are shown in the table below.

Incidents bymaﬂyﬁlmwmlzl[sppmm Insignificant | Minor | Moderate | Major | Catastrophic | Tota
Totals: i 19 0 Fempall 0 50
62% 38%

c) Incidents by Day by Location

Ardmore CF1 CF2 Erne Sixmile A | Sixmile T Total

Thursday 0 1 3 2 1 1 8
Friday 0 2 2 2 1 0 7
Saturday 0 3 0 1 2 0 6
Sunday 0 1 ¢ 2 0 & 3
Monday 1 3 1 ] 5 1 1
Tuesday 1 3 2 0 3 0 9
Wednesday 3 0 1 0 2 G 6
Total 5 13 9 7 14 2 50

Highlighted locations with >3 incidents in a day

d) Type/ Location / Severity

Incdests by Severity 25/02/21 - 03/03/21 (app.10/03/2021)
Ardmore

Verhal Abuse

Physical contact

Physical threat {no contact)
Cranfield 1

Actual self harm

Insufficient numbers of heatthcare professionals
Physical contact

Physical threat {no contact)

Cranfield 2

Physical contact

Administration to Patient - Incorrect patient
Eme

Physical

Entrapment - In room

Slip/trip/Fall - Walking

Physical contact

Other therapeutic incident

Sixmile Assessment

Physical contact

Verbal Abuse

Physical threat (no contact)

Sixmile Treatment

Contact/Collision with Objects (not sharps) - Fixtures/fittings
Physical contact

Totals:

Minor

Total |Incidents
5 | 1%

26%

18%

14%

18 | 2%
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Erne Ward

Other Therapeutic Incident

27 February 2021

Staff A was allocated to work with Patient A who has been prescribed level 3 1:1 observations which are
continuous observations during waking hours; staff:patient ratio of 1:1. Patient A was seen walking towards the
office without Staff A. A member of staff raised concern that Patient A had been left unaccompanied. Staff A was
reminded of the importance of remaining with Patient A at all times - Staff A is aware that he could have sought
assistance instead of leaving Patient A alone. Adult Safeguarding referral made, NOK notified.

3.2 Medication Incidents

There was 1 medication incident reported in this period.

Cranfield 2

26 February 2021

At about 1000hrs Patient 1 took what was remaining of Patient 2's yoghurt containing his medication and ate it.
Staff managed to take it off Patient 1. Staff unsure as to what amount of medication Patient 1 ingested as a result
of this. Staff retrieved the little amount of yoghurt remaining which 