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THE INQUIRY INTO HISTORICAL INSTITUTIONAL ABUSE 1922 TO 1995 

       ______________________________________________________ 
Witness Statement of Health & Social Care Board / Public Health Agency 

_______________________________________________________ 

I  FIONNUALA MCANDREW, Director of Social Care and Children, MARY HINDS , 

Director of Nursing PHA and DR CAROLYN HARPER Director of Public Health PHA 

will say as follows: - 

1. Further to the request from the Inquiry for a statement addressing various

questions in respect of Lissue, the Health and Social Care Board and Public

Health Agency (collectively referred to as “the Board”) would respond as follows;

Q1. When did Lissue open and during what period did it operate? 

2. In responding to this question, the Board has been assisted by “Lissue Hospital,

History 1981” which is exhibited hereto at Exhibit 1.

3. Lissue House was a private home to Colonel D C Lindsay.  Its first link with the

Royal Belfast Hospital for Sick Children (“RBHSC”) occurred during the second

World War when Colonel Lindsay offered accommodation at his home to give as

many children as possible care and safety at the time of the first bombing blitz in

Belfast.  The links continued after the war, noting: “the location being an ideal

settling for long term and convalescent care and treatment”.  On 1 May 1947

Lissue House was donated by the Lindsay family to the RBHSC.
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I, Hilary R Harrison will say as follows: 

This statement has been provided on behalf of the Department of Health, Social 
Services and Public Safety (the Department) in response to the Rule 9 request of the 
Historical Institutional Abuse Inquiry (HIAI) dated 16 December 2015.  It has been 
prepared on the basis of information contained in files currently held by the 
Department and such evidence received from the HIAI as it has been possible to 
review within the required timeframe.  As further information becomes available, it 
may be necessary to provide to the HIAI, revised or supplementary statements. 

Question1 

1. When did Lissue open and during what period did it operate?   
 

1.1 The Department understands that Lissue House, a private home, was opened 
in May 1947 for the treatment and convalescence of sick children.   Following 
a brief period of closure after the ending of the war in 1945, Lissue House was 
privately donated to the newly created Northern Ireland Hospitals Authority 
(the Authority).  It re-opened in 1949 as Lissue Hospital, a paediatric medical 
and surgical hospital and continued as such until May 1971, when it began to 
provide additional services in the form of psychiatric in-patient and day patient 
services for children and young people.  In later years, prior to its closure, 
Lissue hospital also provided in-patient respite care for children with complex 
health needs.  
 

1.2 The Health and Social Care Board (HSC Board) in its statement to the HIAI 
dated 29 February 20161 (the HSC Board statement) has set out in detail the 
history and operation of the hospital with reference to the Child Psychiatry 
Unit, until the service transferred to the Foster Green Hospital site, Belfast.  
Attached at Annex A of this statement is a comprehensive history of the 
hospital and all paediatric services provided on the Lissue site from the 
hospital’s opening to its closure in January 1989 taken from a book written by 
a former consultant paediatrician at the hospital. entitled:  ‘A history of the 
Royal Belfast Hospital for Sick Children: a history 1948-1998’2.  
 

2. How many individuals spent time in Lissue?  
 

2.1 The HSC Board statement provides the numbers of in-patient and day patient 
between May 1971 and 29 February 19893 to the psychiatric unit at Lissue.  
During these years 1,124 children were admitted as in-patients and 250 

1 LIS 079 
2 Love, H. The Royal Belfast Hospital for Sick Children: a History 1948-1998.  Belfast: Blackstaff Press, 1998 
3 LIS 081 
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4. As detailed in the history document, by 1959 Lissue was a busy branch hospital 

of RBHSC, treating surgical and medical patients.  

 

5. A psychiatric inpatient service for children and young people was first provided on 

the Lissue site from May 1971.  It is this service that the Board understands is the 

focus of the Inquiry and thus forms the focus of this statement. 

 

6. Prior to the opening of this unit at Lissue Hospital, there was no provision for in-

patient child and adolescent psychiatry in Northern Ireland.  The first proposal to 

consider Lissue for such a service was on 21 June 1968, following which a 

medical staff sub-committee in RBHSC was appointed on 1 July 1968 to: 

“Consider the best way Lissue House could be converted into an In-Patient Child 

Psychiatry Unit and if this was not possible, whether or not a new Unit should be 

provided”.   This subcommittee subsequently produced a report which is at 

Exhibit 2 and details the committee's deliberations in relation to the proposed 

use of the building and staffing needs. 

 

7. In November 1968, the Belfast Hospital Management Committee confirmed to the 

Northern Ireland Hospital Authority that they had accepted in principle a 

recommendation from Dr Porter that part of Lissue Hospital should be converted 

into a 20-bed inpatient child psychiatry unit.  See Exhibit 3  

 

8. The in-patient unit subsequently opened in May 1971 with the first patients 

admitted on 17 May 1971 as detailed in the in-patient admission book. 

 

9. The Child Psychiatry unit at Lissue also offered day patient admissions.  It is 

noted that the day patient admission book records the first patients for this 

service in September 1971. 

 

10. From May 1971, therefore, there were two inpatient services at Lissue Hospital: 

a. A Paediatric Unit (on the ground floor) comprising of 20 beds providing the full 

range of services for physically ill children; 
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4. As detailed in the history document, by 1959 Lissue was a busy branch hospital 

of RBHSC, treating surgical and medical patients.  

 

5. A psychiatric inpatient service for children and young people was first provided on 

the Lissue site from May 1971.  It is this service that the Board understands is the 

focus of the Inquiry and thus forms the focus of this statement. 

 

6. Prior to the opening of this unit at Lissue Hospital, there was no provision for in-

patient child and adolescent psychiatry in Northern Ireland.  The first proposal to 

consider Lissue for such a service was on 21 June 1968, following which a 

medical staff sub-committee in RBHSC was appointed on 1 July 1968 to: 

“Consider the best way Lissue House could be converted into an In-Patient Child 

Psychiatry Unit and if this was not possible, whether or not a new Unit should be 

provided”.   This subcommittee subsequently produced a report which is at 

Exhibit 2 and details the committee's deliberations in relation to the proposed 

use of the building and staffing needs. 

 

7. In November 1968, the Belfast Hospital Management Committee confirmed to the 

Northern Ireland Hospital Authority that they had accepted in principle a 

recommendation from Dr Porter that part of Lissue Hospital should be converted 

into a 20-bed inpatient child psychiatry unit.  See Exhibit 3  

 

8. The in-patient unit subsequently opened in May 1971 with the first patients 

admitted on 17 May 1971 as detailed in the in-patient admission book. 

 

9. The Child Psychiatry unit at Lissue also offered day patient admissions.  It is 

noted that the day patient admission book records the first patients for this 

service in September 1971. 

 

10. From May 1971, therefore, there were two inpatient services at Lissue Hospital: 

a. A Paediatric Unit (on the ground floor) comprising of 20 beds providing the full 

range of services for physically ill children; 
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127. The Board is not in possession of the television documentary.  The Board is 

aware that a third party has published the documentary on UTube at the following 

links: 

Part 1:    

Part 2:   

Part 3:   

Part 4:   

 

128. This Horizon documentary was produced by the the BBC and was broadcast 

nationally.  It focused on the work of Dr McAuley in relation to behaviour 

modification.  . 

 

129. The documentary closes with the following narration:  

“So what do you think about the therapy, does it deserve its unpopularity in the 

psychiatric profession?  The therapy’s success rate in general is that one family 

in three improve.  None of the other therapies on offer are any more successful, 

except for tranquilisers, and with them it is difficult to know what success means.  

Behaviour therapy is criticised for treating the symptoms so that nothing really 

changes.  Is that true [for the two mothers involved] or was their determination 

going to develop anyway? The other therapies have a relatively slow process of 

giving insight into unconscious motivation, would these have suited [the two 

mothers involved] better than the dramatic intervention they experienced?”   

One of the mothers involved says that it worked quickly and she saw results 

within 10 days, but had she not seen it working she would have “definitely 

scrubbed it, I would have thought it was too brutal, I think for want of a better way 

of describing it, it was like training a dog or an animal and for those reasons you 

sort of thought what am I doing, what am I doing to my son, you know and.. it 

worked, it has worked and it has changed the child and it has changed me – it 

has given us both what we needed, freedom from each other and confidence in 

each other”.   

 

130. Dr Roger McAuley, Consultant Psychiatrist, who was appointed to Lissue in 

1976 and led the behaviour modification programme has also co-authored a 
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1     institutions that the Inquiry has looked at, in respect

2     of Lissue the role played by the Department was somewhat

3     different in that here the role was largely to provide

4     funds to initially the Northern Ireland Hospital

5     Authority and then subsequently the Health & Social

6     Services Board, the Eastern Health & Social Services

7     Board, from which they allocated monies to run Lissue

8     and employed staff and really had overall governance for

9     that institution.  Would that be correct?

10 A.  Yes.  That's correct.

11 Q.  Now I'm just going to look at a couple of things.  We

12     see from the work that the Inquiry has done that there

13     was an allegation of peer abuse in 1983 and the

14     Department complained they weren't informed about that.

15     The joint statement that the Inquiry has received on

16     behalf of the Health & Social Care Board, which I am

17     sure you have seen --

18 A.  Yes, I have.

19 Q.  -- talks about the 1973 circular and you attach that to

20     your addendum statement at 1414.  Maybe if we just

21     briefly look at that.  I am pulling this up because

22     although it was talked about, we have not actually

23     looked at it before.  It is noted -- it is a letter

24     essentially from Dundonald House, Ministry of Health and

25     Social Services, to the Chief Administrative Officer of
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1     each Health & Social Services Board.  It says:

2         "I am writing to draw your attention to

3     a long-standing administrative arrangement whereby the

4     Northern Ireland Hospitals Authority undertook to notify

5     the Ministry of the details of all untoward events

6     involving patients in psychiatric or special care

7     hospitals.  Untoward events include:

8         (a) unauthorised absences

9         (b) accidents, and

10         (c) sudden, unexpected or unnatural deaths.

11         2.  It is essential that this practice be

12     continued."

13         Then it sets out how those untoward events should be

14     reported.

15         "The Health & Social Services Boards should ask

16     psychiatric and special care hospitals to notify the

17     Board by telephone in the first place of details of

18     an untoward event immediately its occurrence becomes

19     known."

20         Now on one view of that it could be argued that,

21     well, an incident of peer abuse might not fall into

22     those three categories outlined, although it quite

23     clearly says "includes the following".

24 A.  Yes.

25 Q.  Yet equally on another view when we are looking at -- we
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1     are looking at -- it is addressing incidents where harm

2     occurs, injury or unexplained absences or death.  So,

3     therefore, an incident of peer abuse would fall into

4     that broader umbrella of harm that ought to have been

5     reported.

6 A.  Yes, I would agree.

7 Q.  I mean, when we were talking, you were explaining to me

8     that certainly it was part of the general consciousness

9     in the '70s and '80s that if there was anything that

10     might cause concern to the public, then that ought to be

11     reported to the Department so that they were aware,

12     particularly in light of matters coming to press

13     attention, which is exactly what happened in 1983.  The

14     first the Department seemed to know about it was when it

15     did come into -- there was a report in local press about

16     it.

17 A.  Yes.

18 Q.  Isn't that right?

19 A.  Yes.

20 Q.  You were saying that there was no equivalent to this

21     1973 circular sent on the social care side to children's

22     homes or to the boards about children's homes.  Is that

23     correct?

24 A.  Yes.  I can't find any trace of that, but I'm certainly

25     aware from my own practice in the 1970s and early '80s
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1     that where any event happened that was likely to be

2     a matter of concern, public concern in relation to the

3     care of children, whether those children were in

4     institutional care or in foster care, or indeed on the

5     child protection register, that the Department was to be

6     immediately notified.  That was part, as you say, of our

7     consciousness in working in Social Services during those

8     decades.

9 Q.  The 1983 incident of peer abuse had a further

10     significance, might I suggest, in that we are aware from

11     Module 5 when we looked at Harberton House and Fort

12     James about the whole incident of peer abuse that

13     occurred in that -- those institutions and the response

14     that there was, but that was in the '80s that that came

15     to light, early '90s.  This was 1983, some -- not quite

16     a decade but certainly a good half decade before that.

17     This was an incident of it being in the public

18     consciousness at that time that children could behave in

19     this way.  Isn't that right?

20 A.  Yes, that's right, yes.

21 Q.  And certainly was known to the Board and was known to

22     the Department, belatedly perhaps, but certainly was

23     known.  So is it -- might -- was this, do you think --

24     and I know we are speculating, because we don't have any

25     documentation -- but was this, do you think, seen as



c. The use of medication to respond to particular behaviours (for example HIA 

251); 

d. Being placed on special observation; 

e. Being placed in pyjamas; 

f. Confining a child to his room with loss of privileges and on constant 

observation by a member of nursing staff until he earned his way back out of 

his room by means of a star chart (an example of which is seen in the nursing 

notes of HIA 251); 

g. A card system or points system to achieve privileges, or have privileges 

removed (an example of which was loss of outdoor clothes in respect of HIA 

172). 

 

80. The above list is not intended to be exhaustive.  The Board would note that some 

of these techniques, particularly time out and removal of privileges by way of 

sanction, remain effective and valid tools for managing difficult behaviours of 

children, whether by professionals or parents.  

 

81.  Particular examples of how such sanctions were employed, and in what 

circumstances will be seen in relation to the individual Applicants. 

 
Q16. Is the Board aware of any contemporaneous complaints made of abuse in 
Lissue? 

 

82. The Board is aware that in March 1983,  alleged buggery by another 

patient in the Child Psychiatry Unit.  The following chronology summarises the 

steps taken: 

a.  was an inpatient in Lissue from 19 August 1982 to 24 September 1982; 

b.  was subsequently placed in Marmion Children’s Home.  In February 

1983 consideration was being given to a further admission to Lissue, which 

upset   Over the course of discussion with his Social Worker,  

, on 25 and 28 February 1983, he disclosed sexual abuse by a peer 

(whose name he did not know) within the unit during his previous admission; 

c. This matter was immediately reported to police.  The Social Worker 

accompanied  to the police station on 1 March 1983.  On that date he 
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was medically examined.  It is recorded that: “the doctor stated that in his 

opinion (despite the time elapsed since alleged incident) that sexual 

interference may have taken place”.  The Social Worker returned to the police 

station with  on 2 March 1983 when a statement of complaint was taken.  

The Assistant Director of Social Services, EHSSB, Mr Bunting, was also 

advised of the complaint by telephone on 2 March 1983;  

d. The allegation was also reported to the Child Administrative Nursing Officer 

(“CANO”) at EHSSB.  On 3 March 1983 the CANO made contact with the 

District Administrative Nursing Officer (“DANO”).  The DANO undertook an 

investigation and provided a written report dated 16 March 1983.  The 

conclusion was, in summary, that policies were sound and there was 

adequate provision for the nursing care of all children brought into the Unit; 

that an element of risk did exist within the philosophy which had to be 

accepted; that the recent tendency to admit children over 14 years was 

stretching the Unit beyond that with which it could cope; and that in 

completing the investigations, DANO had sought to ensure that nursing staff 

fully understood their role and responsibilities. The investigation concluded 

that staff were fully aware of all procedures and there was no indication of any 

staff negligence. It was held that, given the risk element and the large number 

of children over 14 years, it was difficult for staff to manage and supervise 

them and manage their care because of the manty difficult needs of the 

various groups.   

e. This report was provided to the CANO.  Following discussion with Consultant 

Medical Staff, it was agreed to institute a change in admission policy so as to 

ensure that children over 13 would not be admitted from 29 March 1983.  

Additionally, measures were taken to restate all policies and procedures and 

discussion sessions were held with staff to reinforce their awareness of their 

roles and responsibilities.  

f. By 8 March 1983 the fact of the police investigation had been reported in the 

press (Irish News).   

g. On 21 July 1983 the Child Administrative Officer advised the Department in 

writing of the untoward incident.  This followed correspondence from the 

Department commencing 26 March 1983 in light of the press report.  The 

Department sought information as to which the incident had not been dealt 
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with in accordance with the relevant circular (HSS 4 (OS) 1/73, dated 30 

October 1973).  The EHSSB advised in July 1983 that some confusion had 

arisen form the fact this was an allegation being investigated, but accepted 

that the Department should have been notified and an apology was given for 

the oversight. 

h. Matters continued to be followed up into 1985 to secure written confirmation 

as to the outcome of the police investigation, which culminated in a decision 

of no prosecution.  Mr Bunting also sought details of the alleged perpetrator, 

as he considered this important in regard to possible risk to other boys.  Upon 

receipt of this information he circulated same to the South Belfast Unit of 

Management, being the area in which the alleged perpetrator was said to 

reside. 

(see Composite Exhibit 15, Letters dated 29 March 1984 and 30 May 1984 

entitled “Untoward Event – Lissue Hospital” and chronology which runs from 

March 1 1983 – 25 April 1983, DANO report, “Memo from W Celso to All Staff 

29.03.83 re Lissue”, Memos of R J Bunting dated 23 April 1985, 10 July 1985) 

 

83. The Board is also aware of contemporaneous complaints made of abuse through 

the Historic Case Review, which has been provided to the Inquiry, and is 

discussed in further detail in response to Question 22 below. The Historic Case 

Review involved a review of file extracts of a sample of patients admitted to 

Lissue between 1975 and closure in 1989, with consideration to patients admitted 

to Forster Green Hospital thereafter to 1995.  This review identified complaints 

recorded in notes as having been made by children and/or their parents during 

their admission to the Child Psychiatry Unit at Lissue Hospital as follows: 

a. Complaints of sexual abuse by peers (see internal pages 22 to 24 of the 

report): 

i. Child A  an 8 year old girl admitted between June and 

August 1986, complained that a male child had kissed her in the 

private parts.  She later said that this was all lies; 

ii. Child , a 13 year old girl admitted between April 1979 and March 

1980 (with a further period as a day patient from November 1980 to 
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15. Was any other form of discipline employed in Lissue, if so, what form 
did this take?  
 

15.1 Please see paragraph 19.1 below.  
 
16. Is the Department aware of any contemporaneous complaints made of 

abuse in Lissue? 
 

16.1 The Department does not have any information to hand which suggests that 
the MHLG or subsequently the DHSS were aware of any contemporaneous 
complaints in relation to the Lissue Hospital.  
 

17. Is the Department now aware of any complaints of abuse at Lissue 
between its opening in 1946 and is closure in the early 1990s and when 
were those allegations first known? 
 

17.1 The Department was aware of the following complaints in relation to alleged 
sexual abuse by staff at Lissue:   
 
The  complaint made in November 1986 relating to the mid 1970s  

 
17.2 To the Department’s knowledge this was the first complaint brought to the 

attention of the DHSS in relation to Lissue. It was made in November 1986 by 
a young woman,  then aged 17 years and resident in Coulter’s Hill 
Children’s Home, a home run by the Northern Health and Social Services 
Board (NHSSB).   
 

17.3 The Chief Social Work Adviser (CSWA) was notified by letter dated 22 
December 198610 from the Northern Health and Social Services Board 
(NHSSB), that a girl then aged 17 years who was in the care of the Board had 
alleged she had been sexually assaulted by a male member of staff at Lissue 
when she was a patient in the hospital some 10 years previously.   The 
NHSSB had notified the EHSSB who in turn had referred the matter to Lisburn 
RUC.  The EHSSB appears to have ascertained that that the person against 
whom the allegation had been made was a nurse who had left the service a 
year previously on the grounds of ill-health. The DHSS made a written request 
dated 8 January 198711 to the NHSSB to be kept informed and requested a 
further update from the NHSSB on 24 March198712. By letter dated 14 April 
198713 the NHSSB responded indicating that refused to make a formal 
statement of complaint to the police but that the EHSSB was inquiring further 

10 LIS10050 
11 LIS10051 
12 LIS 10055 
13 LIS 10057 
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into the matter. 
 

17.4 On the advice of the EHSSB by letter dated 27 October 198714, the NHSSB 
challenged a police decision communicated to Lisburn Social Services on 8 
April 198715, not to pursue the matter any further as  had made a written 
statement in January 1987 withdrawing the original complaint.  As a 
consequence, the police confirmed to the NHSSB in November 1987 that the 
investigations were being reopened and that the findings would be submitted 
to the Director of Public prosecutions16.   The CSWA (now the Chief Inspector, 
SSI) was copied into correspondence between the NHSSB, the EHSSB and 
the police in relation to these events and requested by letter dated 7 
December 1987 to be kept informed of any further developments17.  The 
Department does not hold any additional information in relation to this case.  
 

17.5 The Department holds no further information regarding the  complaint.  
 

17.6 The following information regarding the  and complaints has been 
drawn from documentation which was shared with the EHSSB by the DHSS, 
which was retained by the Board and submitted in its evidence to the HIAI.  
The DHSS’s own file in relation to these complaints is not available, having 
most likely been disposed of in accordance with the Departmental file 
management systems.  
 
The  complaint made in 1993 relating to the 1970s 

17.7 In May 1993 during my tenure as a DHSS Social Services Inspector,  
then a 27 year old woman and a former resident of Barnardo’s Tara Lodge 
Adolescent Unit which I had previously managed, alleged to me that while she 
had been a patient in Lissue some 14 years previously, she had been sexually 
assaulted by a male nurse whom she named.  I provided a report on the 
matter to Dr K McCoy, the then Chief Inspector (CI) and , an 

18.  I recall that the contents of the report 
were discussed with me at a meeting between the CI, the , the then 
Assistant Secretary within the DHSS’s Child Care Policy Branch,  

  
 

17.8 Following the meeting, I contacted Sergeant W McAuley of the RUC Care Unit 
on behalf of .  I understand Mr P Simpson, a senior official within the 
DHSS Management Executive contacted the EHSSB and the Green Park 

14 LIS 10063 
15 LIS 10056 
16 LIS 10065 
17 LIS 10067 
18 LIS 10076 
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85. The Board notes that these records of abusive behaviour relate to potential 

knowledge by staff of parental abuse of the child.  The key criticism appeared to 

be a failure to follow up / report this to the appropriate authorities.   

 

86. The Retrospective Sampling did identify two allegations against members of staff 

(internal page 15 of report). However, it is noted that these files were from the 

period 1990 – 2003 and thus do not relate to the Child Psychiatry Unit at Lissue 

Hospital.   

 

87. The Board is also aware that on 19 November 1986 a female child reported her 

distrust of  to .  A review undertaken by Belfast Trust of 

 staff file in or around 2008 noted that the matter was reported to  

, Assistant Director of Nursing, who interviewed   “The report 

concluded that  was aware of this responsibilities towards vulnerable 

children.”  In 2008 it was noted: “there was no evidence of the young person / 

parents being interviewed with regard to this matter or indeed what was meant by 

distrust”. 

 

88. In responding to this question, the Board has drawn on files identified to be 

relevant and sampling exercises which included a targeted consideration of files. 

The Board has not been able to review the file of every inpatient in Lissue Child 

Psychiatry Unit between 1971 and its closure in 1989. However, the Board 

considers that the targeted sampling exercises carried out in respect of Lissue 

provide a good measure of the nature and range of complaints made and, as part 

of its own historic case review process, the Board did not consider further 

sampling exercises were required.   

 
Q17. Is the Board now aware of any complaints of abuse at Lissue between its 
opening in 1946 and its closure in the early 1990s, and when were those 
allegations first known? 

 

89. Further complaints of abuse at Lissue became known to the Board subsequent to 

the closure of the Child Psychiatry Unit on that site and the transfer of the service 

to Forster Green Hospital as detailed below. 
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I, Hilary R Harrison will say as follows: 

This statement has been provided on behalf of the Department of Health, Social 
Services and Public Safety (the Department) in response to the Rule 9 request of the 
Historical Institutional Abuse Inquiry (HIAI) dated 16 December 2015.  It has been 
prepared on the basis of information contained in files currently held by the 
Department and such evidence received from the HIAI as it has been possible to 
review within the required timeframe.  As further information becomes available, it 
may be necessary to provide to the HIAI, revised or supplementary statements. 

Question1 

1. When did Lissue open and during what period did it operate?   
 

1.1 The Department understands that Lissue House, a private home, was opened 
in May 1947 for the treatment and convalescence of sick children.   Following 
a brief period of closure after the ending of the war in 1945, Lissue House was 
privately donated to the newly created Northern Ireland Hospitals Authority 
(the Authority).  It re-opened in 1949 as Lissue Hospital, a paediatric medical 
and surgical hospital and continued as such until May 1971, when it began to 
provide additional services in the form of psychiatric in-patient and day patient 
services for children and young people.  In later years, prior to its closure, 
Lissue hospital also provided in-patient respite care for children with complex 
health needs.  
 

1.2 The Health and Social Care Board (HSC Board) in its statement to the HIAI 
dated 29 February 20161 (the HSC Board statement) has set out in detail the 
history and operation of the hospital with reference to the Child Psychiatry 
Unit, until the service transferred to the Foster Green Hospital site, Belfast.  
Attached at Annex A of this statement is a comprehensive history of the 
hospital and all paediatric services provided on the Lissue site from the 
hospital’s opening to its closure in January 1989 taken from a book written by 
a former consultant paediatrician at the hospital. entitled:  ‘A history of the 
Royal Belfast Hospital for Sick Children: a history 1948-1998’2.  
 

2. How many individuals spent time in Lissue?  
 

2.1 The HSC Board statement provides the numbers of in-patient and day patient 
between May 1971 and 29 February 19893 to the psychiatric unit at Lissue.  
During these years 1,124 children were admitted as in-patients and 250 

1 LIS 079 
2 Love, H. The Royal Belfast Hospital for Sick Children: a History 1948-1998.  Belfast: Blackstaff Press, 1998 
3 LIS 081 
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children were admitted as day patients. 
 

2.2 More general statistics for the whole of Lissue hospital are available from 
annual statistics published by the DHSS between the years 1966 to 1989 
which show total inpatient admissions of between 201 and 501 children per 
year and between 290 and 1760 day patient attendances annually (Annex B).   
 

3. On what basis were children admitted to Lissue? 
 

3.1 The HSC Board statement sets out in detail the general clinical framework 
under which “24 hour intensive treatment” services were provided.  Whilst 
admission criteria were not precisely defined, the hospital’s range of 
methodologies and admission patterns indicate that children who were 
admitted to the Child Psychiatry Unit were those with the most complex 
mental health and behavioural needs.  These included emotional and 
behavioural disturbances and psychiatric illnesses, which in addition to more 
traditional methods, were addressed through the provision of alternative 
treatment approaches such as behavioural modification programmes, family 
therapy and child management skills for parents.  
 

3.2 With reference to the other medical, surgical and respite care paediatric 
services provided on the Lissue site, the Department does not have any 
further information other than that contained in the contained in the history of 
Lissue at Annex A.    
 

4. What legislation governed the operation of Lissue? 
 

4.1 Lissue was governed by the provisions of the following primary legislation in 
so far as its operation as a hospital was concerned:   
 
• The Health Services Act (NI) 1948 (the 1948 Act); 
• The Health Services Act (NI) 1971(the 1971 Act); 
• The Health and Personal Social Services (Northern Ireland) Order  

1972 (the1972 Order). 
 

5. What rules, regulations or Orders (legislative or otherwise) applied to 
Lissue?  
 

5.1 The Department has been unable to identify any subordinate legislation that 
addresses the management and operational questions with which the HIAI is 
concerned in relation to Lissue.   The HSC Board’s statement, however, 
includes written policies and guidance4 which established the procedures and 

4 LIS 084 
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3 THE APPLICANTS 

 

3.1 There were 10 Applicants in Module 13, one of whom is deceased.  

 

3.2 Two of the Applicants, HIA 404 and HIA 172, gave evidence about their 

time in Lissue Hospital Paediatric Ward.   

 

3.3 The remaining Applicants had all been in patients in Lissue Child 

Psychiatric Unit and gave evidence about their experiences there. 

 

3.4 Analysis of the admissions book for the Child Psychiatry Unit at Lissue 

shows that between May 1971 (opening) and 29 February1989 (date of 

closure) 1,124 children were admitted as in-patients and between the same 

dates 250 children were admitted as day-patients.   

 

3.5 The number of Applicants who make complaints about their time in the 

Child Psychiatry Unit in this Module, 8 of which relate to the Child 

Psychiatry Unit represents less than 1% of children admitted to the inpatient 

unit over its 18 years of operation between 1971 and 1989.6  

 

3.6 The admission book for the paediatric ward at Lissue has not been found. 

However, Dr Harrison statement for Module 13 states that the annual 

statistics for the whole of Lissue hospital which were published by the 

DHSS between the years 1966 to 1989 show total inpatient admissions of 

between 201 and 501 children per year and between 290 and 1760 day 

patient attendances annually7. As already noted, the inquiry has heard from 

just two Applicants in respect of the Paediatric Ward.  As a minimum, Dr 

Harrison’s statement suggests admissions of over 4,500 children during the 

23 year period referred to.  Thus it is submitted that the overwhelming 

6 LIS 081, paragraph 14 
7 LIS 793, paragraph 2.2 
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Notes: 

Source: Department of Health and Social Services Northern Ireland - Analysis of running costs, 
related income and statitics of hospitals, other residential facilities administered by Health and 
Social Services Boards 

* 32 beds out of commission from 5 January until 31 March 1970 due to alterations 

** Titled ‘Children Lissue’ 

***Years 1983 – 1987 missing 

 

Lissue House

Year
In-patients 
Admitted

Day-patients -total 
number of daily 
attendances

1966 432 -                                     
1967 385 -                                     
1968 454 -                                     
1969 382 -                                     
1970* 279 -                                     
1971 316 -                                     
1972 348 221
1973 357 631
1974** 267 1253
1975** 270 1282
1976 217 1605
1977 235 1436
1978 273 762
1979 252 1129
1980 201 1643
1981 283 1760
1982 288 1197
1988*** 501 868
1989 424 290
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approaches to be taken in the management and care of children and child 
patients.  The HSC Board understands that although these post-dated the 
closure of Lissue, they reflect what was already accepted practice within the 
hospital.   The Department has no reason to dissent from this view.  
 

6. Who regulated Lissue and what approach was taken to regulation?  
 

6.1 In so far as the concept of ‘regulation’ in its broadest sense relates to the 
control and governing of the conduct of a hospital, there was, prior to the 
establishment of the Regulatory and Quality Improvement Authority (RQIA), 
no independent body responsible in Northern Ireland for the ‘regulation’ of 
hospitals. The Mental Health Commission established by section 20 of the 
Mental Health (NI) Order 1986 (the 1986 Order) (see paragraph 7.3) had a 
limited role in seeking to monitor patient treatment and care.  However, the 
1948 Act and subsequently the 1972 Order which established the legal 
framework in which Lissue was directed and controlled, placed a range of 
powers and duties by the Ministry of Health and Local Government (MHLG) 
on the administering bodies established to ensure the proper and effective 
running of the hospital.  The 1948 Act provided for the establishment of the 
Authority which was a body corporate consisting of a Chairman and Vice-
Chairman appointed by the MHLG Minister and such other persons as the 
Minister saw fit, which included the membership as prescribed within Part II of 
the First Schedule to the 1948 Act5.  Under the 1948 Act the Authority was 
responsible for the development, co-ordination and over-all control of the 
Hospital and specialist services but the duty of administering services 
provided at or in connection with hospitals was entrusted to Hospitals 
Management Committees (Committee/s).  The Committees were responsible 
for the day to day running of hospitals under a General Scheme and a 
Management Scheme made by the Authority and in this matter acted as acted 
as the Authority’s Agents.   
 

6.2 The 1972 Order established Health and Social Services Boards (HSC Boards) 
to exercise on behalf of the Ministry of Health and Social Services 
(subsequently, the DHSS) the functions relating to the requirement in the 
1972 Order for DHSS to provide hospitals and their necessary medical, 
nursing and other services.  HSC Boards were also required to submit for 
approval by the DHSS a scheme for the exercise of these functions. As in the 
case of the Authority, each HSC Board consisted of a Chairman and Vice-
Chairman appointed by the DHSS Minister and such other persons as the 
Minister saw fit, which included the membership as prescribed within the 1972 

5 The 1948 Act  provided that the Authority would be constituted by order – this was done by the Health 
Services (Constitution of the Northern Ireland Hospitals Authority) Order (NI) 1948 which listed all the 
members of the Authority by name – S.R. & O 1948 No. 81 
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7.4 The HSC Board has provided evidence to the HIAI to the effect that a visit 
was made by two members of the Commission to Lissue Hospital in or around 
January 1987 as part of an intended programme of annual visits to each 
hospital by the Commission8. A subsequent report (undated) by one of the 
visiting members of the Commission indicated that the Commission 
“commented favourably on the multi-disciplinary approach and on the obvious 
harmony between the various professional disciplines. The only doubt raised 
concerned the adequacy of staffing in view of the high turnover and high 
occupancy rates.”9  Further reports are not available, but as the HSC 
statement has noted, the child psychiatry in-patient service moved from the 
Lissue site in 1989.     

 
8. What were the governance arrangements for Lissue? 

 
8.1 In so far as the term ‘governance’ relates to the structures and processes for 

ensuring that the hospital provided quality of care, paragraphs 6.1-6.3 above 
and the HSC Board statement have set out in detail the hospital management 
and administrative structures established by the 1948 Act and the 1972 Order 
and the responsibilities of the various administering bodies. Within these 
structures, the HSC Board statement has noted that a committee within the 
Royal Belfast Hospital for Sick Children (RBHSC) also governed the Lissue 
Hospital.  The RBHSC committee was responsible to the Belfast Hospital 
Management Committee, which in turn reported to the Authority.  
 

8.2 From October 1973, Lissue Hospital came under control of the EHSSB.  The 
HSC Board statement explains the management and reporting structures that 
were in place on the implementation of the 1972 Order.  The HSC Board 
statement explains that on a day-to-day basis Lissue was a Consultant led 
unit. 
 

8.3 The Department has no further information to add to the HSC Board’s 
response to this question save to note that the Authority was responsible for 
the discharge of its functions to the MHLG and not to the Ministry of Home 
Affairs as suggested by the HSC Board statement.  
 

9. Was there a Management or Visiting Board and how was it comprised?  
 

9.1 Apart from the information presented in paragraph 8.1 above regarding the 
RBHSC Committee and the Belfast Committee, the Department has no further 
information presently to hand regarding whether each hospital had a visiting 
Board. The HSC Board statement has noted that the Belfast Committee 

8 LIS 088 
9 LIS 088 
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children were admitted as day patients. 
 

2.2 More general statistics for the whole of Lissue hospital are available from 
annual statistics published by the DHSS between the years 1966 to 1989 
which show total inpatient admissions of between 201 and 501 children per 
year and between 290 and 1760 day patient attendances annually (Annex B).   
 

3. On what basis were children admitted to Lissue? 
 

3.1 The HSC Board statement sets out in detail the general clinical framework 
under which “24 hour intensive treatment” services were provided.  Whilst 
admission criteria were not precisely defined, the hospital’s range of 
methodologies and admission patterns indicate that children who were 
admitted to the Child Psychiatry Unit were those with the most complex 
mental health and behavioural needs.  These included emotional and 
behavioural disturbances and psychiatric illnesses, which in addition to more 
traditional methods, were addressed through the provision of alternative 
treatment approaches such as behavioural modification programmes, family 
therapy and child management skills for parents.  
 

3.2 With reference to the other medical, surgical and respite care paediatric 
services provided on the Lissue site, the Department does not have any 
further information other than that contained in the contained in the history of 
Lissue at Annex A.    
 

4. What legislation governed the operation of Lissue? 
 

4.1 Lissue was governed by the provisions of the following primary legislation in 
so far as its operation as a hospital was concerned:   
 
• The Health Services Act (NI) 1948 (the 1948 Act); 
• The Health Services Act (NI) 1971(the 1971 Act); 
• The Health and Personal Social Services (Northern Ireland) Order  

1972 (the1972 Order). 
 

5. What rules, regulations or Orders (legislative or otherwise) applied to 
Lissue?  
 

5.1 The Department has been unable to identify any subordinate legislation that 
addresses the management and operational questions with which the HIAI is 
concerned in relation to Lissue.   The HSC Board’s statement, however, 
includes written policies and guidance4 which established the procedures and 

4 LIS 084 
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Hospital.  The RBHSC committee was responsible to the Belfast Hospital 
Management Committee, which in turn reported to the Authority.  
 

8.2 From October 1973, Lissue Hospital came under control of the EHSSB.  The 
HSC Board statement explains the management and reporting structures that 
were in place on the implementation of the 1972 Order.  The HSC Board 
statement explains that on a day-to-day basis Lissue was a Consultant led 
unit. 
 

8.3 The Department has no further information to add to the HSC Board’s 
response to this question save to note that the Authority was responsible for 
the discharge of its functions to the MHLG and not to the Ministry of Home 
Affairs as suggested by the HSC Board statement.  
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1     Board" -- sorry -- "who took on administrative

2     responsibility for the hospital after reorganisation.

3     Clinical links were maintained, however, with the parent

4     hospital, which, following reorganisation, fell within

5     the North Belfast District."

6         Now I am going to look at that a little bit, if

7     I may, because I was showing you --

8 A.  Uh-huh.

9 Q.  -- the history of the Royal Belfast Hospital for Sick

10     Children that was written for its anniversary, I think

11     ninety years' anniversary or something.  It is exhibited

12     to Dr Harrison's witness statement.  I can get the

13     reference in a moment.

14         It is clear that there was this split between the

15     Lisburn District and the North & West Belfast District.

16 A.  Uh-huh.

17 Q.  The medical staff still came under the authority, if you

18     like, of North & West Belfast.  Nursing staff were then

19     looked after in Lissue.

20         Now the Department -- if we look at the extract from

21     that book, and it is 815 to 817, if we can scroll down

22     to the bottom of that page, please, it goes on here:

23         "Undoubtedly the event which caused most concern and

24     dismay to the staff was the transfer in '73 of

25     administrative control of Lissue from North & West
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1     Belfast District to Lisburn District.  In May of that

2     year The Ministry of Health, soon to become The

3     Department of Health & Social Services, issued a

4     memorandum to members of the Eastern Health & Social

5     Services Board and the Area Executive Team's Central

6     Services Agency concerning the overlap of services."

7         If we can scroll on down, essentially it says that:

8         "In the appendix cases of overlap between districts

9     in an area were set forth with Lissue being quoted as

10     an example.

11         Lissue had 58 beds.

12         The Hospital Management Committee, Belfast

13     Association, annexe of Belfast Hospital for Sick

14     Children.

15         Catchment area is predominantly greater Belfast.

16     Comparatively few patients are normally resident in the

17     Lisburn Health & Social Services District."

18         Then it goes on to:

19         "The Ministry's position was stated in a letter from

20     the Chief Medical Officer to the Chairman of the Medical

21     Staff Committee and it says:

22         'We have given considerable thought to this question

23     of overlap between districts within an area and have

24     recently issued a circular to the Area Boards giving

25     guidance on this subject.  Basically we feel that in
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27. From October 1973, Lissue Hospital was the responsibility of the Eastern Health 

and Social Services Board.  The nursing reporting and management structures 

within the Board were (as also developed in Module 5): 

a. District Administrative Nursing Officer, at District Level, who was a member of 

the District Executive Team, reporting to the Area Executive Team; 

b. Chief Administrative Nursing Officer, who was a member of the Area 

Executive Team who reported to the Health and Social Services Board. 

 

28. The Health and Social Services Board reported to the Ministry, later the 

Department of Health.   

 

29. In 1986, Part VI of The Mental Health (Northern Ireland) Order 1986 established 

the Mental Health Commission for Northern Ireland (“the Commission”).  

Functions conferred on the Commission by the 1986 Order included a duty “to 

keep under review the care and treatment of patients..” (Article 86).  By virtue of 

Article 86(2) there were specific duties placed upon the Commission to exercise 

this function, with powers as to how the functions were to be exercised in Article 

86(3).  Broadly, this required the Commission to inquire into any case where it 

appeared there may be ill-treatment, deficiency in care or treatment, improper 

detention in hospital, or where a patient’s property may be exposed to loss or 

damage.  The Commission also had a duty to visit patients liable to be detained, 

and to bring matters to the attention of the Department of Health and Social 

Services, Secretary of State or a Board such matters as may be appropriate, 

including where the Commission considered that that body should exercise its 

functions to prevent the ill-treatment of a patient or to remedy the care provided.  

The legislation gave the Commission powers, among others, of visiting hospitals 

and requiring the production of any records in relation to the detention or 

treatment of a patient. 

 

30. The Board has not addressed provisions relating to Mental Health Review 

Tribunals within this statement.  The Board does not believe children were 

detained in Lissue, and as such those provisions did not apply.   
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1         It goes on to say:

2         "Lissue staff were content with the way Lisburn

3     District handled their day-to-day services."

4         I wanted to explore that a little bit, if I may,

5     with you.  First of all, why do you think the Board

6     ignored the advice of the Department or their nudge?

7 A.  I can only assume they got caught up in local population

8     needs in terms of it was physically located in

9     a population.  Therefore the population -- the

10     organisation that served that population should look

11     after that service.  I think as a consequence you had

12     a multiplicity of accountability lines, communication

13     lines, information lines and therefore no -- and I can

14     understand the frustrations expressed in this history,

15     because you had no one organisation looking out for

16     Lissue and all the services that Lissue provided.  I am

17     sure everybody did their best to work together, but

18     hospitals are communities of practitioners.  Of course

19     they are made up of doctors and nurses and clerical

20     staff and all the pieces and the elements that go

21     together, but actually one of the best ways of

22     describing a hospital is a community of practitioners

23     who work together in the best interests of the patients

24     that they serve.  I think the managerial and

25     organisational arrangements that Lissue through this
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1     period had to work with didn't help them make that

2     happen.

3         It is interesting, because it appears an exception

4     was made for Muckamore Abbey, which is based in Antrim,

5     but managed through the Belfast Trust still currently.

6 Q.  I think the comment that you made to me was that the

7     structures don't lend themselves to the strength of

8     having a total picture of the unit.

9 A.  Yes.

10 Q.  That total picture could be missed because there was

11     no-one with overall control, as it were.

12 A.  It is the in charge question.  When you walk into

13     a building, if you ask someone, "Can I speak to who is

14     in charge?", if you walked into Lissue, they would have

15     said, "Of what?"

16 Q.  Going back to your statement, Mary, paragraph 67 you

17     make reference to there being an incident book in

18     Lissue.  That has never been located.  Isn't that

19     correct?

20 A.  No.

21 Q.  Paragraphs 70 to 73, which is on 095, you talk about the

22     issue of restraint.

23 A.  Uh-huh.

24 Q.  And you conclude -- I am not going to go through all of

25     the statements, but you conclude that:
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1948-1998”, Mr. Love said that the event which caused most concern and 

dismay to the staff was the transfer, in 1973, of the administrative control of 

Lissue Hospital from the North and West Belfast District to the Lisburn 

District.  

 

2.12 As explained by Mr. Love in his book, Lissue was located within the 

Lisburn Health and Social Services District and although it was generally 

felt that Area Boards should be responsible administratively for all the 

facilities within their area, the Department of Health nevertheless 

recognized that there were special cases, such as Lissue hospital, where for 

very specific reasons, the administration should continue to be the 

responsibility of a District other than one in which the facility exists. 

However, in the case of Lissue, it seems that the Board decided upon 

arrangements, whereby Nursing Services were administered by Lisburn 

Health and Social Services District, Medical Services were administered by 

the Royal Hospital and the administration of the Social Workers remained 

with the North and West Belfast District.  

 

2.13 This led to complex administrative arrangements, the outworking of which 

is described by Dr. McAuley in paragraph 7 of his written statement: 

 

“There were a number of issues concerning day to day running of the Unit which 

caused concern…The interests of different line managements resulted sometimes in 

a lack of empathy with the overall purposes of the Unit. As already mentioned – 

issues regarding the building were dealt directly by E.H.S.S.B, medics were the 

responsibility of E.H.S.S.B., Social Workers were managed by N. and W. Belfast 

Trust, Nurses were managed by the Lisburn and Down District, and psychologists 

by the Royal Group of Hospitals Trust. The different Trusts were always looking to 

cut staff – in other words there was little cohesive caring for our service, as might 

have occurred if we had operated under one Trust.”1 

1 LIS 484 
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1     a line of accountability that certainly wasn't unified.

2     They were accountable through their professional line.

3 Q.  Yes.

4 A.  They were also accountable through their authority

5     line through the relevant organisation, as you say, and

6     that appears to have caused some difficulties in Lissue.

7 Q.  So where in the structure did it come together that

8     there was one person who had responsibility for Lissue

9     Hospital as a whole?

10 A.  Well, my understanding would have been that it would

11     have been the Eastern Board at the time I think.  I am

12     not entirely clear about that, I have to say.

13 Q.  Right.  Thank you.

14 MS SMITH:  Chairman, that concludes the evidence in relation

15     to Module 13, Lissue.  It would be an appropriate time

16     to take a short break before we deal with the next

17     module.

18 CHAIRMAN:  Well, there may, as in every module, be some

19     matters that we wish to pursue in correspondence,

20     depending upon our review of the evidence we have heard

21     to date.  Should that be the case, we will let the

22     relevant party know as soon as possible, but subject to

23     that caveat, that concludes our examination of Lissue.

24         We intend later this morning to turn to the topics

25     of finance and governance, which we had hoped to be in
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1 A.  I don't remember that, but that -- you know, I actually

2     went out on home visits.  So it may have happened.

3 Q.  So nurses did actually go on home visits?

4 A.  Yes, if you were the key nurse and that was part of the

5     plan.

6 Q.  Just I was wondering about how you -- about supervision

7     in terms of your work.  You talk here about observing

8     other people's work, but were you yourself as part of

9     the training observed in how you were carrying out your

10     duties?

11 A.  That would have happened, yes.

12 Q.  In terms of specialism, if I have understood the

13     discussion that we had and from what you have said in

14     your statement, every nurse who was trained had this

15     element of mental health training as part of the

16     training as standard.  Is that correct?

17 A.  My understanding is that as -- when I made the

18     application to work in Lissue, it was a requirement for

19     me to have my registered mental health nursing training.

20     So therefore I can only think that each of the other

21     nurses needed that qualification to be there.

22 Q.  Or certainly from 1984 when you were applying --

23 A.  Certainly from 1984, yes.

24 Q.  So it may be prior to that a general nursing

25     qualification might have been sufficient.  We will hear
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1 A.  No cooking.

2 Q.  Okay.  In relation to the staff:child ratio did you

3     think that that was adequate?

4 A.  At the time that I was there, yes.

5 Q.  Do you remember a staff member by the name of LS35?

6 A.  No.

7 Q.  In relation to LS7, would you have been regularly on

8     duty with her?

9 A.  I would have been on occasions, yes, but not necessarily

10     regularly, but certainly during the week I would have

11     been on at least maybe three out of five.  So, yes, you

12     could say regularly.  Regular enough.

13 Q.  So you would have been regularly -- there would have

14     been regular contact.  In terms of supervision you

15     talked about supervision and being observed, but were

16     there formal supervision sessions that you --

17 A.  Yes.

18 Q.  Who were those with?

19 A.  That would have been with LS21, and/or if I was working

20     closely with Roger McAuley and/or Billy Nelson, they

21     would have offered supervision, but from a nursing point

22     of view I would have had my nursing supervision with

23     LS21.

24 Q.  With Dr McAuley would that have been about particular

25     cases --
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1 Q.  So who would have supervised you?

2 A.  That's a good question, because I think, going back to

3     this idea of becoming a kind of team of practitioners,

4     I think that the social work supervision was light

5     compared to today and certainly compared to statutory

6     Social Services, where I later went then in 1990 as

7     a team leader, where supervision was every month and

8     looked at files and you -- there was a greater degree

9     of, if you like, just supervision really.

10 Q.  Oversight.

11 A.  Oversight, yes.  Uh-huh.

12 Q.  When you say light, how light?

13 A.  I think it would be if an issue had come up that

14     I needed some help with or I needed to discuss --

15 Q.  You could approach somebody?

16 A.  Approach them, yes.

17 Q.  As opposed to kind of a monthly meeting --

18 A.  Yes, yes.

19 Q.  -- to consider your ...?

20 A.  Yes.  Uh-huh.

21 Q.  So issues about work load, work balance, how you were

22     working with families --

23 A.  Yes.

24 Q.  -- all of that was for you to deal with --

25 A.  Uh-huh.  Yes.
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1 Q.  -- unless you brought forward a ...?

2 A.  Yes.

3 Q.  Your support for your practice came off the

4     multi-disciplinary team then from the ...?

5 A.  Yes, yes, that's correct.

6 Q.  Did you think that was satisfactory at the time?

7 A.  Well, I think at the time I saw myself more as a senior

8     practitioner.  So that was -- to me that was consistent

9     with that.  Now there may be weaknesses in that, which

10     I would admit, but that's how I saw my own role.

11 Q.  Okay.  Thanks very much.

12 A.  Okay.

13 MR LANE:  Just a follow-up on that one.  Who are you

14     actually accountable to?

15 A.  I would have been accountable initially to the

16     consultant --

17 Q.  Uh-huh.

18 A.  -- for the work done.

19 Q.  As your line manager?

20 A.  No, just because he had the -- for example, when

21     I worked in out-patients, so out-patients clinic, you

22     would have the same sort of set-up of

23     a multi-disciplinary team of a consultant, psychologist,

24     social worker -- no nurses obviously -- but all the work

25     we did there, we were accountable to the consultant for
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1     on to another point and then it will probably come back

2     to me.

3         One of the things we were talking about when we were

4     speaking earlier was that although there was legislation

5     -- the legislation that governed the operation of Lissue

6     was different to that governing children's homes, there

7     was nonetheless a similar power to inspect in the sense

8     that, as you have actually described to me, it was

9     a much wider power under the health legislation to

10     inspect not just hospital facilities, but pharmacies and

11     GPs' surgeries.  So there was a very wide power there

12     for the Ministry --

13 A.  Yes.

14 Q.  -- and then the Department to go in and inspect if they

15     had concerns.

16         Now you refer to it in paragraph 7 of your statement

17     and say there was no evidence that that power was, in

18     fact, used until 2005.  To your knowledge was any

19     consideration given to an inspection of Lissue when

20     these matters were coming to light in the

21     mid-1980s/early '90s?

22 A.  To my knowledge I don't know.  It's possible that some

23     consideration was given about the need for action, but

24     that I imagine had the three incidents been put

25     together, that that would have been -- there would have



keep up-to-date records of those registered to practice medicine and to make 

them publicly available. The 1950 Medical Act introduced disciplinary boards and 

a right of appeal to the General Medical Council. The 1950 Act also introduced a 

compulsory year of training for doctors after their university qualification. The 

Medical Act 1983 provides the current statutory basis for the General Medical 

Council's functions which include responsibilities in relation to medical education, 

registration and revalidation of doctors, and for giving guidance to doctors on 

matters of professional conduct, performance and ethics. The General Medical 

Council also has responsibility for dealing with doctors whose fitness to practice 

may be impaired. 

 
Q7 Who inspected Lissue on behalf of the regulator and when, please provide 
copies of any inspection reports? 
 
35. For the period 1971 (when the Child Psychiatry Unit at Lissue opened) until 1 

October 1973, the Ministry of Home Affairs had a power of inspection concerning 

any hospital pursuant to section 63 of the Health Services Act 1948. The Board 

believes that the power of inspection conferred on the of Ministry of Home Affairs 

by section 63 of the 1948 Act remained in effect under subsequent Acts (see 

section 31 of The Health Services Amendment Act (NI) 1969. The Board has not 

found any records of inspection for Lissue hospital for this period.  

 

36. The Health Service was re-organised by virtue of the Health and Personal Social 

Services (Northern Ireland) Order 1972, which came into effect on 1 October 

1973. Section 5 of the 1972 Order places a duty on the MOHA to provide hospital 

accommodation. However, Section 50 of the 1972 Order provided the Ministry of 

Home Affairs with a power of inspection in relation to ‘any home for persons in 

need or other premises in which a person is or is proposed to be accommodated 

by arrangements made by the MOHA’.  This does not explicitly refer to hospital 

accommodation and the Board has not found any records of inspection for Lissue 

hospital, or details of any visits by the Ministry, for the period 1 October 1973 until 

its closure on 28 February 1989.  
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Order.  
 

6.3 In addition, the HSC Board statement has pointed out that medical and 
nursing staff were registered and regulated by their respective professional 
bodies6.  
 

7. Who inspected Lissue on behalf of the regulator and when? Please 
provide copies of any inspection reports 
 

7.1 The power to inspect hospitals was afforded to the MHLG and subsequently 
the DHSS under section 63 of the 1948 Act, section 70 of the 1971 Act and 
Article 50 of the 1972 Order.  
 

7.2 The Department presently has no information to indicate whether this power 
was ever exercised by the MHLG or the DHSS other than by means of a 
Social Services lnspectorate (SSI) led inspection of services for disabled 
children in hospital, the report of which, ‘Care at its Best’  was published in 
2005 (Annex C).  This inspection considered the care of disabled children in a 
range of hospital settings, including the Foster Green Child Psychiatry Unit 
and the Adolescent Psychiatric Unit, then based at College Green, Belfast and 
made a number of recommendations regarding the inpatient care of such 
children.   
 

7.3 The HSC Board statement makes reference to the role of the Mental Health 
Commission (the Commission), established by the 1986 Order.  Whilst an 
inspection role per se was not conferred on the Commission by the 1986 
Order, many of the duties and powers afforded to it were similar to that of an 
inspection body.  These were subsumed under a general duty on the 
Commission under Article 86 “to keep under review the care and treatment of 
patients..” Specific duties identified in Article 86(2) included inter alia the duty 
to inquire into any case where it appeared to the Commission that there may 
be ill-treatment, deficiency in care or treatment and to bring to the attention of 
various authorities, including the DHSS and the relevant Health and Social 
Services Board the facts of the case in order to secure the welfare of any 
patient.   Article 86 (3) of the 1986 Order empowered the Commission inter 
alia to: refer to the Review Tribunal7 any patient who was liable to be detained 
in hospital; visit, interview and medically examine in private any patient; and 
inspect any records relating to the detention or treatment of any patient.  
 

6 LIS 086 
7The Mental Health Review Tribunal is an independent judicial body set up under the 1986 Order to review the 
cases of patients who are compulsorily detained or are subject to guardianship under the Order.  
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C A R E A T I T S B E S T

CARE AT ITS BEST

Regional Multidisciplinary Inspection of the
Service for Disabled Children in Hospital  

1. Introduction

1.1 Everyone wants what’s best for children in hospital. For most
children and young people, hospital stays can be a daunting
experience, but they are usually short and relatively rare events in a
child’s life. For a significant number of disabled children, however,
hospital admissions can be frequent and prolonged. Their needs bring
many additional challenges to the children, their families and the
hospital team, as well as to those responsible for their continuing care
in the community. It is crucial that all involved in the care of such
children should work together in the best possible ways to secure the
best possible outcomes for them. ‘Care at its Best’ provides a
framework to enable this to happen.

1.2 The members of the Inspection Team wish to record their thanks to
staff in Health and Social Services Boards and Trusts for their willing
assistance throughout the inspection and in particular to the inspection
coordinators for their help in easing what was at times a complex and
resource intensive process. The Team is also most grateful to the
members of the reference group who worked hard to develop the
standards and provide useful information, tips and suggestions, clearly
born out of invaluable personal and professional experience. Very
special thanks is due, however, to the children, young people, parents
and carers who not only gave their time but shared their deepest
personal experiences in the most open and uncritical manner, with a
view to making the service better for children in the future. 

1.3 We hope this report will do justice to the input of everyone who
assisted the inspection. We believe that the findings and
recommendations have much wider application than to the particular
children under consideration. It is - after all - widely accepted that
what’s good for disabled children is more than likely to be good for all
children. 
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1 An inter-agency group established by the Department to take forward the
recommendations of the ‘Children Matter’ (DHSS, 1998) report into residential
care provision for children in Northern Ireland.

2. The Inspection

Background

2.1 The Children (NI) Order (1995) (The Children Order) sets out the
powers and responsibilities of Health and Social Services Boards and
Trusts (Boards and Trusts) to provide services to children in need and
their families. A central principle of the Order is that whilst disabled
children are children in need, they are children first and they should
have access to the full range of general children’s services as well as
specialist provision. Amongst the additional life challenges that
disabled children may face, is the fact they are likely to be more
dependent on health and social care services than other children.
Inevitably they will also spend more time in and out of hospital. The
Children Order recognises the vulnerabilities of children in hospital,
particularly those who experience a long term hospital admission of
3 months or more. It contains special provisions aimed at safeguarding
their welfare - these are set out in full in Part 5.26 of this report. 

2.2 This report presents the main findings of a multidisciplinary regional
inspection, led by the Social Services Inspectorate (SSI), of the service
for disabled children in hospital. The inspection came about as a result
of concerns expressed to SSI and brought to the attention of the
Children Matter Task Force1 about the number of disabled children
who spend long periods in hospital due to the absence of appropriate
community based provision. It was therefore included in the SSI 2002 –
2005 inspection programme and approved by the then Minister for
Health, Social Services and Public Safety. 

2.3 In terms of the wider implications of the inspection, the
Department of Health, Social Services and Public Safety (the
Department) is currently developing a Health and Social Services
Strategic Framework for Children, Young People and Families to keep
pace with local, regional, national and international changes in service
provision and policy for children. The Framework will set high level
outcomes, indicators, targets and action plans covering all activities
across health and social services. With regard to providing services for
disabled children, the Framework will be significantly informed by the
findings of this inspection.
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Aim and scope of the inspection

2.4 The aim of the inspection was to assess the extent to which the
service for disabled children in hospital met the requirements of the
Children Order and reflected standards of best practice in the key areas
of:

• commissioning arrangements, structure, organisation and
management of children’s hospital services;

• assessment and care planning for disabled children;
• the range and quality of service provision;
• educational provision for children in hospital;
• workforce planning, staff training and support; 
• communication and information; and
• equality and human rights.

2.5 In determining how to achieve as full a picture as possible of
disabled children and their needs, the Inspection Team decided to
concentrate on a sample of children and young people who had a long
term hospital admission of 3 months or more and who therefore fell
within the statutory provisions of the Children Order. It was felt that
their care was likely to demonstrate in a comprehensive way, the range
of issues affecting all disabled children in hospital.

2.6 The Team considered medical, nursing, social work, psychology,
allied health professional (AHP) and education services as well as
multidisciplinary and partnership working in the service provided to
children and their families. Although the inspection did not specifically
review pharmacy services, the findings identified a number of issues
within the pharmaceutical domain which are reflected in the
recommendations. These have been discussed with the Department’s
Chief Pharmaceutical Officer for Northern Ireland. 

2.7 The inspection fieldwork was conducted in 2003 across 8 hospital
sites and final reports were issued to each hospital in 2004. Appendix
A contains the terms of reference for the inspection and the
methodology for the process. The members of the multidisciplinary
team and the reference group are detailed in Appendix B. To assess the
quality of the service provided, the Inspection Team developed a
framework of draft standards and criteria for each of the areas to be
considered. These are set out in full in Appendix C. This report
considers key issues that emerged under each of the standards and
contains recommendations about how the service should be improved. 
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1 This allows for some margin of error in the data i.e. returns not made by some
Trusts on children who fell within the criteria.

The children and young people

2.8 Each Hospital and Health and Social Services Trust in Northern
Ireland was asked to submit to the Department, anonymized
information on all children who had been admitted to hospital (or were
already inpatients) for a period of not less than 3 months between 1
April 2000 and 31 March 2002. The inspection included some additional
children who met the 3 months criterion and who were patients in the
selected hospitals during the fieldwork process, which commenced in
January 2003.

2.9 The Tables in Appendix D provide a detailed breakdown of the
children’s information. Reference is made to the information contained
in relevant Tables throughout the report. The following is, however, a
‘headline’ overview of the key characteristics of this population of
children:

• At least 1173 children and young people had been in hospital for 3
months or more during the period under consideration (Table 1);

• Slightly more boys (92) than girls (81) had long term hospital stays
(Table 2); 

• Of the 173 children, there were more babies under 12 months (28%)
and children aged 11-15 years (35%) than children of any other age
group (Table 2); 

• Of those children whose religion was recorded, there were
significantly more Catholic (75) than Protestant (50) children. In 18%
of cases, religion was recorded as ‘unknown’ (Table 3);

• The vast majority of the children (84%) were of white ethnic origin –
the ethnicity of 14% of children was unknown/unrecorded (Table 4);

• The largest numbers of children came from Homefirst Trust (32
children), North and West Belfast Trust (28 children) and South and
East Belfast Trust (26 children) (Table 5). The numbers of children
from North and West and South and East Belfast Trusts were larger
than expected, particularly for those admitted to the Young People’s
Centre and Muckamore Abbey Hospital. (Census figures show that
Foyle and Down Lisburn Trusts have larger child populations than
either South and East or North and West Belfast Trusts and that
Homefirst Trust has approximately twice as many children and young
people than either of the latter); 
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• The most recent hospital admission for children who were
discharged during the period under consideration lasted between
3 and 5 months for 81 (59%) children and between 6 and 11
months for 28 (20%) children. The remaining 24 (18%) children
who were discharged and whose length of stay was known had
been in hospital for I year or longer (Table 6); 

• At least1 43 (25%) children in the sample had been in hospital on at
least one previous occasion and a further 29 (17%) had been in
hospital continuously or almost continuously since birth (Table 7);

• Of those children who had been in hospital since birth, all but
2 were discharged or died before they were 6 months old. One child
was discharged at 13 months and another child died just after her
second birthday (Table 8); 

• Four hospitals that provided Northern Ireland wide regional services
in learning disability; mental health (children and adolescents); and
neonatal, medical and surgical services including most regional
specialities accounted for 71% of long term admissions (Table 9); 

• Many children had multiple disabilities. The main disabilities reported
were developmental delay (41%); learning disability (39%);
challenging behaviour (39%); behavioural disorder (35%); emotional
disturbance (31%); severe or chronic illness (28%) and physical
disability (27%) (Table 10); and

• The most important reasons cited for children’s admissions were
challenging behaviour (22%), in hospital since birth (16%) and risk
to self (14%) (Table 11).

2.10 The Inspection Team undertook an in depth analysis of the case
records of 39 children and young people admitted to the hospitals
whose children’s services had been selected for inspection. Interviews
were carried out with key staff responsible for the children’s care as
well as with children themselves (where possible) and with parents,
carers and families.

The hospitals

2.11 The Inspection Team selected 8 hospitals (Figure 1) that together
represented the main features necessary for an effective and province-
wide overview of the hospital service for children. The hospitals chosen

6
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1 There was most likely some under-recording of this since some children’s
previous admissions were picked up from the other hospitals’ returns. 
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included those that were part of a dedicated hospital services Trust and
those that formed part of a Trust responsible for both hospital and
community services. They each fell within the remit of one of Northern
Ireland’s 4 Health and Social Services Boards. The choice took into
account the profile of regional (i.e. Northern Ireland wide), specialist
and acute services as well as types of disability, the age range of
children and the location of children’s inpatient care in dedicated
children’s or adult facilities. The hospitals in the sample accounted for
some 145 children i.e. 84% of 173 children who experienced a long-
term hospital admission during the period under consideration
(Table 12). 

2.12 As with most inspections of services, the recommendations of the
report tend to focus on what needs to change to improve the quality
of service provision. There were, however, several examples of good
practice and some examples of excellent practice in the hospitals
inspected. Of the many that might have been included, the Team have
chosen one particular example of good practice in each of the
hospitals inspected. These are by no means the most important clinical
or care matters commended in each hospital, but they offer an
opportunity for shared learning in innovation that might easily be
transferred to other settings. The hospitals are described briefly in
Figure 1, which includes paragraph references to the examples of good
practice cited in the report.

2.13 Each of the hospitals had a significant interface with community
Trusts through the provision of social work, AHP services, Child and
Adolescent Mental Health Services (CAMHS) or other specialist services.
In some cases, there were joint hospital and community based
appointments of medical staff. There were also liaison relationships
with community Trusts in the admission and discharge of children
from hospital. These are referenced at appropriate stages throughout
the report.

2.14 Final inspection reports were issued to Trusts responsible for each
of the above hospitals, their respective Boards and relevant community
Trusts in 2004. These are public documents, copies of which may be
obtained by contacting SSI. A separate executive summary of this
report is also available.
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Hospital

Altnagelvin
Hospital
(Londonderry)

St Luke’s
Hospital
(Armagh)

The Longstone
Hospital
(Armagh)

Muckamore
Abbey
Hospital
(Antrim)

Antrim Area
Hospital

The Royal
Belfast
Hospital for
Sick Children

The Young
People’s
Centre
(Belfast)

Description

An acute hospital with one children’s
and one neonatal ward serving the
Londonderry, Limavady and Strabane
District Council areas of the Western
Board.

A mental health hospital for adults
incorporating Cloughmore Ward which
provides two mental health inpatient
beds for adolescent patients from
across the Southern Board’s area.

A Southern Board area hospital within
the adult learning disability programme
of care, which occasionally admits
young people under the age of 18
years.

A regional care and treatment hospital
for adults with learning disability and
for children with severe, moderate and
profound learning disabilities who
need specialist care.

An acute hospital with one children’s
and one neonatal unit to serve the
communities of Antrim and
surrounding districts within the
Northern Board’s area.

An acute hospital which also provides
most regional specialities. The hospital
is part of the Royal Belfast Hospitals
Trust in the Eastern Board’s area,

A centre that during the period of the
inspection provided regional mental
health inpatient services on 2 separate
sites to young people aged between
13 and 18 years.

Good practice
example

The support of
technology
dependent children
from hospital to
the community.

Links with the
community based
Child and
Adolescent Mental
Health Team.

Links with the
community based
Social Services
Trust’s Children
with Disabilities
and the Child Care
teams.

Behaviour Nurse
Therapy Team.

Multidisciplinary
arrangements and
the use of
multidisciplinary
recording.

Play specialists in
the children’s
wards.

Engagement with
and involvement of
young people in
their care planning.

Paragraph
reference

3.19

5.8

5.34

4.37

5.44

10.10

5.18

Figure 1: Profile of the hospitals inspected and good practice
examples
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Hospital

Forster Green
Hospital
(Belfast)

Neuro-
rehabilition
services

The Child and
Family Centre

Description

Part of the Green Park Hospitals Trust
in the Eastern Board’s area. Two
services were inspected on the Forster
Green site.

A regional unit for people with
acquired brain injury which admits
some young people from the age of 
14 years.

A regional centre which is the only
mental health inpatient facility for
children under the age of 14 years in
Northern Ireland.

Good practice
example

Multidisciplinary
assessment and
care planning.

Baseline audit
against child
specific service
standards.

Paragraph
reference

5.13

4.55
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1 Hospitals providing either dedicated mental health services or services to patients
who have learning disabilities.    

3. Themes to inform Strategic Planning for
Disabled Children 

3.1 A number of overarching themes emerged during the course of the
inspection. These mainly concerned hospital-community interfaces that
need to be addressed at a regional level within children’s services
planning frameworks. Of relevance to the themes outlined below will
be the findings of the Review of Mental Health and Learning Disability,
Northern Ireland, established by the Department in 2002 and led by
Professor David Bamford. The Review, which will inform Departmental
planning, is due to produce its final reports on children’s mental health
and learning disability services by early 2006. These may well draw
similar matters to attention. They are well worth repeating. 

Children and young people in specialist1 hospitals 

3.2 The Regional Strategy for Health and Wellbeing 1997–2002
contained the objective that by 2002, children should not be
admitted to specialist hospitals, other than in exceptional circumstances
(DHSS, 1997). 

Children in mental health hospitals 

3.3 During the 28 month period under consideration by the Inspection
Team, 51 children and young people had spent periods of 
3 consecutive months or longer in mental health hospitals (Table 13).
Of these, 5 children had been admitted to adult psychiatric units, 
28 children had been admitted to the Child and Family Centre at
Forster Green Hospital and 18 young people to the Young People’s
Centre, then based in the centre of Belfast. The latter 2 facilities are
the only inpatient mental health units in Northern Ireland dedicated
exclusively to the care of children and young people. The Inspection
Team supported the need for inpatient mental health provision for
children and young people and strongly endorsed the continuing need
for regional or area wide children’s inpatient services. It was
disappointing to note, however, that whilst both of these facilities,
which should have been leading centres of excellence in short term
assessment, treatment and care, were operating without the full
multidisciplinary staffing necessary to achieve the best outcomes for
children and young people in the shortest possible time. Both had
significant waiting lists and a number of children had been admitted
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to, or remained in, each facility longer than was clinically necessary due
to lack of community support or alternative specialist services, such as
day units, appropriate to their needs (see 3.15-16). Neither service was
operating in buildings that were suited to their purpose. The
Department has, however, recently approved a business case for the
replacement of the current regional inpatient mental health facility for
young people with an 18 bedded purpose built adolescent unit on the
Forster Green site. This will address some, but not the full
developmental needs, of the child and adolescent mental health service.

3.4 Boards should give priority to establishing Tier 41 child and
adolescent mental health services. The services should provide
for full and intensive multidisciplinary assessment, treatment and
care of children in facilities that are specifically designed for
specialist interventions. 

3.5 Mental health inpatient provision for children and young people is
currently under consideration by an interagency group established by
the Department to advise on the regional development of child and
adolescent mental health services. It is important that the findings of
this inspection should inform the work of the regional group.

3.6 The Departmental Regional CAMHS Development Group
should take account of the findings of this inspection to inform
strategic planning of services and the development of new
provision for children and young people with mental health
needs. 

Children in hospitals for people with learning disabilities

3.7 During the 28 month period under consideration by the Inspection
Team, 44 children and young people had been admitted for periods of
3 consecutive months or longer to hospitals for the learning disabled
(Table 13). One children’s ward in the regional facility (Muckamore
Abbey Hospital) accounted for 17 children in the sample. Of the
remaining 27 children and young people, 20 were accommodated in
the adult wards of Muckamore and 7 in other learning disability
hospitals. Conditions in the hospitals inspected, where some children
had been accommodated for a number of years, were generally
outdated and institutional both in the characteristics of the physical
surroundings and in some of the care routines. These were found to be
wholly unacceptable environments for the care of children or young
people. The Department has endorsed a business plan to replace all

12
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1 Definition of Tier 4 services:
“essential tertiary services for children and young people with the most serious problems, such as
day units, highly specialised outpatient teams and in-patient units. 
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existing provision presently offered on the site of Muckamore Abbey
Hospital. As part of this new development, current provision for
younger learning disabled children will be replaced with a small
community based short-term clinical assessment and treatment facility.
This is commended. Of concern to the Inspection Team, however, was
the lack of a similar plan to address the future inpatient clinical
assessment and treatment needs of learning disabled young people
who are, in the main, accommodated in the adult wards of the regional
centre. 

3.8 In the context of the planned reprovision of regional
inpatient services for adults and children with learning
disabilities, commissioning Boards should formally recognise the
needs of young people as being distinct from those of children or
adults and should address these as a matter of urgency. 

Children and young people admitted to adult wards

3.9 In addition to the issues surrounding the continuing care of children
within specialist hospitals, of further concern was the fact that during
the period under consideration by the inspection, 31 children and
young people had been accommodated in the adult wards of a range
of hospitals (Table 14). The majority of these children (23) had learning
disabilities. Of these, 18 young people were aged 16 – 17 years and
12 children were aged 11 – 15 years. The Inspection Team was also
made aware that younger disabled children were, from time to time,
admitted to wards accommodating a range of age groups which
included adult patients. One child in the sample who was under 5 years
old had spent a period of more than 3 months in a ward of this type.
There were, however, special circumstances attached to this situation
(Table 15). 

3.10 Although it does not formally extend to Northern Ireland, the
‘Standard for Hospital Services’ (DOH, 2003), publication which is part
of the Department of Health’s National Service Framework for England
states:

‘Children should not be cared for on adult wards . …. Actual age is
less important than the needs and preferences of the individual child
or young person. In particular the needs of adolescents require
careful consideration. In general adolescents prefer to be located
alongside people of their own age who are more likely to meet their
need for social interaction…’
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3.11 The Department’s policy document ‘Child and Adolescent Mental
Health services’ (DHSS, 1998) stated that adult based provision for
adolescents should cease as soon as possible.

3.12 Apart from the unsuitability of the social setting, some young
people were being cared for alongside older patients who displayed
sexually inappropriate or – on occasions - violent behaviour. There were
clear child protection issues to be considered and increased pressures on
staff in terms of the management of such high risk situations. Part
6.9-10 of this report contains a recommendation aimed at minimising
risk if, in exceptional circumstances, children or young people are
admitted to adult wards. In terms of the overall profile of such
admissions, however, it is imperative that commissioners and service
providers are fully aware of the use of each adult placement and
address the need in a collaborative way.

3.13 Boards and Trusts should monitor the numbers of children
and young people admitted to adult wards and the length of
their stay with a view to determining whether there are
sufficient children’s specialist inpatient places and community
based provision to meet their needs. Where there are deficits
these should be addressed in a cross Board coordinated manner.

3.14 The inspection focused on children and young people who had
spent prolonged periods of time in hospital and drew particular
attention to those in adult wards. It was evident in discussion with
parents and professionals, however, that there was general concern
about the ambiguity surrounding the age at which young people were
referred to adult hospital and community services and a lack of
consistency in approaches to this. In some cases children aged 14 years
were referred to adult medical services and in other situations, 16 years
was the upper age limit for paediatric services. The multidisciplinary
clinical expertise required by young people may not be available to a
very young teenager within adult medical services or to an older young
person within paediatric services. Issues of age can also have an impact
on the transitional arrangements for children who require services into
adulthood. This is considered further in Part 5.35-37. 

3.15 Boards should develop a regionally agreed protocol for
referrals of young people aged 14 years and over to hospital and
other clinical and community services. This should promote
consistent approaches that take account of the young person’s
age and stage of development and enable appropriate expertise
to be available to meet each young person’s needs. 
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1 An interagency group, led by the Department and established to implement the
recommendations of the Children Matter report (DHSS, 1998). 

The interface with community provision

3.16 The pre-inspection data did not cover disabled children and young
people who were admitted to hospital for periods of less than 
3 months. The true usage, therefore, of specialist hospitals and adult
wards for children and young people is greater than the figures
presented in this report. This issue cannot be considered in isolation
from the current profile of community services provision. Many of the
children had spent prolonged time in specialist hospitals because of the
lack of appropriate community facilities for them. A number of young
people had been admitted to adult wards because there were no
inpatient places in the specialist centres or because there were no
residential or other community facilities suited to their needs. Of
further concern was the fact that the planned inpatient developments
(3.3; 3.7) are unlikely to fully meet the requirements of learning
disabled children and young people and those with mental health
needs. There was an absence of coordinated regional plans which
ensured the development of adequate community provision to support
the reconfiguration of inpatient services. 

3.17 The ‘Children Matter’ Task Force1 should in its Phase 2
implementation consider the impact of impending reductions in
children’s specialist hospital places on current and planned
community residential and other community provision with a
view to informing strategic planning for future services to
disabled children. 

Technology dependent children and those with complex needs

3.18 Many children have complex needs. Some are dependent on
technological equipment whilst in hospital. It was evident during the
inspection that some children required initial admission to specialist
regional centres and there could be significant delay in transfer to local
hospitals. The care of the children and their ultimate discharge home
depended on the availability of trained care staff and Trusts’ financial
capacity to support intensive packages of community care. Neither was
always readily available. The Inspection Team commended the efforts
of hospitals meeting such needs, their commitment to working
towards the development of new skills in staff and community carers
and their expertise in helping children and their families towards
discharge. 
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3.19 Good practice example:

Altnagelvin Hospital provided an example of an excellent training
programme for nurses, parents and carers which resulted in the
successful discharge home of a number of children who required long-
term ventilation. The Inspection Team commended the hospital for its
commitment to developing staff skills in this area, the standard of the
training programme for staff, parents and carers, the multidisciplinary
formal discharge planning associated with the programme and the
effective support arrangements the hospital had established for
parents and families.

3.20 More children are surviving premature birth and neo-natal
complications and those with acquired serious injuries or degenerative
conditions are living longer. No child should remain in hospital longer
than is clinically necessary. The number of technology dependent
children is likely to rise in the future and, in comparison with other
community care needs, their support at home will be resource
intensive. This is a relatively new and emerging matter which needs to
be addressed within a policy context that takes account of the
projected future demand as well as the training needs and resources
required to provide effective services to children and their families.

3.21 The Department should agree a regional policy to address
the emerging needs of technology dependent children for
community care services, including the skills base required in
staff, parents and carers, to ensure minimum delay in
progressing care plans for these children. 

Respite care of disabled children

3.22 A few of the hospitals in the sample retained hospital beds for
respite purposes. Whilst the reasons for this were generally to do with
the familiarity of the hospital setting for some children who required
frequent admissions, no child should be admitted to hospital for
reasons other than clinical needs. An unanticipated outcome of the
inspection, however, was the identification of two residential respite
care units for disabled children that were associated with the hospitals
in the sample, but that were operating outside the regulatory
framework of the Children Order and Departmental guidance.
Although they were designated as respite care units, children who
needed emergency care placements had been accommodated in these
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facilities. During the period under consideration by the inspection, 
11 children had remained in these units for periods of at least 3
months. Some children had remained a number of years. Other
children had been admitted more frequently and for longer periods
than would have been normally warranted within a respite
arrangement. This is an unacceptable situation. 

3.23 These issues raised questions and concerns about the profile of
respite care provision for disabled children and young people
throughout Northern Ireland. ‘Children Matter’, published by the
Department in 1998, proposed the need for a regional review of
such provision.

3.24 A regional review of respite provision for disabled children
should be progressed by the Department without delay as part
of the implementation of the Children Matter Phase 2 initiative.
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4. The commissioning arrangements,
structure, organisation and management of 
the hospital service

Standard

The commissioning arrangements, structure, organisation and
management of hospital services promote optimum quality in the
planning and provision of services for disabled children.

Development of services for disabled children 

4.1 The principle that disabled children are children first should govern
organisational, management and planning structures as well as the
services that children receive. Historically in Northern Ireland, however,
services for disabled children have developed around the disability
rather than the child. The Department is responsible for making
legislation and establishing policies to direct and guide the provision of
health and social services. Within the Department, however, policy
issues for disabled children can fall within the Primary, Secondary and
Community Care Directorates as well as within the Child Care Policy
Directorate. Whilst the Strategic Framework for Children (2.3) will
address disabled children’s issues, there is currently no integrated
Departmental policy on disabled children.

4.2 The Inspection Team found similar fragmentation in Boards and
community Trusts. In addition to acute and specialist hospital services
programmes, the commissioning, planning and delivery of services for
disabled children and their families tended, with only a few exceptions,
to span as many as 7 health and social care programmes.

4.3 There was a general view amongst senior managers in Boards and
Trusts who were interviewed, that the lack of a unified Departmental
approach to disabled children was a significant factor in sustaining
artificial boundaries between services at area Board and local levels.
There is a need for a strong policy focus both within the Department
and regionally that will: 

• recognise and value disabled children as children first and children in
need within the context of the Children Order;
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• tackle the range of needs common to children and their families
without defining these by categories of illness or disability;

• ensure accountability for the full range of statutory obligations on
Boards and Trusts in respect of disabled children;

• address the strong interface between social care services,
community health (including AHP services) and hospital services; 

• set out, when children have specialist community care support
needs, how these will be met within children’s services; and 

• reliably inform and establish priorities and objectives for other
overarching Departmental and inter-Departmental policies and
strategies. 

4.4 A Children’s Services Committee has recently been established
within the Department to ensure coordination across all Departmental
Directorates and professional groups in relation to children’s services.
The above needs should inform the work of this Committee.

4.5 The Department’s Children’s Services Committee should
address the need for an integrated policy on services for
disabled children and establish arrangements across relevant
Departmental interests to enable a coordinated approach to the
matters outlined in 4.3. 

Commissioning arrangements

4.6 There were similar issues in the commissioning arrangements of
Boards. None of the Boards’ senior managers held overall responsibility
for disabled children’s services or was the ‘champion’ of their cause.
One Board had, however, established a ‘Children with Disabilities
Commissioning Sub Group’ and this was commended. Others were
intending to review their arrangements to promote a more co-
ordinated approach between the various disciplines involved in
providing services to disabled children. Commissioning arrangements
and management structures should assist rather than hinder the
development of innovative provision so that services are not confined
within programme of care boundaries and can serve the needs of a
wider range of children. 
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4.7 Boards should establish commissioning and management
structures that are capable of addressing the needs of
disabled children and enable services to be developed in a
comprehensive, child centred and fully integrated way. 

Needs assessment

4.8 There were examples of helpful needs assessments and strategy
documents containing recommendations for the development of
services for disabled children in each Board’s area. Whilst
implementation plans existed for some of these, a number lacked an
implementation strategy and most had not established arrangements
for monitoring and reviewing progress against the recommendations.
Boards reported a problem with the lack of consistent baseline
information on disabled children in their area to assist needs
assessment. This included incomplete information about the number of
children in each Board’s area, the nature of their disabilities and their
support needs. Paragraph 3 of Schedule 2 to the Children Order
requires Trusts to establish ‘a register of children with a disability’ to
inform service planning. A regional 2 year project to develop a model
for the register was completed in June 2003, but Boards and Trusts
reported that due to resourcing difficulties this had not been taken
forward. This legislative requirement, which should have been
implemented in 1996, is therefore still outstanding. Trusts are
accountable through their commissioning Boards for the discharge of
statutory functions under the Order. 

4.9 In fulfilment of the requirement of the Children Order and
the need to inform service planning with reliable and
comprehensive information, Boards should ensure that Trusts
establish a register of disabled children as a matter of urgency. 

Children’s Services Planning

4.10 Despite the higher-level divisions in programme of care structures,
there were a number of good planning initiatives by Boards and Trusts.
Some of these had been facilitated by the Children’s Services Planning
(CSP) process. All Boards had undertaken general or specialist reviews
of services for disabled children and young people. Some initiatives had
been clearly prompted by pressing needs, such as each Board’s Review
of Child and Adolescent Mental Health Services. Yet others had been
carried out in response to new or emerging issues such as the needs of
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children with a life limiting or terminal Illness and assessments to
inform the development of new projects. These were commended. In
general, however, hospitals and Hospital Trusts were not represented
within CSP groupings. 

4.11 In view of the importance of the links between hospital and
community services for children who require periods of hospital
care, the CSP process should include representatives from
hospitals providing children’s services.

Involvement of children, families and front line staff in service planning
and development

4.12 Each Board’s CSP for disabled children included parents, voluntary
sector and user representative groups. There were also examples of
good initiatives to promote the involvement of disabled children and
young people in service planning. These were commended. In a
number of situations, however, where hospitals had planned new
children’s inpatient developments, consultation with parents and
children had either not happened at all or had not happened at a
sufficiently early stage in the process. Parents and children can provide
valuable contributions to inform the structure and design of buildings
and services. In some situations, practitioner staff also felt that they did
not have sufficient opportunity to influence the planning of new
services or buildings. 

4.13 From the outset of new service developments or new build
projects for children’s services, Trusts should establish planning
reference groups that include children, parents and front line
staff. 

The organisation of hospital services - management issues

4.14 Hospital structures and the way services are organised should
enable all aspects of children’s needs to be addressed and ensure that
their welfare is safeguarded whilst they are in hospital. Disabled
children and young people who spend frequent or prolonged periods
in hospital are particularly vulnerable to any gaps or weaknesses in the
system. An overarching theme, which emerged from the individual
inspections was the need for a dedicated focus on children’s inpatient
issues at senior management level within hospital Trusts and
community Trusts responsible for hospital services. Where a Children’s
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Services Directorate or equivalent existed within hospital services, there
tended to be better planning and delivery of children services. 

4.15 A designated senior manager with lead responsibility for
children’s services should be established within these hospitals
providing chidren’s inpatient services to:

• promote an integrated approach to clinical and social care
matters and the planning of children’s services;

• support the development of the full range of policies
governing the treatment and care of children in hospital,
including the ‘child’ proofing of general hospital policies as
well as providing a focus for child protection policies and
related issues;

• ensure that child focused management of risk and clinical and
social care governance concerns are reflected in appropriate
planning and other groupings within the Trust. 

Child protection

4.16 Hospital staff may on occasions be the first to identify potential
child abuse or to observe family interactions that might raise concerns
about a child’s well-being. It is essential, therefore, that staff are
familiar with children protection issues and are aware of current issues
and developments in this area. The Department’s guidance, ‘Co-
operating to Safeguard Children’ (2003) states that ‘A Child Protection
Panel in a hospital Trust can be helpful particularly where their work
brings them into front-line contact with children and involves the
assessment and treatment of children, some of whom may be at risk of
significant harm’. 

4.17 Of the 3 hospital Trusts considered during the inspection, 2 were
represented on the Child Protection Panels of their local community
Trusts. There were examples of good practice in the sharing of
information from the Panels within appropriate management meetings
and this was commended. The two community Trust hospitals that
provided significant children’s and young people’s services, however,
were not represented on their respective Trusts’ Child Protection
Panels. 
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4.18 To ensure that hospital and community links are properly
managed and that general hospital-related child protection
issues are addressed, hospital Trusts providing acute or specialist
children’s services should consider establishing a Child
Protection Panel. As a minimum alternative, a senior hospital
representative should have membership of an appropriate
community Trust’s Child Protection Panel. Community Trust
hospitals providing children’s services should be represented on
their Trust’s Child Protection Panel. 

4.19 The hospitals inspected were not members of the Boards’ Area
Child Protection Committees (ACPCs), whose role is to develop a
strategic approach to child protection within the overall children’s
services planning process. There is a significant interface between
hospital and community services which should be reflected in the
membership of ACPCs.

4.20 Boards and Trusts should determine whether child
protection issues for children in hospital are adequately
represented at ACPC level and in light of this consider whether
hospitals providing children’s services should have membership
of ACPCs in their own right.

4.21 Of all professionals based in the hospital, nurses have the most
face-to-face contact with children, their families and other visitors
during the child’s hospital admission. Each nurse has a professional
responsibility to recognise and respond to child protection issues. As
recommended in the Co-operating to Safeguard Children Guidance,
most Trusts had a named nurse for child protection. However, in
general, nurses’ knowledge and understanding of child protection
issues varied considerably and only one hospital Trust had established
formal links with a community based child protection nurse specialist. 

4.22 Hospitals should establish formal arrangements with local
community child protection teams to ensure that hospital 
based nursing staff are appropriately supported by, and have
timely access to, a child protection nurse specialist. 
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The organisation of hospital services - professional services

4.23 Several aspects of the professional services examined were unique
to the particular hospitals considered in the inspection. Key issues that
had wider implications for all hospitals providing children’s services are
summarised below.

Social Work services

4.24 Where hospitals had established social work services, social work
teams were located in the hospital and staff were employed and
managed by local community Trusts. There were examples of hospital
based social workers being well integrated into children’s
multidisciplinary teams and offering a much valued service to children
and families. The Inspection Team commended the quality of social
work support in a number of hospitals, where it was evident that staff
had developed specialist knowledge in a range of disability related
areas such as learning disability, mental health, brain damage,
rehabilitation, technology dependency and bereavement counselling.
Where they were based in a hospital setting, social workers generally
had clearly defined roles and responsibilities within the multidisciplinary
team. 

4.25 In some situations however, social work teams were not
adequately resourced to provide an appropriate level of service. This
was evident in situations where more input was required to support
families and siblings in coming to terms with or coping with the child’s
disability or in situations where children had died and families had a
need for continuity of contact and support in their bereavement
experience. Of more concern were situations in which there was no
dedicated hospital based social work support to children’s or young
people’s inpatient services. This was the case in one general hospital, in
some adult hospital facilities and in the specialist mental health facility
for young people. In another hospital setting, the social work role
appeared to be indistinguishable from that of other professionals. In
these situations, disabled children who spent long periods in hospital,
their families, carers and the hospital team missed out on a range of
services that should have been integral to the care of the child and the
support of the family. The Inspection Team also noted that some
patients’ surveys that had been conducted with children did not take
account of their social care needs. 
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4.26 All children in hospital and their families have particular needs
that may become more pressing as the hospital stay is prolonged,
especially when families experience additional pressures of extensive
travelling and balancing other responsibilities at home. Unlike other
members of the clinical team, social workers often have the flexibility
to, where necessary, interview families outside the normal hospital
routines and the immediate hospital setting. Social workers can have a
clearly defined role in providing:

• a social work contribution to the multidisciplinary comprehensive
assessment and planning for all children admitted to hospital;

• social history information on the child and family;

• an assessment of the impact of diagnosis, illness, disability and
bereavement on children and their families and counselling support
to assist children and their families deal with the trauma of changed
lives; 

• group work support to provide the opportunity for children, parents
and the wider family to share experiences with, learn from and gain
encouragement from others;

• access to social care and practical support arrangements for families
and children for the duration of the hospital stay and beyond;

• awareness, identification and assessment of child protection risks,
including the handling, notification and follow up of child protection
concerns in accordance with ‘Co-operating to Safeguard Children’,
DHSSPS, (2003); 

• coordination of the care plan and review of looked after children
and children who require long term hospital care; 

• advice on the notification requirements and other provisions of the
Children Order and ensuring that relevant actions agreed in the care
plan are followed through by community services while the child is
in hospital; and

• a contribution to effective discharge planning for children and the
establishment of links with community support services, including,
where appropriate, voluntary agency support to promote continuity
of care.
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4.27 Dedicated and specialist children’s social work services
should be available to children and families in hospitals
providing acute or specialist services for children and young
people. Where social workers are part of a hospital based
multidisciplinary team, they should have a clearly defined role,
which ensures that the support needs of children and families
are addressed in a comprehensive way. 

4.28 Patient surveys should take account of the social care
support needs of patients and their families.

4.29 It is preferable for social workers dealing with inpatient services to
be based in the hospital. Some social workers reported, that at times
they were not included in events or informed about new community
initiatives relevant to children’s services. They were not always made
aware of new policies that had implications for practice, particularly in
the area of child protection. It is vital that hospital based social workers
should be kept abreast of developments in services and policies that
affect their work. 

4.30 Trusts should establish formal arrangements which ensure
that hospital based social workers are aware of new initiatives
and are inducted, together with community based workers, into
new policies that have implications for their practice. 

Medical services

4.31 The Inspection Team was impressed by the skill, training and
commitment of staff, evidenced within hospital services for disabled
children. The Team in particular commended innovation in services, and
the establishment of consultant posts to take forward advances in
treatment to the most vulnerable children and young people. A model
of consultant working in paediatrics between hospital and the
community in some of the hospitals inspected was also commended as
an effective model of service provision which supported continuity of
care to disabled children and their carers.

4.32 Trusts should consider establishing joint paediatric and
community based medical consultant posts to promote
continuity of care for children and their carers. 
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4.33 The inspection highlighted gaps, however, in the medical services
available in Trusts, particularly in rehabilitation and neurorehabilitation,
learning disability services and services for children and young people
with mental health needs. These had an impact on the timeliness of
the care children and young people received whilst in hospital. A
recommendation to address these deficiencies is made in Part 8.8-9 of
this report, which deals with medical workforce planning issues. 

Nursing services

4.34 The hospitals inspected had comprehensive commissioning
arrangements in place with their respective Boards. The continuous
evolution and diversification of nursing skills required to care for
disabled children with complex needs was reflected in imaginative
developments in nursing services and associated business cases for new
development. These were commended. Inspectors found that the
structure of nursing services was generally appropriate to meet the
needs of children in hospital. All acute hospitals employed Registered
Children’s Nurses on children’s wards as recommended in the Allitt1

inquiry. Nevertheless, children with learning or mental health disability
were mostly cared for by nursing staff trained in the equivalent adult
field. Most Trusts facilitated post-registration training in children’s
nursing. In view, however, of continuing and significant recruitment
and retention issues experienced in some mental health and learning
disability facilities, it was not always possible to release staff to
undertake this training. Where this is the case, arrangements should be
in place to enable adult trained nursing staff to access the appropriate
support and advice of a registered children’s nurse. 

4.35 Trusts should ensure that all adult trained nurses caring for
children with a mental health or learning disability have access
to advice and support from a qualified children’s nurse.

4.36 Some hospitals had employed a variety of specially trained nurses
whose skills enhanced the care and management of children in
hospital. These were commended. 
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1 Independent Inquiry Relating to Deaths and Injuries on the Children's Ward at
Grantham and Kesteven General Hospital. London: HMSO, 1994.

LIS-861OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



29
C A R E A T I T S B E S T

4.37 Good practice example:

The Behaviour Nurse Therapy Team (BNT) based in the children’s
ward of Muckamore Abbey Hospital advised nursing staff on the
management of children with challenging behaviours. For children
who were referred, the team established individual behaviour
management plans which were reviewed as appropriate. The Team
also worked closely with teaching staff, AHPs and social workers. This
initiative was clearly valued by staff and parents and was commended
by the Inspection Team. 

Allied Health Professional services

4.38 The Inspection Team considered the general provision of
physiotherapy, occupational, speech and language therapy, nutrition,
dietetics, and podiatry services in the sample of hospitals inspected.
There were a variety of arrangements for the delivery of AHP services
to children in hospital which included:

• hospital based services, where staff were directly employed by the
hospital – physiotherapists were the most likely staff to be hospital
based;

• service level agreements with community Trusts who provided, for
example, occupational therapy services; and

• ad hoc arrangements with community Trusts’ staff who attended
the hospital ‘as and when’ required or, on occasions, on a good will
basis. 

4.39 Some hospital based AHP staff had developed a range of highly
specialised skills, for example, in the areas of brain injury and
rehabilitation and learning disability. This was commended.
Nevertheless, the above variations in the way children’s AHP services
were delivered tended to limit the development of skills in children’s
services. This meant that few staff were afforded the opportunity to
develop knowledge and receive training in paediatrics despite the fact
that staff themselves regarded this as a highly specialised area. 

4.40 In a number of cases the lack of hospital based staff resulted in
long waiting times for AHP services, which on occasions delayed the
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child’s discharge and meant that children did not receive therapy at the
most appropriate time in their treatment plan. For children in intensive
AHP programmes, such as brain injured children, the lack of AHP staff
at weekends had the potential to impact adversely on their progress.
There was a clear need for protocols to be developed to ensure timely
response to referrals and appropriate deployment of AHP staff. 

4.41 The Inspection Team also noted that there was little contribution
of AHP staff to children in mental health hospitals or within the
CAHMS community teams linked to the hospitals inspected. The
guidance, however, on ‘Staffing of Child and Adolescent Inpatient
Psychiatry Units’ (1997) produced by the Royal College of Psychiatrists
identified the need for AHPs to form part of the multidisciplinary team.

4.42 Boards should assess the current provision of AHP services
for children in hospital with a view to identifying unmet needs
and addressing the need for future services. Formal
arrangements should be established which ensure that children
receive timely access to the full range of AHP services they need
and staff are enabled to develop expertise in paediatric care.

Psychology services

4.43 In view of the complex nature of disability and the adjustments
required by children and their families at the time of diagnosis and
afterwards, all disabled children should have access to a specialist
clinical psychology assessment and treatment service. Psychology
services were available to children and young people in all but one of
the hospitals inspected and made a valued contribution to children’s
care. As with AHP services, however, there were a variety of
arrangements for the provision of this support. Some hospitals had
specialist staff in post. Others had been allocated an agreed number of
psychology sessions per week but this was generally not regarded to
be sufficient. In some situations the community Trust provided services
on a good will basis and services were therefore not always available
when they were most needed. Deficits in psychology services are
considered further in Part 8.17-18 which deals with workforce
planning. There is, however, an immediate need to address these
concerns in respect of disabled children currently in hospital.

4.44 Boards and Trusts should establish arrangements to
prioritise the timely provision of psychology support services to
disabled children and young people in hospital. 
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Pharmacy services

4.45 The inspection did not specifically review pharmacy issues. It was
evident, however, during the fieldwork observation of ward rounds and
the functioning of multidisciplinary teams that appropriate
pharmaceutical input is vital to the care of children in hospital. Children
cannot be treated as ‘small adults’ in the use of medicines, many of
which have been developed for adult patients. Furthermore, disabled
children are more likely to have multiple health conditions that require
a holistic approach to the choice of medicines to which the
contribution of clinical pharmacy is essential. The prescribing,
dispensing and administration of medicines to children is therefore a
critical governance and risk management issue for all hospitals
providing children’s services. The National Service Framework Standard
for Children’s Hospital Services in England (DoH, 2003), states that
‘ideally, sufficient trained pharmacy staff should be available to cater
for the special needs of children, to ensure that medicines are
managed safely and effectively and to play an active role in the
multidisciplinary team caring for children’. The Framework also stresses
the need for pharmacists to advise other professionals and parents on
the use of medication. Only two of the larger hospitals had pharmacist
staff with a specific paediatric commitment. Where this was the case,
parents and staff found their expertise an invaluable resource.

4.46 Hospitals providing children’s services should establish
dedicated expertise in paediatric pharmacy services and ensure
that there is a sufficient pharmacy resource to contribute to
each child’s care as part of the multidisciplinary team.

Clinical and social care governance

4.47 There were many positive aspects to clinical and social care
governance arrangements within the selected Trusts responsible for
children’s hospital services. These included clear structures for the
delivery of clinical and social care governance and in the case of some
Trusts, strategies and action plans with monitoring and review
arrangements. Two Trusts were using the European Foundation for
Quality Management model with associated assessments and action
plans. These initiatives were commended. Most hospitals had delivered
training in clinical and social care governance issues. Where
comprehensive governance arrangements were in place, staff were
clear about their contribution to the quality agenda and had had an
opportunity to attend relevant training and skills updates.
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4.48 There were, however, two key areas identified for improvement.
The first centred on the need to recognise in the implementation of
clinical and social care governance, the particular vulnerabilities of
children and young people and particularly those of disabled children
in hospital. There was a need to establish discrete structures,
procedures and reporting arrangements for clinical and social care
governance issues in relation to children. The second area which
needed to be developed was the promotion of comprehensive
multidisciplinary and user representation approaches to clinical and
social care governance matters. In a number of hospital settings not all
professions were represented in key groupings and in some cases,
children, young people and their families or carers did not have an
input into the establishment of appropriate clinical and social care
governance arrangements. 

4.49 Hospitals should address children’s services as a discrete
area within clinical and social care governance and include a
report specifically on children’s issues in annual governance
reporting arrangements.

4.50 Trusts should ensure that the membership of clinical and
social care governance (including risk management) groupings
within hospitals represents as far as possible the range of
professional disciplines working with child inpatients and
families and includes the participation of child and parent/carer
representatives.

Risk management 

4.51 All Trusts had developed risk management strategies. In some
cases these included computerised databases, which retained
information on all complaints, accidents, near misses and other critical
incidents and provided information on trends. This was commended.
All but one Trust had completed policies on promoting a learning
culture, honesty, openness and minimum blame in the reporting of
incidents. The remaining Trust was in the process of addressing this
during the period of the inspection. 
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Audit arrangements

4.52 A number of helpful unidisciplinary audits had been carried out in
children’s services. There was just one example, however, of a full
multidisciplinary audit in paediatric services. This approach needed to
be developed in all hospitals providing services for children. 

4.53 Trusts should develop full multidisciplinary audit and
monitoring of services for children in hospital.

Standards

4.54 The Inspection Team was provided with examples of
unidisciplinary standards. In some situations, multidisciplinary standards
had been developed to inform aspects of children’s care, for example,
the management of long term ventilated children and discharge
planning for children in hospital. One Trust had established
multidisciplinary standards for the care of children in hospital. This was
commended. 

4.55 Good practice example: 

An example of the use of child specific standards was found in the
Child and Family Centre at Forster Green Hospital. The Centre had
carried out a baseline audit against a national set of comprehensive,
specific and measurable standards produced in 2001 by the Quality
Network for Inpatient Child and Adolescent Mental Health Services.
These were used as a benchmarking exercise to identify strengths as
well as practice issues and other areas to be developed in striving to
promote high standards of practice. This initiative was commended.

4.56 Where standards were in place, these were commended. There
was a need, however, to develop regional multidisciplinary standards to
inform the care of disabled children in hospital. The draft standards
developed for the purpose of this inspection should assist the
development of comprehensive regional standards (Appendix B).

4.57 The Department’s Standards and Guidelines Unit should
take forward the development of multidisciplinary standards to
inform the care of disabled children in hospital.
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5. Assessment and Care Planning

Standard

The well being of disabled children is promoted through
multidisciplinary assessment and care planning arrangements, which
enable children’s needs to be identified and met in a coordinated
manner.

Policies to inform the admission, care and discharge of children

5.1 From admission to discharge, disabled children, young people and
their families should receive care and support that is well planned and
consistent with best practice. Hospitals need to consider what this
means for children at each stage of the process within their particular
hospital setting. Consistency can only be assured when there are
written policies governing key areas of work and all professional staff
involved in the child’s care are familiar with the procedures and work
to best practice expectations. 

5.2 The Inspection Team examined a range of policy documentation.
Most of the hospitals inspected had written policies covering the
admission and discharge of children. With a few exceptions, there
were a number of key areas where written policies either did not exist
or were deficient. 

5.3 Boards and Trusts should ensure that hospitals providing
children’s inpatient services have established, as a minimum,
written policies and procedures on the following:

• pre-admission, admission and discharge of disabled children
and young people, including emergency admissions and
procedures covering children who require frequent
admissions to hospital;

• philosophy of care of disabled children in hospital, including
the role of parents, families and carers;

• multidisciplinary assessment and care planning, including
contact with community care services;
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• child protection, to include easily accessible copies of
‘Co-operating to Safeguard Children’ (DHSSPS, 2003) and 
the Area Child Protection Committee’s Child Protection
Policies and Procedures;

• the impact of domestic violence on children;

• consent to examination, treatment or care;

• intimate/invasive care of children and young people;

• anti bullying;

• notification to Social Services of children who have been or
are likely to be in hospital for 3 months or more (this should
include neo natal children); and

• discharge arrangements.

Assessment

5.4 The treatment and care of each child admitted to hospital should
be based on a comprehensive assessment of the child’s needs. The
assessment should enable a care plan to be established that is
reviewed at agreed intervals and covers the period from pre-admission
through to discharge. 

Pre-admission assessment information and fast tracking

5.5 It was noted in 2.9 that at least 43 children in the sample had
experienced at least one previous admission to hospital in the 2 year
period under consideration. Two of the acute hospitals that were
inspected had fast tracking arrangements for children who needed
frequent admissions. Parents particularly valued these arrangements as
they prevented children from spending long periods in accident and
emergency departments. This was commended.

5.6 Acute hospitals providing children’s services should establish
fast tracking arrangements for children needing frequent
admissions to hospital.
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5.7 The Inspection Team commended the practice in some hospitals of
completing pre-admission assessments on children who were already
known to other services, including children who were being transferred
to another hospital from a specialist regional centre. These focused on
key aspects of the child’s care and enabled staff to make prior contact
with parents and plan ahead for the child.

5.8 Good practice example: 

St Luke’s Hospital provided an example of good partnership
arrangements with community CAMHS teams in the pre-admission
assessment of young people who had a planned admission and in
the initial assessment of those who required an emergency admission
to hospital. The Consultant Psychiatrist from the CAMHS team
remained responsible for the young person’s treatment while in
hospital and the multidisciplinary CAMHS team’s assessment was
shared with hospital staff. Community staff were involved in
subsequent revisions to the assessment and care planning during
the young person’s hospital stay. These arrangements provided
continuity of care for young people and were commended by the
Inspection Team. 

Multidisciplinary assessment 

5.9 Most medical, nursing, AHP and where appropriate, social work
staff and psychologists had completed unidisciplinary care assessments
on children. These generally represented a good standard within each
of the respective disciplines. The principle of multidisciplinary working
was implicit in the practice of each hospital but the Inspection Team
observed two settings: neurorehabilitation services at Forster Green
Hospital (5.13) and children’s services in Antrim Hospital (5.44), that
demonstrated truly integrated and coordinated working by
multiprofessional teams. Parents commented on the excellent standard
of communication they experienced in these situations. In each of the
hospitals inspected, staff without exception had themselves recognised
the value of multidisciplinary working and were aware of shortcomings
in current practice, which in most cases required both a cultural shift
and a realignment of resources to enable effective multidisciplinary
working.

5.10 Due to the fact that assessments in general tended to be
unidisciplinary, there were few examples that enabled the whole needs
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of the child (and not simply clinical needs) to be addressed in a
structured and multidisciplinary way. ‘Whole child’ assessment is
particularly important for disabled children and children who spend
long periods in hospital where, in the context of a clinical care or
treatment process, there is the potential for the full range of the child’s
needs to be overlooked. 

5.11 With a few exceptions, assessments did not evidence that they
had been informed by the views of children and families. Parents
reported to the Inspection Team that the range of professionals they
encounter can be a daunting experience. It is easier for everyone if
assessment and care planning are coordinated in a way that makes
sense of the child’s treatment and enables ease and clarity of
communication between professionals and with parents. 

5.12 To assist care planning and ease of communication,
assessments completed by all professionals involved in the
child’s care should be integrated into one multidisciplinary
assessment. In addition to the child’s physical and clinical care
needs, the assessment should address in consultation with
parents, ‘whole child’ needs such as social, cultural, spiritual,
family support, education and children’s rights issues.

5.13 Good practice example:

The assessment and care planning arrangements in neurorehabilitation
services at Forster Green Hospital provided an example of integrated
assessment and care planning for young people who had an acquired
brain injury. The assessment methods, introduced by the Consultant,
were both comprehensive and succinct in assessing the patient’s needs
and in setting clear objectives with timescales for the multidisciplinary
team in meeting these. The objectives formed the care plan which was
reviewed at weekly team meetings. Team members recorded progress
directly onto the assessment framework and thus the extent of each
professional’s input was immediately accessible to all members of the
team. Parents and young people reported that they were fully involved
in the assessment process and were aware of the progress made and
future plans. This was commended.
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Risk assessment

5.14 The evaluation of risk is central to any assessment, whether the
risk is due to health, behaviour and social or environmental factors.
Some hospitals were commended for their risk management strategies
and the Inspection Team saw examples of unidisciplinary risk
assessments that had been undertaken in respect of children and
young people. Where risk assessments had been completed, it was
however noted that: 

• there was no process for sharing the risk assessments or
undertaking a multidisciplinary risk assessment which brought
together clinical, environmental, child protection and social issues
for children and young people; and 

• risks linked to social factors and unmet needs e.g. prolonged stay in
hospital due to lack of community facilities; lack of schooling for
children and young people were not generally formally assessed or
documented.

5.15 As part of the assessment process, hospitals should include
a multidisciplinary assessment of risk on each child and young
person which addresses the above issues.

Care planning

5.16 A care plan for each child should flow from the assessment. The
Inspection Team recognised that it can be difficult to maintain an up to
date written multidisciplinary care plan in the acute phases of a child’s
illness. In the children’s cases examined, where children had been in
hospital for long periods, the Team found some excellent
multidisciplinary ‘person centred’ care planning which identified targets
in each clinical area of work, including social work, and focused clearly
on the child. 

5.17 In general, however, where plans existed many were
unidisciplinary. Children and parents were not always involved in the
planning and the plan was often not shared with them. In some cases
the plan was contained in the medical file and was not easily accessible
by other professionals. 
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5.18 Good practice example:

An example of care planning partnership approaches with children
was found in the Young People’s Centre. Each young person attended
weekly meetings which focused on his or her care plan and provided
an opportunity for the young person to contribute to the ongoing
assessment, reflect on the plan and assist in reviewing progress. This
was commended. 

5.19 Each disabled child should have a ‘child centred’, focused
care plan based on the multidisciplinary assessment which:

• covers the period from admission through to discharge;

• takes account of the needs of the ‘whole’ child - including
cultural, social and spiritual needs - in accordance with the
period of time the child is likely to stay in hospital;

• identifies key tasks to be undertaken by each professional,
with timescales and arrangements for review; and

• is easily accessible by staff, parents and children.

Parents and children should be given the opportunity to
document their agreement with the plan and if they wish,
receive a copy.

Discharge planning

5.20 All children should remain in hospital for as short a time as
possible. Planning for discharge should therefore commence from the
point of the child’s admission. For disabled children in particular, such
planning forms a vital bridge between hospital and community services
and serves to:

• reassure children and families about continuity of care and support;

• clarify the roles of all relevant professionals in the child’s ongoing
treatment and care;
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• enable potential gaps or difficult issues in the provision of services to
be identified at an early stage and enable these to be addressed
before the child’s discharge; and

• secure the involvement of community services (including education
and voluntary sector support services) in planning prior to the child’s
discharge. 

5.21 The Inspection Team commended situations in the children’s cases
examined where multidisciplinary discharge planning meetings had
been established with parents and early links made with community
services. In one hospital a Discharge Liaison Coordinator was about to
be appointed for a trial period and in others, social work or nursing
staff assumed the lead in this process. There were examples of
excellent multidisciplinary planning in the discharge of technology
dependent children and children with complex needs. In some
situations, however, there was no lead professional in discharge
planning and not all children had a formal discharge planning process.
In these children’s cases, appropriate links had not been established
with key professionals or support agencies in the community. In the
view of the Inspection Team, children and families were missing out on
some important sources of support and unneccessary delays had
occurred in securing community servises. 

5.22 As part of each child’s care plan, a structured discharge
process should be established which:

• identifies a professional to take the lead in planning and
coordinating discharge arrangements;

• takes account of the ongoing support needs of children and
families (see 6.1-2);

• ensures that appropriate community services (including
voluntary sector and education services) are notified in a
timely manner and where possible contribute to the
discharge arrangements; and

• provides for clear and consistent communication with families
about the discharge process and follow up arrangements. 
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5.23 Trusts should consider whether it would be helpful to take
forward the assessment and care planning recommendations on
a regional basis with a view to developing jointly agreed
protocols and proformas. 

5.24 Some staff in the regional centres reported to the Inspection Team
that the quality of post discharge support for children and families and
subsequent outcomes in children’s progress varied considerably
between Trusts. 

5.25 Where hospital staff are aware of inequities or gaps in the
community service provision of Trusts, the hospital should
ensure that Boards are formally notified of these.

Notification arrangements

5.26 When a child has been in hospital for a consecutive period of 
3 months, or when it becomes evident that the child will need to be in
hospital for at least three months, the hospital has a duty under Article
174 of the Children Order to notify the community Trust in whose area
the child resides. The hospital must also notify the Trust when it is
proposed to end the child’s hospital stay. The ‘Guidance and
Regulations to the Children Order Volume 5 - Children with a
Disability’ (DHSS, 1996), states that the Trust must ‘take all reasonably
practical steps to decide whether the child’s welfare is adequately
safeguarded and to decide whether it is necessary to exercise any of its
functions under the Order’. Notification arrangements are to ensure
that children are not forgotten, that Trusts assess the quality of care
offered and that there is coherent planning for children. 

5.27 Of 173 children who were in hospital during the period under
consideration, 54 (32%) children were formally notified to community
Trusts (Table 16). In 35 (20%) cases, Trusts were not notified because
the child was already known to the Trust. 36 (21%) children were not
notified and in 37 (21%) cases it was not known whether the children
had been notified or not. In a significant number of cases, therefore,
community Trusts were not fulfilling their responsibilities under the
Order. Some hospital staff reported to the Inspection Team that
neonatal children who spend long periods in hospital are not normally
notified. Of 29 children who had been in hospital since birth and most
of whom were in the neonatal wards (Table 7) only 10 children had
been notified to the community Trust (Table 17). Article 174 of the
Children Order also applies to these children. 
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1 within the meaning of Article 25 of the Children Order.
2 In 4 cases no reason was given for the child remaining in hospital.

5.28 Hospitals should ensure that they are fulfilling the
notification requirements of the Children Order. This should
apply to all children, including neonatal children and those who
are already known to the Trust. Notifications should serve to
alert Trusts’ senior management of children and families who
may require a service or additional services. Community Trusts
should establish procedures for responding to notifications by
hospitals. 

5.29 The Inspection Team was informed that some parents were
concerned about Social Services knowing about their child’s stay in
hospital as they did not wish to have a social worker involved with
their family. 

5.30 As children and parents may not be aware of the legal
requirements regarding notification and the reasons for these,
hospitals should liase with community Trusts to ensure that
there is appropriate written information available for parents
and children which explains the role of community services and
the rights of children and parents within this process.

Looked after children1

5.31 Looked after children and those who become looked after while
in hospital are more likely to be adversely affected than other children
if proper assessment and care planning arrangements are not in place.
When the looked after child is a disabled child, there are further
compounding factors which make it imperative that there should be a
structured and focussed approach to the child’s treatment, care and
discharge. Of the 173 children in the sample population, 46 (27%)
were looked after at the time of their admission (Table 18).

5.32 The Inspection Team found that a significant number of disabled
children had remained in hospital longer than was clinically necessary.
Thirty six children were in hospital at the end of the period under
consideration by the Inspection. The discharge of at least 21 children2

had been delayed due to the lack of appropriate community care
services, equipment or an alternative community care placement (Table
19). This was mainly due to the lengthy planning process required to
secure appropriate community based services for children on discharge.
If a child remains in hospital in such circumstances he/she is effectively
‘accommodated’ by the Trust from the point at which the child is
declared clinically fit for discharge. All the provisions of the Children
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Order in respect of ‘looked after’ children therefore apply. Such
children should always be notified by the hospital or community Trust
to the commissioning Board. The community Trust has regulatory
responsibilities under the Order to assess, plan and review the child.
Staff in some hospitals had not been aware of this until the
commencement of the inspection. Hospitals should ensure that
respective community Trusts are aware of and are fulfilling their duties
under the Children Order towards such children. Good working
relationships and communication between hospital and community
services are vital in these circumstances.

5.33 Children who cannot be discharged from hospital due to
the lack of community provision should be notified to the
relevant commissioning Board. Hospitals and community Trusts
should ensure that the relevant Trust is fulfilling its
responsibilities under the Children Order to assess and review
children in these circumstances and plan to meet their needs. 

5.34 Good practice example:

An example of effective working relationships in respect of looked
after children was noted in the Longstone Hospital. Good links had
been established between the hospital, the community team that
provided support for disabled children and the community child care
team responsible for looked after children. There was evidence of
working together with education services to provide a range of
suitable services as well as effective coordination and communication
in child protection matters. This was commended. 

Transfer arrangements

5.35 The transfer of children to adult services can be a source of
anxiety to children, parents and families because of the loss of a
familiar consultant or nursing staff and fear of the child going
unnoticed in the adult world. In general, clear transitional
arrangements did not exist within hospitals. Ambiguity about the age
at which children should access adult services at times created stress
for children and parents, and highlighted further the lack of focus on
the needs of young people within clinical services (see 3.14). 

5.36 The Inspection Team also considered the transfer of information
between children’s hospital services and community services. With the
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exception of nursing staff (because of the nature of the records and
work routines) most disciplines were able to facilitate the sharing of
information and this is commended. 

5.37 Boards and Trusts should establish a regionally agreed
protocol to inform the transfer of children and young people to
adult hospital or community services which: 

• takes account of chronological age and developmental issues; 

• provides for a flexible transition period; and 

• promotes a coordinated strategy across all disciplines that
includes, with the consent of children and parents, the
sharing of professional information. 

Child protection issues

5.38 The review of children’s cases demonstrated that a small number
of children during their time in hospital were the subject of incidents
that fell within a child protection framework. In general, the issues in
the initial stages were handled appropriately by staff. As they unfolded,
however, it was noted that:

• some incidents involving injury to children or young people had not
been fully reported to parents and relevant professionals;

• hospital files did not always contain evidence that agreements made
in case conferences had been fully implemented;

• written allegations made in respect of one child’s treatment were
not responded to in writing;

• information which had implications for the care of specific children
was not always shared with the full hospital team; and

• on occasions, communication between hospital and community
services staff was by telephone when it would have been more
appropriate to have convened a formal meeting. 

5.39 Within the hospital team there was not always a person such as a
named nurse or key worker who was responsible for checking that all
aspects of the child’s care (including those relating to child protection)
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were attended to, agreed actions were followed through and delay or
lack of action in any areas were reported to an appropriate line
manager. This is particularly important for children who spend long
periods in hospital when decisions may be taken in relation to social
care and other issues, which are not always acted upon. 

5.40 Hospitals should review their child protection policies and
procedures with a view to ensuring that procedures for dealing
with the issues reported in 5.38 are included and that all staff
working with children are familiar with the policy and
procedural guidance in this area. 

5.41 For children who are in hospital for extended periods, a
member of the team should be appointed as a key worker to
check that all aspects of the child’s care are attended to, agreed
actions (including those relating to child protection) are
followed through and any delays or lack of action are reported
to the ward manager or an appropriate line manager. 

Hospital records, recording practices and storage arrangements

5.42 There were a number of examples of well constructed files. In
general nurses, AHP staff and social workers maintained unidisciplinary
files, although some professionals also made notes in discrete sections
of the medical file. One hospital had introduced computerised
recording in children’s records. The hospital recognised that this had
the potential, however, to adversely impact on multidisciplinary
working, as the records were accessible only to nursing staff and
records that were archived could not easily be retrieved. 

5.43 Well organised and contemporaneous records are a valuable asset
in ensuring that those involved in assessing and planning for children
have ready access to information which presents as full a picture as
possible of the child’s treatment, care and family circumstances. It is
the view of the Inspection Team that the best method of ensuring this
is through the establishment of a single continuous record to which all
disciplines contribute. The record should contain the full
multidisciplinary assessment of the child’s treatment and care needs,
the multidisciplinary care plan for the child and relevant documentation
and correspondence. Unidisciplinary records should back this up where
professionals such as AHP and social work staff are employed by a
community Trust. 
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5.44 Good practice example:

Antrim Hospital had established structures that ensured effective
communication between all professionals involved in each child’s
assessment and care planning. These included the use of
comprehensive multidisciplinary admission, assessment and care
planning pro formas. A multidisciplinary method of recording in
children’s case records was also evident.  Records were found to be
well organised and clearly written, with relevant professionals
recording in a consecutive manner in the multiprofessional progress
notes. The hospital was commended for having achieved a
consistently high standard of multidisciplinary working and recording.

5.45 To assist multidisciplinary working in children’s services, it is
recommended the hospitals should consider establishing a
single continuous record to which all disciplines contribute and
which contains the child’s multidisciplinary assessment and
care plan.

5.46 In a number of cases it was noted that only a few health care
staff in the hospital were aware of the Parent Child Health Record
(PCHR), although it was evident that others made effective use of the
record and this was commended. The object of the PCHR is to ensure
that a parent has a comprehensive record of the child’s health and
treatment. 

5.47 Hospitals should establish a policy, in consultation with
parents, on the use of the PCHR when children are admitted to
hospital.

5.48 The storage arrangements for closed and current files were in
general satisfactory. In some settings, however, closed and current files
were not stored in a secure manner and this could have led to
inappropriate access to the confidential information of patients and
their families. 

5.49 Hospitals should ensure that when files are not in
immediate use they are at all times securely stored in
accordance with agreed procedures to prevent breach of patient
confidentiality. 
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6. The Range and Quality of Service Provision

Standard

The hospital provides responsive services that are child friendly and
offer choice and flexibility to disabled children and their families.

Responsiveness to children and families

6.1 Children and families were in general very positive about the care
and support they had received during their hospital stay. Many parents
who had long awaited a place for their child conveyed to the
Inspection Team their tremendous sense of relief when a bed became
available. Children and their families often experienced the most
difficult of personal circumstances which were compounded, for
example, by frequent or prolonged admission to hospital. Families
could experience difficulty in integrating the child back into family life.
Other families spoke of the sense of isolation they experienced in
caring for an ill or disabled child. When help was available through the
support of the hospital or community services social worker, this was
appreciated. Such support, which was not always available (4.25), has
an important contribution to make in helping parents to care for and
more effectively support their child.

6.2 The needs of parents and families of disabled children for
individual support should be separately assessed and addressed
as part of the plan for the child’s care whilst in hospital.
Appropriate links with community services should also be
established to ensure that parents and families continue to
receive support in their own right when caring for their
child at home.

6.3 In addition to speaking to parents, children and other family
members, the Inspection Team observed daily routines on the wards
and made evening pre-bedtime visits to selected wards. Of the many
matters raised in each of the individual hospitals, the following is a
summary of common themes and issues: 

• in general there was good interaction between children and staff;
• most dedicated children’s wards had established good bedtime

routines that were sensitive to the age of the children and took
account of their holistic health needs;
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• medication was generally administered in a sensitive way;
• most parents felt welcome in the hospital and were not unduly

restricted in visiting their child;
• most parents felt that the hospital’s initial communication with them

was good;
• most parents and families felt that their views were listened to;
• staff placed value on children’s contact with siblings and other

family members;
• children and young people in general liked the staff and enjoyed

engaging in activities with them.

6.4 The Inspection Team commended in particular, examples of child
focused initiatives which included play specialists (see 10.10) in 2 of
the acute hospitals and the introduction of art and music therapy in
one other setting. These proved to be of enormous benefit to children
and young people.

6.5 Hospitals providing children’s services should establish age
appropriate special provision such as play, music and art therapy
services aimed at offering children an opportunity for reflective
individual expression. This is particularly appropriate for
children and young people who spend extended periods in
hospital.

6.6 Some of the areas where there was room for positive change
included: 

• communication - parents sometimes felt that good communication
tailed off as their child’s stay was prolonged;

• child protection - parents were not always fully informed about
significant or potential child protection issues in their child’s care;

• transport – this was often difficult for parents and they did not
always receive the help they needed in claiming reimbursement;

• leisure and social activities for young people – these were generally
insufficient in the hospital setting;

• equipment - when children were home for short periods as part of
their rehabilitation programme, it was difficult to get appropriate
equipment, such as an electric wheelchair, to assist the child’s stay at
home. 

6.7 Hospitals providing children’s services should establish
arrangements that promote best practice in each of the 
above areas and ensure that the needs of children and their
families are addressed in a sensitive manner.
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6.8 There were a number of matters, however, that were of particular
concern to the Inspection Team. These are outlined below and must be
addressed to maintain responsive approaches to the needs of children
and families.

Care of children and young people in adult wards

6.9 This issue has already been considered in Part 3.9-14 of this report.
It is important to record however, the concerns and in some cases,
fears of parents that their children continued to remain on the adult
wards of learning disability and mental health hospitals where they
were exposed to inappropriate adult behaviour or the undue influence
of adult patients and had little opportunity for social interaction with
their peers. This matter will be considered regionally, as recommended
in 3.13 and the use of adult wards will be monitored by Boards and
Trusts. It is important however in the meantime that the care of each
individual child and young person is safeguarded by appropriate
assessment and management of risk.

6.10 If, in exceptional circumstances, a child or young person is
admitted to an adult ward, the Board and Trust should ensure
that:

• a full multidisciplinary assessment of risk is undertaken with
actions identified to safeguard the child during the hospital
stay;

• the child and staff have access to professionals who have
appropriate expertise in children’s services;

• there are plans to address the child’s needs for leisure, social
interaction with peers and an appropriate physical
environment; 

• there is a discharge plan to move the child quickly to a
suitable alternative placement.

Home visits

6.11 It is vital that children who spend long periods of time in hospital,
should be able to have visits home or spend time away from the
hospital setting with their families, when it is safe and appropriate for

LIS-884OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



them to do so. This right should be upheld in the hospital’s principles
and practice. Opportunities to meet with families outside the hospital
should be considered as part of each child’s care plan. There were
good examples of such initiatives which formed part of children’s
rehabilitation programmes or ensured that a child was able to maintain
family ties, even when there was not likelihood of a return home.
These were commended. One situation was noted however, when
matters such as hospital staff resources and other issues, not related to
the child, prevented planned visits home. Staff may not always be fully
alert to the importance of ensuring that the child’s pre-arranged
contact with family is maintained and promoted, particularly at times
when staff are working with limited resources. 

6.12 When the child’s care plan includes visits to family, staff
should ensure that visits take place as planned. If matters
unrelated to the child or family circumstances prevent this
happening, staff should inform senior management immediately
and seek advice to ensure that children and families are not
disadvantaged by events outside their control. 

Restriction of liberty

6.13 During the period under consideration by the Inspection Team, 
17 children, representing 10% of the sample had been placed in a
secure (locked) ward (Table 20) and of these, 7 were under the age of
16 years (Table 21). A total of 30 children had been detained under the
Mental Health (NI) Order 1986 (Table 22) and of these, 17 were under
16 years (Table 23). A small number of hospitals had ‘time out’ rooms
which were designated for use as part of behavioural management
therapies. Where ‘time out’ had occurred, this was not always recorded
in the child’s file. There was also a lack of clarity among staff about the
purpose of the provision. This raised general concerns about the
restriction of children’s liberty while in hospital and the need for clear
policies, procedures and training to inform practice in this area. 

6.14 Where a hospital has a designated facility or makes use of
behaviour management techniques that restrict the liberty of
children:

• the hospital should establish an appropriate policy which
conforms to the Department’s guidance on ‘The Use of
Restraint and Seclusion in Residential and other Settings’
(DHSSPS 2005);
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• there should be clear procedures for staff covering the use of
techniques to restrict the liberty of children, including an
agreed level of staff training and supervision, as well as the
recording of use and the circumstances surrounding this in
children’s case files;

• where there are designated time out areas in the hospital,
the Trust should seek guidance on the physical aspects to
ensure that this conforms with best practice guidance;

• senior management in the Trust should review policy and
procedures to ensure that these do not breach the child’s
human rights; and

• parents should be given information about restriction of
liberty; they should consent to the methods used and be fully
informed of any incidents involving their child. 

Group support for children, parents and siblings

6.15 The inspection identified group work as a potential area for
development in the support of children in hospital and their families.
Examples were found of group work initiatives for children and young
people in hospital and these were commended. As has already been
noted in 6.1, however, families can feel a sense of isolation when they
have a disabled or very ill child who requires an extended period in
hospital. A number of parents reported that they felt they were the
only ones in this situation and would have valued the opportunity to
talk to and share matters of mutual concern with others who had a
similar experience. One such approach to support the parents of
neonatal children was commended. 

6.16 Other members of the family also have support needs that may
go unrecognised when the disabled child is centre stage. Parents and
hospital staff reported that the needs of siblings, particularly young
siblings often take second place in the midst of daily visits to hospital,
frequent meetings and the other issues that arise in the care of the
disabled child. When a disabled child is newly born into the family or
has acquired a serious injury, the child’s brothers and sisters need time
and attention to help them make sense of the dramatic change in their
lives. It was encouraging to note that some hospitals were in the
process of setting up sibling support groups led by social workers and
nursing staff. 
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6.17 Voluntary organisations offer a range of support initiatives and
information about these should be provided to children and their
families. The opportunity for parents or other family members to meet
with others involved with the same hospital, however, can be a
valuable additional source of help. Such an approach needs to be
supported by staff who are familiar with the children, the hospital and
its routines. Hospital based social workers are well placed to take on
this role (4.26) both in their own right and as co-workers with
members of the multidisciplinary team. 

6.18 Hospitals caring for disabled children should explore
whether children, parents and siblings would benefit from
group support approaches and, if they wish, ensure that they
are linked into hospital based initiatives or the group support
approaches of other agencies.

Bereaved families

6.19 Sadly, there is a high death rate in the most severely disabled
children. Of the children considered in the total sample, at least 16
(9%) children had died (Table 24). The death of a child is one of the
most devastating events in the lives of families. The Inspection Team
commended one Hospital Trust for having established an annual
memorial service for families. Some hospitals also demonstrated great
sensitivity to cultural issues in the way they handled the death of the
child and subsequent arrangements for the family. These initiatives
were commended. Whilst most families who had been bereaved
valued the sensitivity of hospital staff and had received information
about various support groups, some parents reported that they would
have benefited from a further period of counselling by social work staff
who had knowledge of and contact with the family during their
bereavement. Social workers also identified the need for additional
time and resources to offer this vital service (see 4.25) 

6.20 When families have suffered the bereavement of a child,
professional social work support should be made available 
for as long as is necessary to meet the needs of the family for
support during this difficult time.
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The physical environment

6.21 The Inspection Team visited a large number of wards and hospital
based facilities. Many of the findings relating to the physical
environment were specific to the hospitals inspected. The following
main themes emerged overall: 

• children’s wards in acute hospitals were generally bright and
welcoming. The décor was (or was in the process of becoming) child
friendly and in general, there was respect for the dignity and privacy
of each child;

• in some cases, single bedrooms were available for young people
who were admitted to an all child or mainly adult environment;

• where young people were placed in a ‘house’ rather than a hospital
environment, they preferred this rather than the traditional setting
of a hospital;

6.22 Some matters of concern, however, were: 

• physical conditions in the mixed age group provision for people with
learning disabilities and mental health needs were unacceptable;

• a number of hospitals did not have private rooms where parents
could discuss or be given information about their child or where
professionals such as social workers could elicit information or
provide support to parents in a manner that respected their need for
confidentiality and privacy in emotionally charged or distressing
situations;

• a significant number or facilities in wards were not easily accessible
by children or families with mobility problems;

• there were not always suitable facilities or equipment for families
travelling long distances or needing to stay overnight with their
child;

• lack of outdoor leisure space for some young mental health
patients;

• lack of social space for young people to meet with peers,
particularly in the acute sector.

6.23 Appropriate recommendations in respect of these have been
made to each of the hospitals concerned. 

6.24 Trusts should ascertain whether any of the above matters
apply to their hospitals and seek with parents, children and
disability representative groups to identify areas of the physical
environment that should be improved.
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7. Education Provision

Standard

Children in hospital are able to access educational support which is
matched to their needs and is appropriate to the circumstances of the
hospital setting.

7.1 The Inspection identified well established arrangements and
practices to meet the educational needs of children and young people
across almost all of the hospitals. Some areas for improvement were
identified in individual hospitals to ensure that the educational support
needs of children and young people would be effectively met. The
more general issues are outlined below.

7.2 For children who remained in long stay hospital provision, in
general, educational support was accessible as required. Where
appropriate, arrangements included daily travel to local schools or
access to visiting teachers. In these situations, clear arrangements were
followed and support was appropriate and fit for purpose. Of 
82 children who received education while in hospital, 53 (65%)
received on-site provision (Table 25).

7.3 In the main, the evidence indicated that there was access to good
quality provision in almost all of the settings, with some having
developed a more integrated and interdisciplinary approach to
planning educational and health care provision. It was noted, however,
that 13 children aged 4 years and over had received no educational
provision and in the case of a further 18 children, it was not known
whether they had received any education during their hospital stay
(Table 26). 

7.4 All children who experience a long stay in hospital – or
frequent hospital admissions – should be able to access an
appropriate level of education. Where this is not the case, the
care plan should contain an explanation and the appropriate
Education and Library Board should be notified with a view to
establishing, where this is possible and appropriate, an
educational programme for the child.
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7.5 In the best examples observed, children and young people were
helped to maintain their school progress, regular contact was
maintained by teaching staff with parents and the child’s school and
there were written reports which recorded the work undertaken and
learning achieved by the child. In these situations, teachers and
assistants were sensitive to the individual medical needs of the children
and young people. They had established harmonious relationships with
hospital staff and parents and working arrangements that
complemented the hospital’s daily routines. 

7.6 The factors that contributed to the effective education of children
and young people in hospital settings included:

• good teacher-staff relations;
• the establishment of an atmosphere of mutual respect that was

conducive to helping children within a medical care setting;
• regular communication between teaching staff and the children’s

schools;
• written agreements which set out the roles of the teaching and

hospital staff and detailed how working practices could promote an
integrated approach to the care and education of children and
young people;

• time to plan on an interdisciplinary basis;
• an appropriate balance of education and personal social care which

assisted children while they were in hospital and during
convalescence at home;

• the sharing and discussion of good practice;
• well organised lessons and good management of time; and
• good teaching approaches matched to individual need. 

7.7 The inspection demonstrated however, that there was a need to
improve the educational service to children and young people in
hospital by:

• better liaison between Trusts, Education and Library Boards and their
hospital based staff to develop more systematically the policy and
guidance necessary to establish a clear focus on the needs of
children and young people in hospital from admission to discharge;

• availing of training to promote collaborative working practices;

• regular review of the level of educational support and making
adjustments to ensure that provision is sufficient to meet changes in
admissions of children;
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• exploring the use of information and communication technology as
a learning tool and recording and maintaining links between
hospital and schools;

• ensuring that parents have full written and location specific
information about how their child’s educational needs will be met
while in hospital;

• including educational needs within the child’s care plan;

• ensuring that the process for children and young people who need
a statement of special education needs whilst in hospital is carried
out efficiently and where possible, temporary educational
arrangements are made for the child pending the completion of the
statementing process. 

7.8 Education and Library Boards should establish a regional
forum to enable the above issues to be addressed and promote
strategic discussion and consensus to:

• inform the development of consistent and cohesive practices
in the education of children in hospital; and

• create a framework that will assist hospitals in understanding
the nature and importance of educational provision and how
appropriate educational support can contribute to the overall
wellbeing of children and young people in hospital.
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8. Workforce Planning, Staff Training and
Support

Standard 

There are sufficient staff with appropriate qualifications, knowledge
and expertise to deliver effective services to disabled children and
their families.

Workforce planning

8.1 The difficulties of planning services which potentially span several
health and social care programmes have already been considered in
Part 4.1-5 of this report. Workforce planning for disabled children’s
services is equally complex, in that more so than any other children’s
services, the medical, health and social care needs of disabled children
require coordinated planning across a wide range of disciplines that
provide services both within community and hospital settings.
Although there were a number of Boards’ and Trusts’ documents that
addressed workforce planning, these focused on discrete areas of
professional practice rather than the strategic and holistic needs of
patient or user groups. Even within clinical specialisms, paediatrics is a
further specialist area that requires appropriate training across all
hospital based disciplines. There were gaps in the multidisciplinary
staffing in each of the hospitals inspected. In general, there was an
insufficient pool of appropriately qualified staff to meets the needs of
disabled children in hospital and the implications of this are clearly far
reaching. 

8.2 The Department, Boards and Trusts have already identified the
need for multidisciplinary workforce planning. The Department is
currently taking forward a pilot multidisciplinary workforce planning
exercise to address the workforce implications of the Bamford Review
(3.1). In view of the fact that part of this pilot will address the needs of
child and adolescent mental health services, it is recommended that:

8.3 As a further multidisciplinary workforce planning pilot
initiative, the Department should consider taking forward the
findings of this inspection in relation to workforce issues in
disabled children’s services. 
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8.4 In their workforce planning arrangements, Boards and Trusts
should identify ways in which professionals should work
together to more effectively secure the necessary quality of care
for disabled children and their families. 

Social Work services

8.5 The need for social work support within hospitals providing
services for children and young people has already been identified in
Part 4.24-27. Whilst one hospital had not been able on the first trawl
to recruit a social worker, in general, there did not appear to be staff
recruitment or retention difficulties in hospital based social work
services. Where there was no social work support for children and
families, or insufficient staff to provide the full range of social work
services required, the reasons for this appeared to be linked to lack of
appropriate planning, poor recognition of the contribution social
workers make to the care of children in hospital and their families, or
pressures on resources. 

8.6 Boards and Trusts should review workforce planning within
Social Services to ensure that priority is given to the needs of
disabled children in hospital and their families for adequate
social work support. 

8.7 The Department’s forthcoming regional review of the Social
Services workforce should take into account the findings of this
inspection in relation to social work workforce issues. 

Medical services

8.8 It was acknowledged that there were various and complex medical
staffing issues across the region which are in the process of being
considered and addressed at different levels outside the remit of the
inspection. However the Inspection Team highlighted particular needs
for urgent consideration:

• Medical posts in child and adolescent psychiatry to secure the
current in-patient services; 

• Consultant posts to take forward rehabilitative services to children
and young people; 
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• Dually-trained consultants in child and adolescent psychiatry and
learning disability to ensure quality of care in future services for
learning disabled children and young people; 

• More joint paediatric community and hospital based posts; and

• Consultants to be supported by multidisciplinary teams that are
based on the assessed needs of children receiving the service and
where necessary, include other medical staff.

8.9 The Department should take account of the above pressures
as part of its ongoing assessment of specialist medical
workforce needs. 

Nursing services

8.10 The Inspection Team found a general shortage of registered
children’s nurses in all areas, in particular, mental health and learning
disability. Nurse workforce planning arrangements varied within
hospitals and Trusts. In one Trust an ‘over recruitment’ policy was in
place. Nurse managers, however, in this Trust reported a problem with
retention of staff as registered children’s nurses left to take up senior
posts in other hospitals. This was in contrast to reports from local
hospitals where nurse managers stated that the transfer of pre-
registration nurse training to Belfast had exacerbated recruitment
problems. Managers also considered that students, once qualified, did
not return to fill post in local hospitals but preferred to remain in
Belfast where career prospects were perceived to be better. In a
number of hospitals nurses had been recruited from overseas to cover
the shortfall of local staff. 

8.11 There were significant recruitment problems in the area of mental
health. Pay structures encouraged experienced nursing staff to take up
post in community Trusts, thereby creating a gap in service provision in
acute facilities. To some extent this may be resolved with the
introduction of the ‘Agenda for Change’, a policy paper published by
the Department of Health in 2004 which sets out the Government’s
workforce plans for number of professional groups, including nurses.
The parents of children in mental health facilities and the young people
reported that they very much valued the input from registered nursing
staff but were aware that staff shortages affected the level of
therapeutic interventions available to them. They were also concerned
that this might subsequently lengthen their hospital stay as
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programmes of care or interventions may take longer to complete. In
the regional children’s mental health facility, bed capacity had been
reduced from 20 to 16 and in learning disability services a significant
dependence on bank and agency nursing staff and health care staff
was evident. The Department has recently taken forward a recruitment
campaign to encourage people to train as mental health nurses. This
resulted in a significant increase in the numbers applying to mental
health programmes. 

8.12 The Department should continue to support an increased
intake into mental health nursing programmes and address
shortfall and deficit issues in the children’s nursing workforce
both within the required disciplines and on a geographical basis. 

8.13 Workforce planning in relation to new builds in the acute sector
included assessments of general nursing staff requirements. None of
the workforce plans, however, specifically identified the nursing
resources required for the management and provision of children’s or
adolescent services. 

8.14 Business plans for new builds in the acute sector should
take account of the nursing resources required for the
management and provision of children’s and adolescent
services.

AHP services 

8.15 Issues to do with the structure and organisation of AHP services
that clearly had an impact on the quality of the treatment and care of
children were identified in 4.38-42. Future workforce planning must
take account of the right of children to receive AHP services that can
respond to their individual needs. Planners at strategic and local levels
should know what those needs are and be capable of identifying the
range of professional expertise and the resource required in the
workforce to meet those needs effectively. 

8.16 Boards and Trusts should identify the needs of disabled
children including those of children in hospital and the range of
AHP expertise required to meet these. The Department should
ensure that there is a collaborative approach to
multiprofessional AHP workforce planning between the
Department, Boards and Trusts that will enable strategic and
operational responsibilities to be fulfilled.

64
C A R E A T I T S B E S T LIS-897OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



65
C A R E A T I T S B E S T

Psychology services

8.17 There is a general shortage of psychologists in all areas of
children’s services. Some hospitals had no access to services, others had
sessional support which was in general not sufficient to meet demands
or to provide help and support to children and their families when this
was most needed (4.43-44). Although there has been a recent increase
in the numbers of psychologists in training this is unlikely to meet
current and future need in children’s services.

8.18 The findings of this inspection in relation to psychology
services for disabled children in hospital should be taken into
account by the Department’s workforce planning review of
psychology services.

Pharmacy services

8.19 Paediatric pharmacy is a critical area for future workforce
development. The Department’s current review of the HPSS workforce
will provide an updated review of the pharmacy workforce. In view of
the importance, however, of pharmacy services to the care and
treatment of children in hospital and to effectively meet the
requirements of the recommendation set out in 4.45-6, the Inspection
Team made the following recommendations:

8.20 The Department’s pharmacy workforce planning review
should contain a recommendation for the development of
specialist expertise in paediatric pharmacy services.

8.21 The Northern Ireland Centre for Post Graduate
Pharmaceutical Education and Training should seek to develop a
curriculum to support paediatrics. 

8.22 In the commissioning, planning and delivery of services,
Boards and Trusts should ensure that there is a dedicated
pharmacist resource to support clinical paediatric services.

Staff induction, supervision and appraisal

8.23 Most hospitals had an induction programme for all new staff.
There were examples of good general induction information packs and
ward specific induction arrangements and information for nurses. This
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was commended but did not always exist for other professionals in the
hospital team. In a number of situations, doctors’ handbooks required
to be updated. 

8.24 Up to date induction handbooks should be available for all
key professional disciplines within hospitals. 

8.25 Annual appraisal had been established in most hospitals for a
range of staff. Some Trusts were commended for having successfully
introduced annual appraisal for consultant medical staff. Appraisal was
not generally afforded to all disciplines within hospitals. 

8.26 A number of Trusts were commended for having introduced
national appraisal processes for medical Consultants who also reported
that they had opportunities for continuing professional development
and, in some cases, peer support. Social workers consistently received
regular professional supervision and protected time was set aside for
this. The Inspection Team noted that in some cases there were
supportive arrangements, such as mentoring, in place for newly
qualified nurses. Established nursing staff, however, rarely had formal
clinical supervision and protected time had generally not been
allocated to support staff in this way. In comparison with the other
remaining professions, AHP staff had more regular supervision,
although this varied between hospitals and in only a few situations had
protocols been developed and protected time allocated to this process.
Most psychologists reported that they had access to professional
supervision and in some situations, they were able to avail of peer
group support. 

8.27 Supportive appraisal and clinical supervision arrangements provide
an opportunity for reflective practice, specialised learning and
professional development. 

8.28 Trusts should establish a policy that supports annual
appraisal and protected time for clinical supervision of all
professional staff. They should promote the implementation of
the policy across all children’s services. 

Staff development and training

8.29 Each of the hospitals and their respective Boards had made
available a range of training for professional groupings as part of their
staff development and annual training programmes. Social workers
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had assisted in child protection training within hospitals although in a
number of situations front line hospital staff were not familiar with
child protection issues, policies and procedures. Social workers had also
availed of and contributed to specialist training to improve skills and
knowledge in complex clinical areas. Medical staff in each hospital had
access to opportunities for continuing professional development. There
were also examples of nurse training initiatives aimed at preparing
nurses to take on new roles and enabling them to gain knowledge and
skills quickly through the shortened branch children’s programme.
These were commended. In most of the larger hospitals there was
evidence of good links with Nurse Education Commissioning Groups,
Provider Support Units and the universities. 

8.30 In terms of the range of qualifying training available to key
professionals in children’s services, however, it was noted that there
was no AHP undergraduate training module on children and young
people with mental health needs (see 4.41). There were also limited
training opportunities for individual AHPs working with disabled
children. Those that are available are delivered mainly through
profession-specific national bodies. This deficit can lead to the feeling
of isolation for AHPs working within under resourced services.

8.31 In the key area of multidisciplinary working, including assessment
and care planning for children, there were few formal training
initiatives. In at least one situation, however, a medical Consultant had
introduced the team to a multidisciplinary assessment approach which
worked well. This was commended.

8.32 In light of the range of training issues raised by the inspection the
following recommendations were made.

8.33 Boards should ensure that there is an annual training needs
analysis to identify the training and development needs of all
staff working in children’s hospital services. In addition to
clinical care and individual staff development needs there
should be a continuing emphasis on training in:

• child protection; 
• multidisciplinary assessment and care planning and review;

and
• children’s rights and safeguarding these in hospital (see

10.13).
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8.34 Boards should address with the Educational Partnership
Forums the matter of AHP undergraduate training in working
with children who have mental health needs. Boards and Trusts
should also work in partnership with the Department and other
relevant agencies to provide post qualifying training
programmes for AHPs working with disabled children.
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9. Communication and Information

Standard 

The hospital provides accessible and relevant information about its
services to disabled children and their families.

9.1 The provision of appropriate and accessible information for service
users is an important part of the wider responsibilities of all Trusts.
Good information about the range of services available, the Trust’s
responsibilities and other matters to do with the delivery of services
can be empowering for children and their families. Clear
communication between professionals and agencies who are
responsible for providing services and between professionals and those
receiving services, will also help to determine the quality of service
experienced by children and their families. 

9.2 Professional communication issues between

• Trusts and professional staff;
• hospital staff and children and their families; and
• hospital and community services 

were considered in Parts 4 and 5 of this report. The paragraphs to
follow are concerned with more general information and how Trusts
and hospitals made information available and accessible to children
and their families.

Information

9.3 Hospital Trusts’ Annual Reports contained information about
children’s services and included details of new initiatives, developments
and the future planning of services. The Annual Reports of community
Trusts provided general information about services for disabled
children, although these did not always cover the full range of services
provided. These reports were generally widely available within hospitals
and could also be accessed on Trusts’ web-sites.
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9.4 The following examples of information initiatives were commended
by the Inspection Team: 

• displays containing information about medical conditions;
community and voluntary services; child protection and disability;

• welcome packs for children and parents;
• in one situation, results of children’s survey displayed in a child

friendly manner; and
• attractive information booklets for children about the hospital’s

routines.

9.5 Some parents reported that they would have liked written
information for themselves and their children about the various roles of
professional staff in the hospital. Where other deficits in information
occurred, these were generally related to a lack of suitable information
for young people about health and health education matters. 

9.6 Hospitals should: 

• develop information for children, young people and their
families about their hospital stay, the roles of professional
staff within the hospital and appropriate services available in
the community; and

• ensure that appropriate health and health education
information is available for young people during their stay in
hospital.

Complaints, access to patient information and consent to treatment

9.7 Most hospitals had information about how to complain, either on
poster display or in leaflet form. Within children’s services there were
few examples of user friendly information explaining how to access
information held on the child’s case file. Indeed, some of the parents
who were interviewed were not aware that they could access their
children’s records. In situations, however, where parents exercised this
right, they were pleasantly surprised at the extent of work undertaken
for or on behalf of their children. Information on consent to treatment
for children and young people was not widely available. 
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9.8 Information on complaints, access to personal records and
consent to treatment should be sensitively communicated
within the general written information given to parents and
children. 

Communication with children and families

9.9 Most hospitals were able to access people skilled in Makaton and
alternative forms of communication. There was generally little
information available, however, on the types of assistance available to
children and families with communication difficulties or those whose
first language was not English. Written information and other forms of
media can serve to enlighten families about what is available and to
reassure them that their communication needs will be met,

9.10 Hospitals should produce information in leaflet form and
other media about the range of assistance available to patients
and families who by reasons of disability or ethnicity may
experience communication difficulties.
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1 The summary statements of the rights of children under the UN Convention in
this part of the report are those drawn up by the Commission for Social Care
Inspection (CSCI), the national registration and inspection agency for social care
services in England and Wales. The full text of the statements can be found on
the CSCI internet site www.csci.org.uk.

10. Equality and Human Rights 

Standard 

The Board and Hospitals Trust are fulfilling their statutory duties in
respect of requirements under human rights and equality legislation.
Human rights and equality principles are integrated into practice
within all aspects of services for disabled children.

The rights of children

10.1 The United Nations Convention on the Rights of the Child (the UN
Convention) places disabled children firmly within the full
implementation of the rights of the Convention. 

10.2 Disabled children in hospital experience an added level of
dependency. Those responsible for their care and treatment need to
give careful consideration to safeguarding and promoting their rights.
In summary1, Article 23 of the UN Convention states that 

‘a child with a physical or mental disability should enjoy a full and
decent life, in conditions that ensure dignity, promote self-reliance
and facilitate the child's active participation in the community.
Children with disabilities have the right to special care, designed to
ensure that the child receives education, training, healthcare
services, rehabilitation services, preparation for employment, and
recreation opportunities in a manner conducive to the child's
achieving (sic) the fullest possible social integration and individual
development, including cultural and spiritual development’. 

10.3 This is the ultimate standard by which services and those who
deliver them must be measured. 

10.4 The Disability Discrimination Act 1995 (DDA) promotes the rights
of disabled people to access the full range of public services. The
Northern Ireland Act 1998 upholds the right of disabled people to be
treated equally in all aspects of public life. The life quality of disabled
children and their families, however, may at times be more affected by
attitudes and disabling environments, rather than a lack of adherence
to the letter of the law. Children who have a disability can be
particularly vulnerable to unhelpful attitudes and environments that
emphasise rather than minimise their dependency. 
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Charters for children and young people

10.5 In the main, the Inspection Team found that staff who were
immediately involved in the treatment and care of children and young
people had a clear child and family focus. The rights of children were
respected and valued. Some hospitals had developed Charters for
Children which set out the child’s rights and what children could
expect whilst in hospital. These were commended. Where young
people were provided with services, there were no equivalent charters
aimed specifically at their age group, although most general hospitals
had the DHSS Patient’s Charter on display. The needs of young people
and their rights can differ in important respects from those of children
or adults, for example in areas such as consent to medical treatment
and matters to do with the confidentiality of information. It would be
helpful to see these rights expressed in the form of a charter developed
specifically to address their needs. 

10.6 Where hospitals provide services for young people, they
should develop in partnership with young people, a Charter
which sets out their rights and how they can expect these to be
promoted whilst in hospital. 

Advocacy services

10.7 Article 12 of the UN Convention promotes the rights of children
to be heard in all matters affecting them. Some hospitals had
established forms of group support for young patients, and 2 hospitals
had developed an advocacy service, one of which was a dedicated
child advocacy service. This was commended. Disabled children and
young people and particularly those in hospital or other care settings
can face enormous challenges in getting their voice heard. It is vital
that they are provided with support and encouragement to enable this
to happen. 

10.8 Hospitals providing children’s and young people’s services
should encourage pro-active approaches, such as advocacy
initiatives, which promote the rights of children and young
people and enable their voice to be heard in any matters that
concern them.
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Play, leisure and social activities

10.9 Article 31 of the UN Convention upholds the right of children to
relax and play and enjoy a range of activities, regardless of their
circumstances. This is a particular concern when children spend long
periods of time in hospital and where the focus on the child’s disability
or illness may limit or detract from promoting their rights to social and
leisure activities. A recommendation in relation to this has already been
made in 6.5 of this report.

10.10 Good practice example:

The Royal Belfast Hospital for Sick Children was commended for its
commitment to promoting innovative approaches to play. The
hospital had established dedicated play specialists in each of the
children’s wards who provided a range of play and social activities.
This helped to alleviate children’s worries and distress and enabled
procedures to be explained in a child friendly manner. The play
specialists were integrated into the multidisciplinary team approach
to children’s care and used visual and multisensory material to
prepare children for treatment and surgery.

Issues impacting on the rights of children

10.11 There was a strong commitment in the hospitals inspected to
promoting the rights and equality of disabled children. The full
expression of children’s rights and equality issues were, however,
constrained by the matters presented in Figure 2, which have already
been considered in this report.

10.12 Hospitals caring for children should examine their services
for children in the light of the inspection findings and in the
context of the need to promote the human rights and equality
of disabled children as set out in Figure 2. They should report
any shortcomings to their respective Trusts and Boards with a
view to agreeing strategies to address these.

10.13 In general, there was a need for continuous staff training in
children’s rights and equality issues in order that matters such as those
listed in Figure 2 and their implications for children’s rights may be
readily identified and acted upon by staff. A recommendation to this
effect has been made in 8.33.
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Matters for 
attention

Access by children to the
full range of expertise
necessary to promote
their health and the
support of families

Prolonged admissions of
children or young people
to specialist mental
health or learning
disability hospitals and
lack of appropriate
community care
provision.

Buildings and
institutional practice 

Children and young
people in adult wards

Use of hospital as a
respite placement 

Child protection

Paragraph
references

3.3
8.1

3.3 – 3.8
3.16-3.17

3.7
6.21

3.9 – 3.14
6.9 – 6.10

3.22- 3.24

4.16 –4.22
5.38 –5.41

UN Convention 
Extracts from summary statements

Article 24
Children have the right to the highest attainable
standard of health, and to facilities for the
treatment of illness and rehabilitation of health 

Article 23 
A child with a physical or mental disability should
enjoy a full and decent life, in conditions that
ensure dignity, promote self-reliance and facilitate
the child's active participation in the community

Article 23
Children have a right to a standard of living
adequate for their physical, mental, spiritual,
moral and social development.

Article 3 
Administrative measures shall be appropriate to
ensure each child such protection and care as is
necessary for his or her wellbeing

Article 23 
Children with disabilities have the right to special
care, designed to ensure that the child receives
…. healthcare services ….. and recreation
opportunities in a manner conducive to the
child's achieving the fullest possible social
integration and individual development.

Article 19
Child protection should include support for the
child and their carers, prevention, identification,
reporting referral, investigation and treatment.

Figure 2: Inspection findings and implications in terms of the UN
Convention1 on the Rights of the Child

1 See footnote on UN Convention summary statements (Page 13).
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Matters for 
attention

Care planning and
review of children

Addressing ‘whole child’
needs

Involvement of children
in care planning 
and advocacy
arrangements

Access to creative
therapies 

Play, leisure and social
outlets for children and
young people

Transport for families and
visits home by the child 

Paragraph
references

5.4
5.19 
5.31–5.33

5.10– 5.12
5.19

5.17
10.7 –10.8

6.4 – 6.5

6.4 - 6.5
10.9

6.5
6.11– 6.12

UN Convention 
Extracts from summary statements

Article 25
A child placed for care, protection, or treatment
of physical or mental health, has the right to
periodic review of the treatment provided and all
other circumstances relevant to his or her
placement.

Article 23
Children with disabilities have the right to special
care …… in a manner conducive to the child's
achieving the fullest possible social integration
and individual development, including cultural
and spiritual development.

Article 12
Any child who is capable of forming his or her
own views shall be afforded the right to express
those views freely in all matters affecting them.
The views of the child shall be given due weight
in accordance with the age and maturity of the
child.

Article 13
Children have the right to freedom of expression.
They have the right to seek, receive and impart
information and ideas of all kinds, orally, in
writing or in print, through art, or through any
other media of the child's choice

Article 31
Children have the right to rest and leisure, to
engage in play and recreational activities
appropriate to their age, and to participate fully
in cultural life and the arts. Appropriate and equal
opportunities shall be encouraged in the
provision of cultural, artistic, recreational and
leisure activity.

Article 9
A child separated from one or both parents has
the right to maintain personal relations and direct
contact with both parents on a regular basis,
unless this is contrary to the child's best interests.
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Matters for 
attention

Use of time
out/restriction of liberty

Access to education

Qualifications of staff
and professional
supervision practice

Paragraph
references

6.13– 6.14

7.3 – 7.8

8.1
8.25 –8.28

UN Convention 
Extracts from summary statements

Article 37
No child shall be deprived of his or her liberty
unlawfully or arbitrarily …….. Every child
deprived of liberty shall be treated with humanity
and respect for the inherent dignity of the human
person, and in a manner which takes account of
the needs of a person of his or her age.

Article 28
Every child has the right to education. This
includes making educational and vocational
information and guidance available to children,
making higher education accessible to all on the
basis of capacity by all appropriate means

Article 3
Institutions, services and facilities responsible for
the care and protection of children shall conform
with the established standards, particularly for
safety, health, the number and suitability of staff,
and competent supervision.

Equality Initiatives by Boards and Trusts

10.14 Each Board and Trust had an Approved Equality Scheme and
programme to assess the impact of existing and new policies in
accordance with Section 75 of the Northern Ireland Act. There had
been some form of training in each Board and Trust on these issues.
Several initiatives were commended, including:

• equality and human rights road shows;
• board wide forum for sharing good practice in equality and human

rights issues;
• multidisciplinary equality steering groups;
• clear emphasis on the mainstreaming of human rights

considerations in all areas of policy and practice;
• staff trained in access issues under DDA to conduct internal audits;

and
• designated senior staff with responsibility for DDA implementation.
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10.15 The Inspection Team noted that groups established by Boards
and Trusts to implement the Act had not met for some time and this
lack of regular strategic focus on disability had the potential for DDA
matters to be approached in a reactive rather than proactive manner. 

10.16 Disability Discrimination Act Implementation Groups
should reconvene and meet on a regular basis to identify areas
for action and agree strategies for promoting equality in
disability issues.

10.17 There was also scope for a more specific policy emphasis on
promoting the rights and equality of disabled children in hospital,
particularly those who stay for long periods. This should inform 
everyday practice in the care of children and the support of families
while their child is in hospital. 

10.18 Hospitals caring for children should develop a policy
framework which sets out the rights of disabled children and
provides guidance for staff on promoting rights and equality
based care while the child is in hospital. 
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11. Conclusion and Summary of
Recommendations

Conclusion

11.1 This inspection has highlighted many areas of good practice in the
care of disabled children while they are in hospital. But the care of the
child is a continuum that starts with policy makers, commissioners and
planners of services and extends beyond the hospital into the
community. The care of the child is not just about the child. It’s about
strengthening and supporting families. It’s about ensuring that there
are proper clinical, social, educational and cultural networks in place to
make the child’s hospital stay as effective but as short as possible. The
recommendations set out below are aimed at providing ‘Care at its
Best’ at all of these levels. It is important that the Department, Boards
and Trusts should now address the findings of this report as part of the
pursuit of high quality children’s services. The disabled children, their
families and their advocates who contributed to the inspection, had an
expectation that it would enhance services in the future. They deserve
to see that expectation fulfilled. 

Summary of the recommendations

THEMES TO INFORM STRATEGIC PLANNING FOR DISABLED CHILDREN 

Recommendation Page
1 Boards should give priority to establishing Tier 4 child and 12 

adolescent mental health services. The services should provide
for full and intensive multidisciplinary assessment, treatment
and care of children in facilities that are specifically designed
for specialist interventions (3.4). 

2 The Departmental Regional CAMHS Development Group 12
should take account of the findings of this inspection to
inform strategic planning of services and the development of
new inpatient provision for children and young people with
mental health needs (3.6).
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Recommendation Page
3 In the context of the planned reprovision of regional 13

inpatient services for adults and children with learning
disabilities, commissioning Boards should formally recognise
the needs of young people as being distinct from those of
children or adults and should address these as a matter of
urgency. (3.8). 

4 Boards and Trusts should monitor the numbers of children 14
and young people admitted to adult wards and the length of
their stay with a view to determining whether there are
sufficient children’s specialist inpatient places and community
based provision to meet their needs. Where there are deficits
these should be addressed in a cross Board coordinated
manner (3.13).

5 Boards should develop a regionally agreed protocol for 14
referrals of young people aged 14 years and over to hospital
and other clinical and community services. This should
promote consistent approaches that take account of the
young person’s age and stage of development and enable
appropriate expertise to be available to meet each young
person’s needs (3.15). 

6 The ‘Children Matter’ Task Force should in its Phase 2 15
implementation consider the impact of impending reductions
in children’s specialist hospital places on current and planned
community residential and other community provision with a
view to informing strategic planning for future services to
disabled children (3.17). 

7 The Department should agree a regional policy to address  16
the emerging needs of technology dependent children for
community care services, including the skills base required in
staff, parents and carers, to ensure minimum delay in
progressing care plans for these children (3.21). 

8 A regional review of respite provision for disabled children 17
should be progressed by the Department without delay as
part of the Implementation of the Children Matter Phase 2
initiative (3.24).
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