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It should be noted that this inspection report should not be regarded as a comprehensive 
review of all strengths and areas for improvement that exist in the service.  The findings 
reported on are those which came to the attention of RQIA during the course of this 
inspection.  The findings contained within this report do not exempt the service provider from 
their responsibility for maintaining compliance with legislation, standards and best practice. 
 

1.0 What we look for 
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4.0 Inspection summary 
 

2.0 Profile of service  
 

3.0 Service details 

 
 
 
 
Beech Ward is a 12 bedded male ward on the Tyrone & Fermanagh Hospital site.  The purpose 
of the ward is to provide rehabilitation and recovery to patients’ who are experiencing enduring 
mental health difficulties.  There were eight patients on the ward on the day of the inspection.  
Two patients were admitted to the ward in accordance the Mental Health (Northern Ireland) 
Order 1986.  
 

The multidisciplinary team (MDT) consists of a team of nursing staff, health care assistants, a 
medical registrar and a consultant psychiatrist.  Patients receive occupational therapy input on 
the ward and when they attend the Rowan Day Centre which is situated on the grounds of the 
hospital site.  Speech and language therapy, dietetics, physiotherapy, podiatry and dentistry 
were available on a referral basis   

 
 
 
 

Responsible person:  
 

Ward Manager: Denise O’Hagan 

Category of care: Recovery and 
Rehabilitation 
 

Number of beds:  
12 

Person in charge at the time of inspection: Denise O’Hagan 
 

 
 
 
 
 
An unannounced follow-up inspection took place over two days on 5 – 6 September 2017.  
 
The inspection methodology was to review five areas for improvement identified from the 
previous unannounced inspection completed on 26 – 28 September 2016.  On the days of the 
inspection inspectors evidenced patients as being settled and relaxed in the ward’s 
surroundings.  Staff who met with inspectors stated that the ward was patient centred.  Staff had 
mixed feelings regarding the ward’s pending closure.  Staff felt it was positive that patients 
would be leaving hospital whilst, at the same time they were unsure of their future employment 
status.  Inspection findings evidenced of the eighteen areas for improvement 11 had been met, 
four areas had been partially met, two areas had not been met and one area for improvement 
has been removed.  
 
Inspectors noted that the ward had made positive progress in addressing the majority of the 
areas for improvement identified as a result of the previous inspection.  The ward’s fire safety 
and patient risk assessments were up to date.  The ward was implementing recommendations 
made as a result of reviews of serious incidents.  Patient care records were up to date and 
included capacity assessments and comprehensive personal details for each patient.  
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Areas for improvement in relation to ligature points within the ward, the absence of a ward 
social worker and occupational therapist and the lack of patient file audits were assessed as 
partially met.  
 
The ward’s ligature risk assessment had identified a large number of ligature risks within the 
ward.  A comprehensive ligature risk assessment was completed by the ward manager, deputy 
ward manager and a staff nurse on the 5 October 2016.  The assessment identified a large 
number of ligature points in keeping with the buildings original design and age.    
 
Inspectors evidenced that a timescale of one year (until October 2017) had been set within 
which work to remove/replace certain ligature points would be completed.  Inspectors found no 
evidence that any of the proposed ligature works had been completed.  This was despite 
evidence that the ward staff team had forwarded the ligature assessment and management plan 
to estates services.  Inspectors also noted continued correspondence from the ward manager to 
estates services and senior managers.   
 
Whilst it is important to note that none of the patents admitted to the ward presented with risks 
in relation to the potential use of a ligature point, inspectors were concerned that the ward 
continued to provide treatment to patients subject to the Mental Health (NI) Order 1986.  Staff 
and patients who met with inspectors stated that the ward would be closing in the near future.  
This was confirmed by the ward manager and the ward’s senior management team.  Given the 
pending closure of the ward and the financial implications of carrying out significant ligature 
works, the work had not been completed.  Inspectors wrote to the Trust requesting that 
progress reports regarding the ward’s closure be forwarded to RQIA on a monthly basis.  This 
area for improvement will remain on the ward’s compliance plan.  RQIA will continue to monitor 
the ward. 
 
Two areas for improvement were assessed as not met.  These areas for improvement have 
been restated for a second time in the provider compliance plan accompanying this report.       
 
Patients stated 
 
Inspectors met with five patients.  Two patients completed questionnaires.  Patients were 
generally positive about the ward and their relationships with staff.  Each of the patients stated 
that they felt safe and secure on the ward, understood their rights and staff had listened to them 
and treated them with dignity and respect.  One patient stated that he felt the care and 
treatment provided to him was not making him feel better.  The patient also reported that he felt 
he was not being treated with dignity and respect.  Inspectors reviewed this patient’s care 
records.  Inspectors evidenced that the patient had been treated in accordance to the required 
standards and that care and treatment interventions were provided to him with his consent.   
 
Inspectors observed patient staff interactions during the inspection. Inspectors evidenced that 
the ward was relaxed, clean and welcoming.  Patients were kept informed and relationships 
between patients and staff were friendly and informal.  Staff were witnessed as being available 
throughout the ward.  Inspectors evidenced no concerns regarding the care and treatment 
provided to patients.   
 
Patient comments included: 
 
“I have no problems”. 
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“I feel happy…. safe and secure”. 
 
“We can go on bus runs”. 
 
 
Relatives stated 
 
No relatives were available to meet with the inspectors on the days of the inspection. 
 
Staff stated 
 
Inspectors met with four members of ward staff.   
 
Staff reported that they felt patients are well cared for.  Staff stated that the ward’s reporting 
processes were appropriate and they were confident in their ability to manage incidents.  Staff 
felt the ward was safe and that the care and treatment provided by the nursing and medical staff 
was patient centred and effective.  Staff reported that nursing staff levels included regular use of 
bank staff.  Inspectors were informed that staff completing bank shifts were familiar with the 
ward and the needs of the patient group.  Inspectors reviewed the ward’s nursing staff duty rota.  
The rota evidenced that during the previous two months there had been sufficient staff available 
on each shift.    
 
Staff expressed concerns that the arrangements regarding the pending closure of the ward and 
the transition of patients to alternative community accommodation were not clear.  Staff told 
inspectors that they remained unsure as to their position and where they will go when the ward 
closes.  Inspectors noted that each member of staff was aware of the location of the new facility 
where six of the patients are scheduled to move to.  A number of staff commented on the 
design and age of the ward and the fact that the ward had originally been designed for twenty 
patients. 
 
Staff comments included: 
 

“Patients are well looked after”. 
 
“The ward does not have a full MDT”. 
 
“The ward’s atmosphere is good”. 
 
“The building’s dated”. 
 
“I have no concerns regarding my training or supervision”. 
 
“There has been very little information provided about the changes”. 
 
“Patients challenging behaviours are appropriately managed”. 
 

The findings of this report will provide the trust with the necessary information to assist them to 
fulfil their responsibilities, enhance practice and service user experience. 
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4.1 Inspection outcome 

 
 
 
 
 

Total number of areas for improvement Six 

 
The total number of areas for improvement comprise of areas for improvement being restated 
for a second.  No new areas for improvement were identified as a result of this inspection. 
 
These are detailed in the Provider Compliance Plan (PCP).  
 
Areas for improvement and details of the PCP were discussed with senior trust representatives, 
members of the multi-disciplinary team, the ward manager and ward staff as part of the 
inspection process.  The timescales for completion commenced from the date of inspection. 
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5.0 How we inspect  

6.0 The inspection 

6.1 Review of areas for improvement from the last unannounced inspection  

 
 
 
The inspection was underpinned by: 
 

 The Mental Health (Northern Ireland) Order 1986 

 The Quality Standards for Health & Social Care: Supporting Good Governance and Best 
Practice in the HPSS, 2006 

 The Human Rights Act 1998 

 The HPSS (Quality, Improvement and Regulation) (Northern Ireland) Order 2003 

 Optional Protocol to the Convention Against Torture (OPCAT) 2002 
 
 
 
 
The following areas were examined during the inspection:  

  

 Care documentation in relation to four patients 

 Ward environment 

 Patient discharge/transfer arrangements 

 Minutes of staff meetings 

 Records in relation to incidents and accidents 

 Staff supervision and appraisal dates 

 Staff training 

 Staff duty rotas 

 Complaints and compliments 

 Information in relation to safeguarding vulnerable adults 

 Minutes from governance meetings 
 

 
 
 
 
The most recent inspection of Beech ward was an unannounced inspection.  The completed 
Provider Compliance Plan (PCP) was returned and approved by the responsible inspector.  
During this inspection the inspector reviewed the areas for improvement made at the previous 
inspection and an assessment of compliance was recorded as met/partially met and not met.  
This PCP was validated by the inspector during this inspection. 
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Follow-up on recommendations made following the unannounced inspection on 26 – 28 

September 2016 

 

Areas for Improvement 
Validation of 
Compliance 

Priority 1 
 

 
Number/Area 1 
 
Ref: 5.2.2(a,b,c) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
Concerns were raised in relation to the under 
reporting of serious adverse incidents. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed the ward’s datix reporting 
system and the procedures for reporting incidents 
and serious adverse incidents.  The ward had 
experienced a large number of incidents related to 
the presenting challenging behaviours of a small 
number of patients 
 
Inspectors reviewed incidents records from June 
2017.  There had been twenty incidents recorded 
with 13 assessed as low grade and seven 
assessed as medium grade incidents.  Staff who 
met with the inspector stated that they felt the 
incident reporting procedures were appropriate.  
During the inspection inspectors evidenced that 
staff remained vigilant and used appropriate de-
escalation skills to deal presenting risks.  
 
Inspectors noted that a number of the reported 
incidents involving violence and aggression had 
been committed by a small number of patients.  
Inspectors were concerned to note that behaviour 
management plans had not been formalised and 
there was no ongoing involvement of 
psychology/behaviour services.  Whilst it was 
positive to note that patients could access a 
psychologist through referral psychology support 
was not an integral part of the MDT.  Given the 
pending closure of the ward and the transition of 
patients to a new facility continued support from 
psychology services would be appropriate.  The 
area for improvement regarding patient access to 
psychological services has been restated (area six 
in the provider compliance plan below).   
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Number/Area 2 
 
Ref: 5.3.1 (a) 
 
Stated: first 

The responsible person must ensure the following 
findings are addressed: 
 
Concerns were raised in relation to the admission 
of a forensic patient onto the ward who did not 
have a mental health condition.  When inspectors 
reviewed this patient’s care records there was no 
clearly defined management plan in place or 
comprehensive risk assessment. 
 
This patient had not been regularly reviewed by the 
consultant psychiatrist who was responsible for 
their care.  
 

 
 
 
 
 
 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors verified that this patient was no longer 
admitted to the ward.  Inspectors reviewed the 
ward’s procedures regarding the admission of 
patients and the completion of care plans and 
comprehensive risk assessments.  Inspectors also 
reviewed the frequency with which the consultant 
psychiatrist reviewed each patient’s circumstances. 
 
Inspectors reviewed three sets of patient care 
records.  Each set evidenced that a comprehensive 
risk assessment was available and was up to date.  
Each patient also had a nursing care plan and 
management plan.  Patient care was reviewed 
regularly by the medical and nursing staff at the 
weekly ward round. 
 
Inspectors noted that the ward had a limited MDT.  
The MDT did not include an occupational therapist, 
a social worker or behavioural/psychological 
support.  Subsequently, patient comprehensive risk 
assessment reviews were completed by the ward’s 
medical team and nursing staff.  Given the 
presenting challenging behaviours of some 
patients’ inspectors were concerned that 
comprehensive risk assessment reviews and care 
plans did not include formal behavioural 
management plans, limited discharge planning and 
limited resettlement and therapeutic interventions.  
Area for improvements in relation to patient access 
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to occupational therapy and social work support 
have been restated (areas 2 and 5 in the provider 
compliance plan below).  
  

Number/Area 3 
 
Ref: 5.3.1 (a) 
 
Stated: Second 
Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
An environmental ligature risk assessment was 
completed on 1 June 2016.  However, this was not 
a comprehensive assessment of the ligature points 
within the ward.  Senior representatives confirmed 
that the ward would be closing in approximately 18 
months and therefore funding may not be approved 
to remove all ligature points.  However, a 
comprehensive risk assessment had not been 
completed to include all environmental ligature 
points with a clear management plan detailing the 
existing control measures in place and if any 
further action is required within a set timescale.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Partially met 

Action taken as confirmed during the 
inspection: 
 
A comprehensive ligature risk assessment was 
completed by the ward manager, deputy ward 
manager and a staff nurse on the 5 October 2016.  
The assessment identified a large number of 
ligature points in keeping with the buildings original 
design and age.   A number of ligature points were 
identified as low risk and the action required to 
manage this risk detailed that staff could locally 
manage these.  A significant number of the 
identified ligature risks required minor capital works 
to be removed /replaced.   
 
Inspectors evidenced that a timescale of one year 
(until October 2017) had been set within which the 
work would be completed.  Inspectors found no 
evidence that any of the proposed ligature works 
had been completed.  This was despite evidence 
that the ward staff team had forwarded the ligature 
assessment and management plan to estates 
services.  Inspectors also noted continued 
correspondence from the ward manager to estates 
services and senior managers.   
 
It is important to note that none of the patents 
admitted to the ward presented with risk in relation 
to the potential use of a ligature point.  However, 
inspectors were concerned that the ward continued 
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to provide treatment and support to two patients 
subject to the Mental Health (NI) Order 1986.  It 
was good to note that each patient had a ligature 
risk nursing care plan completed.    
 
Whilst staff and patients who met with inspectors 
stated that the ward would be closing in the near 
future a timeline for the ward’s closure had not 
been agreed.  Subsequently this area for improve 
has been partially met through the completion of an 
updated ligature risk assessment.  Inspectors wrote 
to the ward’s senior management team requesting 
that progress regarding the ward’s closure be 
reported to RQIA on a monthly basis.  The area for 
improvement will remain on the ward’s compliance 
plan.   

Number/Area 4 
 
Ref: 5.3.1 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The fire safety assessment and action plan was 
received after the inspection.(13/10/16)  The 
inspector was concerned to note that there were 
areas identified as ‘extreme risk’ which required 
immediate action and ‘high risk’ which required 
action within three months but there was no date 
recorded of when these risks would be removed.  
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed the ward’s most recent fire risk 
assessment which had been completed in July 
2016.  The fire risk assessment had been updated 
after the action plan received by RQIA on the 
13/10/2016.  The dates on the report did not reflect 
this.  However, inspectors noted that smoking on 
the ward and oxygen storage notification in the 
clinical room had been assessed as very high risk. 
Further to this a key locked door at the rear of the 
premises and staff fire training deficits had been 
identified as unacceptable.  An accompanying 
action plan identified that these hazards had been 
addressed by the end of November 2016.  
Inspectors evidenced that: 

 The rear fire door was unlocked and exit 
from the building could be achieved as 
required.    

 Appropriate measures to monitor patient 
smoking, whilst continuing to encourage and 
promote the hospitals no smoking policy and 
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smoking cessation practices, was in place. 

 The ward’s clinical room door was 
appropriately labelled detailing the storage 
of oxygen. 

 Staff fire training had been updated and fire 
officers had been appointed.  

 

Priority 2 

Number/Area 5 
 
Ref: 5.3.1 (a) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
Risk assessments were not completed in 
accordance with the Promoting Quality Care - 
Good Practice Guidance on the Assessment and 
Management of Risk in Mental Health and Learning 
Disability Services May 2010. 

 There was no evidence that patients and/or 
their representatives were actively involved 
in designing and managing their own risk 
management plans. 

 In all four of the risk assessments reviewed 
there was no management plan or 
contingency plan completed.  

 All four risk assessments were regularly 
reviewed each week.  However, the review 
record detailed the discussions at the MDT 
meetings but did not always record an 
update on the current risks. 

 One patient had a risk screening tool 
completed by only one member of staff. 

It was unclear who had been involved in 
completing risk assessments as there was no 
record of who contributed to the assessment. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed four sets of patient care 
records.  Patient risk assessments were noted to 
be up to date and completed in accordance to 
Promoting Quality Care - Good Practice Guidance 
on the Assessment and Management of Risk in 
Mental Health and Learning Disability Services 
May 2010. 

Number/Area 6 
 
Ref: 5.3.1 (f) 
 
Stated: First Time 

The responsible person must ensure the following 
findings are addressed: 
 
There was no date recorded on patients’ nursing 
assessments and no record of the patients’ 

 
 
 
 
 



RQIA ID:12064  Inspection ID:  IN029810 
 

 

  13  

 personal details (address/next of kin/family 
members) apart from their name, date of birth and 
health and social care number.  There was no 
record of who had completed the assessment. 

 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed four sets of patient care 
records.  Records evidenced that patient nursing 
assessments had been completed in full, up to date 
and viewed regularly.  A summary of each patient’s 
circumstances and personal background was also 
available.  Nursing assessments and care plans 
identified the author.    

Number/Area 7 
 
Ref: 5.3.1 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
Patients’ capacity was recorded.  However, it was 
unclear which specific area the patient had been 
assessed as ‘capable’ or ‘incapable’ as this was 
not specified.  

In one care record the patient was currently being 
assessed in relation to their capacity to understand 
a specific area of care.  However, their records 
stated ‘capable’ in this section.  This requires to be 
updated. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Within each of the four care records reviewed 
inspectors evidenced that each patient had a 
consent care plan.  This care plan ensured that all 
interventions provided to patients were only 
completed with patient consent.  Inspectors were 
satisfied that in circumstances were consent was 
not given or the patient was incapable of providing 
consent this would be managed by the MDT.   
 
Inspectors noted that two of the patients were not 
consenting to certain interventions and their wishes 
were being respected.  The MDT had subsequently 
agreed alternative interventions with each patient. 
 

Number/Area 8 
 
Ref: 5.3.3 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
Patients were not seen by the consultant 
psychiatrist outside the ward round. 
 

 
 
 
 
 

Met 
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Action taken as confirmed during the 
inspection: 
 
Patients attended their ward round each Monday 
where they could meet with the consultant 
psychiatrist and nursing staff.  Patients who met 
inspectors stated they could meet with the 
consultant as required through request to the 
nursing staff.  Records reviewed by inspectors 
evidenced that he consultant had previously met 
with patients outside the ward round. 

 

Number/Area 9 
 
Ref: 5.3.3 (a) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The Occupational Therapist (OT) did not attend the 
MDT meeting each week.  Therefore information 
regarding the patients’ progress in this area was 
not part of the discussions at the MDT meetings. 
 

 
 
 

Not Met 

Action taken as confirmed during the 
inspection: 
 
The ward’s occupational therapist was no longer in 
post.  Patients could access OT support through 
referral however an OT service was not an integral 
part of the ward’s MDT.  Inspectors were 
concerned that given the recovery and rehabilitate 
ethos of the ward, the absence of an OT was 
significantly impacting on patients care.  Patients 
could not access the required range of therapeutic 
interventions.  Inspectors were also concerned that 
those patients whose discharge was pending could 
not access training to support their functional skills 
such as cooking, budgeting, self-care etc.  This 
area for improvement will be restated for a second 
time.  

Number/Area 10 
 
Ref: 5.3.3 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The ward required updating with regard to the 

furnishings and the general maintenance of the 

ward environmental required attention.   

 Curtains were hanging of some of the rails 

and the general maintenance of the ward 

was poor which included the outdoor space.  

 A number of pieces of furniture in the main 

lounge were worn, ripped and required 

replacing.  
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 The sinks in the patients’ bedrooms did not 

have a cold tap but had a soap dispenser 

instead. 

 There were two summer seats in the ward’s 

garden which required painting.   

 There was a picnic bench situated at the 

entrance to the ward which required painting 

and the main entrance was overgrown with 

weeds. 

 The garden areas were not well maintained.  

Grass and weeds were evident, there were 

no plants and the patio areas required 

cleaning.   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Partially met 

Action taken as confirmed during the 
inspection: 
 
Inspectors noted that the following concerns had 
been addressed: 

 The ward was clean, fresh smelling and 

generally well presented. 

 The ward curtains were clean and 

appropriately maintained. 

 Patients could access a jug of cold water 

within their rooms/bed area. 

 The gardens had been maintained although 

they were overgrown at the time of the 

inspection. 

 A number of pieces of the ward furniture 

were ripped or torn. 

 
The Trust was in the process of preparing to close 
the ward.  Inspectors were informed that five of the 
patients were transferring to a new community 
facility and the remaining three patients to be 
supported and accommodated elsewhere.  
Inspectors were informed that the proposed closure 
of the ward would take place within the next three 
months.  
 
Given that the ward’s gardens and furniture were 
not to the required standard, this area for 
improvement will be restated for a second time. 

Number/Area 11 
 
Ref: 5.3.3 (f) 

The responsible person must ensure the following 
findings are addressed: 
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Stated: First Time 
 

A toilet was closed due to environmental work that 
required to be completed (the floor needed to be 
replaced).  However, staff informed the inspectors 
that this was reported 6 months previously and the 
work had still not been completed.   
 

 
 
 
 
 
 
 
 
 

Removed 

Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed this toilet and noted that it had 
not been repaired. The toilet remained closed. 
Inspectors were informed that the ward would be 
closing in the near future and the completion of 
works was not pragmatic or cost effective in this 
instance.  Inspectors reviewed patient access to 
toilet areas and noted that here were sufficient 
toilets available as the ward had originally been 
designed to accommodate 20 patients.  Patients 
could access five toilets including a toilet located 
within a very short distance of the toilet that was 
closed (approx. 4 metres away). 
 
Given there were no concerns regarding patient 
access to a toilet and the pending closure of the 
ward this area for improvement has been removed.  
Inspectors were assured by ward senior managers 
that the toilet would remain closed to patient use 
and subject to a continuous cleaning regime.  

Number/Area 12 
 
Ref: 5.2.3 (c)  
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The inspectors reviewed minutes of the 
governance meetings and there was no evidence 
that staff were analysing information so that 
services could be improved.  Although the data 
was available and discussed through the 
governance mechanism there was no evidence of 
any proactive strategies to look at reducing this 
number of incidents. Met 

 
Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed the ward’s incident records, 
team meeting records and four sets of patient care 
records.  Inspectors evidenced that outcomes of 
incidents occurring on the ward were being 
analysed and findings shared with the ward staff 
team.  Recommendations from incidents reviews 
were being implemented.   
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Number/Area 13 
 
Ref: 5.3.1 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The audit tool used to review care documentation 
was not compatible with the care documentation 
currently used on the ward.  Therefore staff could 
not complete all sections of this audit tool and a full 
audit of care records was not completed. 
 

 
 
 
 
 
 
 
 
 

Partially Met 
 

Action taken as confirmed during the 
inspection: 
 
The ward was in the process of transferring patient 
care records onto the Trusts PARIS electronic 
patient information system.  The Trust’s 
dashboards included a file audit system to support 
continuing audit of patient care records.  However, 
this system had not been implemented and 
inspectors were unable to evidence that files audits 
had been completed in the interim.  This area for 
improvement will be restated for a second time. 

Number/Area 14 
 
Ref: 4.3 (j) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
There is no longer a social worker attached to the 
ward to assist with the resettlement of patients. 
 

Partially  Met 

Action taken as confirmed during the 
inspection: 
 
Patients could access social work support as 
required through contact with the community social 
work teams.  Two of the patients were being 
supported by community based social workers. 
However, the ward and the MDT did not have a 
social worker as an integral part of the ward team.  
Inspectors were informed that a resettlement social 
worker had been identified to support patients 
during their transition.  The social worker had 
completed a resettlement assessment for each 
patient.  However, the transition process had not 
commenced.  Inspectors were concerned that the 
absence of a ward based social worker was not in 
keeping with the required minimum standards 
(DHSSPSNI, 2006).  

Number/Area 15 
 
Ref: 6.3.1 (b) 
 
Stated: First Time 

The responsible person must ensure the following 
findings are addressed: 
 
RQIA were concerned to note that medical staff 
had not been actively involved in discussions 
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 regarding the future of the ward and in the planning 
of future services.  It was concerning to note that 
medical staff were not aware of the plans in place 
to close the ward when the new facility is built.  
Staff and senior trust representatives were unable 
to provide details of how rehabilitation and recovery 
will be provided to patients in the future.  
 

 
 
 
 
 
 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Patient care records and discharge plans 
evidenced that medical staff had been involved 
with the planning of the new service.  They were 
aware of the plans to close the ward in the long 
term.  Patient care records evidenced that the ward 
consultant had been fully involved in planning the 
transition and discharge of patients to the new 
facility.  

Priority 3 
 

Number/Area 16 
 
Ref: 5.3.1 (f) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
The Guidance on Deprivation of Liberty was due to 
be reviewed in February 2016 but at the time of the 
inspection had not been reviewed 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
Inspectors were informed that the ward was now 
working to the Trusts ‘guidance of deprivation of 
liberty standards as identified by the Directorate of 
Primary Care and Older people’s services’.  
Inspectors reviewed this guidance and noted that 
section 1.0 included guidance for adult mental 
health.  This guidance replaced previous guidance.  
The new guidance had been updated in September 
2016.   

Number/Area 17 
 
Ref: 4.3 (j) 
 
Stated: First Time 
 

The responsible person must ensure the following 
findings are addressed: 
 
There was no psychology input on the ward.  
Patients can be referred to psychology services in 
the community however there is a waiting list for 
this service.   
 

Not Met 

Action taken as confirmed during the 
inspection: 
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8.0 Provider Compliance Plan 

8.1 Actions to be taken by the service 

7.0 Other areas examined 

 
There was no direct involvement of 
psychological/therapeutic services provided to 
patients through the ward’s MDT.  Patients could 
access psychologist and OT support upon referral. 
Inspectors were concerned that the absence of 
psychological/behaviour therapy support as an 
integral part of the MDT was impacting on patient 
progress.  There were no psychological formalised 
behaviour management plans.  This area for 
improvement will be restated for a second time. 

 

Number/Area 18 
 
Ref: 5.3.1 (f) 
 
Stated: Second 
Time 
 

It is recommended that the Trust ensures the 
Patient Property Policy is reviewed to reflect the 
new practice in relation to the requirement of 3 staff 
signatures when authorising larger purchases on 
behalf of patients.  (To include a signature to 
authorise the purchase, purchase the item and to 
verify receipts) 
 Met 

 Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed the Trusts patient property 
policy.  This had been reviewed and updated. 
Section 3.16 of the Trusts policy detailed the 
requirement of staff signatures when authorising 
larger purchases on behalf of patients. 

 

 
 
 
 
The inspector examined no other areas based on findings from this inspection.  
 
 
 
 
The responsible person must ensure that all areas for improvement identified within the PCP 
are addressed within the specified timescales.  The responsible person should note that failure 
to comply with the findings of this inspection may lead to escalation action being taken.   
 
 
 
 
The provider compliance plan should be completed and detail the actions taken to meet the 
areas for improvement identified.  The responsible person should confirm that these actions 
have been completed and return the completed provider compliance plan to 
Team.MentalHealth@rqia.org.uk for assessment by the inspector by 27 October 2017. 
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Provider Compliance Plan 

 

The responsible person must ensure the following findings are addressed: 

Area for Improvement 
No. 1 
 
Ref: Quality Standard 
5.3.1 (a) 
 
Stated: Third  time 
 
To be completed by: 6 
March 2018 
 

The responsible person must ensure the following findings are 
addressed: 
 
An environmental ligature risk assessment was completed on 1 June 
2016.  However, this was not a comprehensive assessment of the 
ligature points within the ward.  Senior representatives confirmed that 
the ward would be closing in approximately 18 months and therefore 
funding may not be approved to remove all ligature points.  However, 
a comprehensive risk assessment had not been completed to include 
all environmental ligature points with a clear management plan 
detailing the existing control measures in place and if any further 
action is required within a set timescale.  
 

Response by responsible person detailing the actions taken: 
 A Comprehensive  Ligature Asessment  has been completed  and 
costed. In view of  Beech Villa closing, at this time the works will not 
be undertakenas recognised by inspectors. However, Senior 
Managers are aware that if for any reason Beech Villa does not close 
as planned and continues as an inpatient ward this work will be 
required to be carried out as a matter of urgency.  Brian McGarvey 
Head of Service will keep the RQIA informed of progress as 
requested.  
 
 

Area for Improvement 
No. 2 
 
Ref: Quality Standard 
5.3.3(a) 
 
Stated: Second time 
 
To be completed by: 6 
March 2018 
 

The responsible person must ensure the following findings are 
addressed: 
 
The Occupational Therapist (OT) did not attend the MDT meeting 
each week.  Therefore information regarding the patients’ progress in 
this area was not part of the discussions at the MDT meetings. 
 

Response by responsible person detailing the actions taken: 
Although there is no dedicated Occupational Therapist attached   to 
Beech Villa. OT assessments have been completed  in preparation for 
community resettlement for all patients.have continued to provi        
 
 

Area for Improvement 
No. 3 
 
Ref: Quality Standard 
5.3.3(f) 
 
Stated: Second time 
 
To be completed by: 6 

The responsible person must ensure the following findings are 
addressed: 
 
The ward required updating with regard to the furnishings and the 

general maintenance of the ward environmental required attention.   

 Curtains were hanging of some of the rails and the general 

maintenance of the ward was poor which included the outdoor 



RQIA ID:12064  Inspection ID:  IN029810 
 

 

  21  

March 2018 
 

space.  

 A number of pieces of furniture in the main lounge were worn, 

ripped and required replacing.  

 The sinks in the patients’ bedrooms did not have a cold tap but 

had a soap dispenser instead 

 There were two summer seats in the ward’s garden which 

required painting.   

 There was a picnic bench situated at the entrance to the ward 

which required painting and the main entrance was overgrown 

with weeds. 

 The garden areas were not well maintained.  Grass and weeds 

were evident, there were no plants and the patio areas required 

cleaning.   

 
Response by responsible person detailing the actions taken: 
 Beech Villa will close in January 2018 and patients will move to the 
new facility of Rathview Mews and other community facilties on the 
basis of indivdual needs      
 
 

Area for Improvement 
No. 4 
 
Ref: Quality Standard 
5.3.1 (f) 
 
Stated: Second Time 
 
To be completed by: 6 
December 2017 
 

The responsible person must ensure the following findings are 
addressed: 
 
The audit tool used to review care documentation was not compatible 
with the care documentation currently used on the ward.  Therefore 
staff could not complete all sections of this audit tool and a full audit of 
care records was not completed. 
 
 
Response by responsible person detailing the actions taken: 
  It is anticipated that all Service Users within Beech Villa will be 
discharged  to community facilities within the next 2 months. All 
patients records are currently being reviewed in preparation for this 
transition, in the main   the majority  of Servise User’s will transition to 
Rathview Mews. There will be appropriate audit documentation within 
the facility in line with Domicillary Care Standards . 
        
 
 

Area for Improvement 
No. 5 
 
Ref: Quality Standard 4.3 
(j) 
 

The responsible person must ensure the following findings are 
addressed: 
 
There is no longer a social worker attached to the ward to assist with 
the resettlement of patients. 
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Stated: Second Time 
 
To be completed by: 6 
March 2018 
 

Response by responsible person detailing the actions taken: 
Whilst resettlement was being progressed we had our own dedicated 
resourse this is no longer required. Beech Villa has dedicated support 
from the social work in the Recovery  Teams  
 

Area for Improvement 
No. 6 
 
 
Ref: Quality Standard 4.3 
(j) 
 
Stated: Second Time 
 
To be completed by: 6 
March 2018 
 

The responsible person must ensure the following findings are 
addressed: 
 
There was no psychology input on the ward.  Patients can be referred 
to psychology services in the community however there is a waiting list 
for this service.   
 

Response by responsible person detailing the actions taken: 
 Referals to psychology are directed to clinical psychology within local 
recovery services on the basis of individual needs.  As patients are 
resettled to community placements any continuing need for clinical 
psychology will be delivered through recovery services as is the case 
for any patient in the community.      
 
 

Name of person (s) completing the 
PCP 

        Denise O’Hagan  
 
 

Signature of person (s) completing the 
PCP 

   Denise O’Hagan     
Date 
completed 

 24th 
October 
2017         

Name of responsible person 
approving the PCP 

          

Signature of responsible person 
approving the PCP 

  Alan Guthrie        
Date 
approved 

   3 
November 
2017        

Name of RQIA inspector assessing 
response 

 

Signature of RQIA inspector 
assessing response 

Alan Guthrie 
Date 
approved 

03/11/17 

 
 

*Please ensure this document is completed in full and returned to 
MHLD.DutyRota@RQIA.org.uk from the authorised email address* 
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