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	Name of Scrutiny Panel


	Adults, Health and Social Care

	Meeting Date


	25 August 2010

	Subject


	Serious Case Review commissioned by the Safeguarding Adults Board

	Wards Affected


	All

	Report of


	Head of Wellbeing and Social Care

	Type of Item

(please tick( )
	Review existing policy
	

	
	Development of new policy
	

	
	Performance management (inc. financial)
	

	
	Briefing (inc. potential areas for scrutiny)
	(

	
	Statutory consultation
	

	
	Council request
	

	
	Cabinet request
	

	
	Member request for scrutiny (CCFA)
	


	Why is it coming here?

	The report attached, (see appendix 1), is the Executive summary of a Serious Case Review. The independent report was commissioned by the Safeguarding Adults Board following the death of HT – aged 82 - on 12th July 2009. 

The report and the recommendations have been accepted by the Safeguarding Adults Board and the relevant partner agencies.  Also attached is the action plan, (appendix 2) that has been agreed for the board and by partner agency to implement those recommendations.  The reports are presented here so that members are aware of the lessons learnt and the steps being taken to ensure that agencies are better placed to work together to prevent similar incidents.  The SAB will be receiving updates on progress on the action plans from partners on 25th August 2010 and a verbal update will therefore be available to Scrutiny Panel members.


	What are the key points?

	Safeguarding Adults is multi-agency work in which each partner plays their part in responding to situations where vulnerable adults are at risk of abuse. 

Multi-agency work, lead by the local authority, to safeguard adults from abuse was formally instigated following the “no secrets” guidance (2000).  Following national best practice developments the board has a serious case review (SCR) protocol.  SCR’s can be commissioned when an adult dies or is seriously harmed in circumstances where abuse or neglect may have contributed to the harm.  In such circumstances the Board identifies every agency who has had contact with that person within the terms of reference of the review.  Each agency produces a management report detailing that contact.  An independent chair produces a summary report.  


This is Calderdale Safeguarding Adults Board first serious case review into the death of an adult covered by that guidance.  The report examines the involvement of partner agencies with HT before his death and considers whether there are lessons that can be learnt that may enable agencies to prevent the death of a person in similar circumstances in the future. . The report makes recommendations to individual partner agencies and makes recommendation for changes to the multi-agency safeguarding adults procedures.  


Key learning and action points are that:

1) Older people being abused within their household from family members are experiencing domestic violence.  It is important that established pathways for addressing domestic violence are used when this is the case and that in particular the Multi-agency risk assessment conference (MARAC) and the MARAC risk assessment tools are used when older people are at serious risk from domestic abuse. 

The MARAC risk assessment tool is based on research about the situation of people who have been murdered in circumstances of domestic violence and looks at key factors that indicate high risk of death or serious harm.  The tool is usually carried out with the victim of the abuse and – if the assessment that risk of harm is high - a referral is made to MARAC. This is usually done with the consent of the victim – however, if the risk is very high and they do not consent – or if it has been unsafe to carryout a risk assessment with the victim (e.g. no one is able to gain access to them without the perpetrator being present) then a MARAC referral is made.  The tool is used nationally as are MARAC meetings.  MARAC meetings are attended by a representative from key agencies.  Their role is to share information about their agencies contact with the victim and/or the perpetrator and to commit their agency to taking appropriate action to decrease the risk to the victim and any children in the household.


HT refused involvement of adult services with his case but a MARAC risk assessment could have enabled agencies to share and bring together the information about the risk in the household.

2) The multi-agency safeguarding adult procedures will be re-written to clarify the link between the safeguarding adults and domestic violence services.  In particular the revised document will clarify when agencies can share information about an adult who is able to make their own decisions and who is refusing support to address domestic abuse.  


3) All agencies will clarify their processes for recording and reporting safeguarding adults concerns


4) Agencies will take steps to ensure that staff are trained and supervised to implement the revised and clarified procedures and that quality assurance mechanisms are in place


The Safeguarding Adults Board will monitor progress against the action plans.

Also for noting: 


· In keeping with national best practice the Safeguarding Adults Board has recently appointed an independent person – Bill Hodson - who will be taking over from Jonathan Phillips as chair of the Board.

· Cllr B Metcalfe is the new elected member attending the Safeguarding Adults Board




	Possible courses of action

	· To receive a progress report from the Chair of the Safeguarding Adults Board in a years time in relation to the implementation of these actions



	Contact Officer

	Ruth Ingram
Safeguarding Adults Manager ruth.ingram@calderdale.gov.uk Tel: 01422 393804



	Should this report be exempt?

	NO



	Reference
	
	Jonathan Phillips

	Date
	
	Group Director – Adult, Health and Social Care
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1. Introduction

1.1 This is an executive summary of the overview report of the Serious Case Review Panel (SCRP) that was established by Calderdale’s Safeguarding Adult Board (SAB) following on from the death of HT aged 82 years. There was an incident at HT’s home on 2 July 2009 when he fell and sustained a fractured right femur. HT was taken to hospital and subsequently died on 12 July 2009 from bronchopneumonia, a contributory cause of which was the operation to repair his fractured femur. HT lived with his wife (BST) and his daughter (BT). Following police enquiries, BT was arrested, subsequently prosecuted, and in March 2010 BT was convicted of the manslaughter of her father.

1.2 The SAB decided to set up a SCRP in accordance with Appendix 7 of Calderdale’s Multi Agency Policy, Procedures and Guidance to Safeguard Vulnerable Adults from Abuse (September 2007) document, which is itself based upon the Department of Health “No Secrets” (2000) guidelines and the Association of Directors of Adult Social Services document “Safeguarding Adults a National Framework of Standards for good practice and outcomes in Adult Protection Work (2005). The SAB appointed an Independent Chair on 25 September 2009 and other Panel members were nominated by the following Agencies: West Yorkshire Police; Calderdale and Huddersfield NHS Foundation Trust; South West Yorkshire Partnership NHS Foundation Trust; NHS Calderdale (PCT); Calderdale Adult Social Care. None of these persons had line management responsibility for staff or services provided to HT and his family.
1.3 The SCRP met for the first time on 5 October 2009 to discuss the terms of reference for the Panel, to consider the methodology for the Review and to agree a programme of meetings. The following Terms of Reference were agreed by the Panel and subsequently approved by the Chair of the SAB on 16 October 2009.

Case:  HT

i. To gather evidence from all relevant Agencies about their involvement with HT, his wife BST and their daughter BT prior to HT’s death in July 2009. This evidence to be provided to the Serious Case Review Panel (SCRP) via Individual Management Reviews by the relevant Agencies.
ii. To critically examine the evidence received from Agencies about their involvement with the T family and to identify what lessons can be learnt about the way in which local professionals and agencies work together to safeguard vulnerable adults.

iii. To identify any improvements to operating methods, policy, practice or management arrangements within individual agencies that can be learnt from an examination of what happened with the T family. 

iv. To review the effectiveness of both multi agency and individual agency safeguarding procedures arising from how they were applied in relation to the T family.

v. To prepare an overview report and an executive summary for the Safeguarding Adults Board (SAB) which brings together and analyses the findings of the various reports from agencies and which, if appropriate, makes recommendations for future action. 
vi. To complete an overview report and send this report to the Chair of the SAB by 11 January 2010.

A draft Overview Report was prepared and discussed at a SAB meeting on 24 February 2010. In mid March 2010, the Chair of the SAB requested that the terms of reference for the SCRP be amended, so that family members could be spoken to and so that their views about how Agencies responded and were involved with the family could be incorporated into the Overview Report. The Chair of the SCRP contacted family members and their observations are outlined in Section 4 of this report.

2.  Review Process

2.1 The methodology used by the Panel centred upon each Agency preparing a Management Review Report, and Panel members took responsibility for preparing these Reports or for ensuring this work was undertaken by an appropriate and independent person in their organisation. These Reports were based upon case/patient records and interviews with Agency staff.

2.2 The findings and conclusions from these individual Agency reports were discussed at SCRP meetings with particular reference made to the document: “Calderdale Multi Agency Policy, Procedures and Guidance to Safeguard Vulnerable Adults from Abuse” (September 2007) and to MARAC (Multi-Agency Risk Assessment Conference). Further information about MARAC is contained in Appendix 2. 

2.3 The SCRP was not concerned with identifying fault or blame by individuals or Agencies for what happened, and the focus throughout was on looking at lessons that could be learnt which would bring about improvements to Agency and inter agency practice, processes and procedures. 

2.4 The abbreviations used for all the organisations and post holders named in this report are contained in Appendix 1.   

3  Management Review Reports

3.1  West Yorkshire Police

Findings:
3.1.1 With the exception of one incident in 1999 (verbal argument between BT, who had been drinking, and her parents) there was no history of domestic abuse reported to the Police until 9 July 2008. Prior to that incident in1999, HT, BST and BT were not known to the Police and they have no previous convictions.

3.1.2 During the 12 months prior to the death of HT, the Police attended at the T family home address many times as a result of BT’s threatening and verbally abusive behaviour towards her parents. BT’s behaviour was fuelled by her excessive alcohol intake and she was arrested on a number of occasions.

3.1.3 There were seven occasions between July 2008 and June 2009 when the Police were in contact with BT as a result of her causing a disturbance at or near her home.

3.1.4 Some but not all Police involved with the T family received adult safeguarding training, but the training focus within the Police has been on child protection.

Conclusions:

3.1.5 It is clear that the Police acted positively in responding to incidents at the home address and provided information and advice to family members at various times about obtaining support from other Agencies. Appropriate referrals were made to Adult Social Care (ASC) on 29 January 2009, 16 March 2009 and 28 June 2009 because of safeguarding concerns about HT and BST.

3.1.6 However, the Management Review also identified some practice shortcomings especially around communication (both internal and external), and in how risk assessments were carried out in relation to WYP Domestic Abuse Policy.

3.1.7 It is apparent that there were breakdowns in the sharing and recording of information between the Divisional Response Officers and the VVU around the Police interactions with BT. WYP needs to ensure systems are in place so that the VVU is advised about all domestic abuse incidents and associated information in future.  

3.1.8  When referrals were made to ASC copies of safeguarding referral forms were not sent to the Adult Protection Co-ordinator (APC) in line with Paragraph 2.9 and Appendix 10 of the multi agency procedures, although there appears to have been an understanding between WYP and ASC not to use this particular form but for referrals to be made by e mail, and this agreed process remains in place.

3.1.9 Despite the continued incidents and high level of concern about HT and BST, the way in which risk assessments (currently SPECCS) were graded meant that safety planning and an intervention strategy were not implemented, and consideration for a referral to a multi - agency risk assessment conference (MARAC) did not happen. A referral to MARAC would have provided an opportunity for partner agencies to exchange information and develop a risk management strategy to address and manage the welfare needs of HT and BST. WYP should ensure that consideration is given to referring all high risk domestic abuse incidents to MARAC and that systems are put in place to audit all such referrals. WYP also needs to ensure that risk assessments (SPECCS) made in relation to domestic abuse incidents are accurate and that processes are in place to audit compliance with policy. It is proposed that a DASH risk assessment checklist (see Appendix 2) which is more inclusive of older people, replaces SPECCS as the risk assessment tool used by Calderdale Police and this should happen later this year.

3.1.10 When BT was bailed by the Court back to the Halifax area (28 May 2009) with the condition of not approaching her neighbour, it appears that the VVU was not made aware of this and no additional safety planning took place concerning the welfare issues of her parents. Enquiries made with the Crown Prosecution Service (CPS) show that nothing was recorded on their court file or systems of any communication with the VVU concerning the defence solicitor applying for the bail variation. It is considered that the bail variation should not have been granted without enquiries having been made by CPS about the impact of such an application on HT & BST.

3.1.11 On 2 July 2009 BT phoned the VVU twice in the morning and left a voicemail message for the allocated Officer which was not picked up. That evening the incident occurred which resulted in HT fracturing his right femur. It was accepted practice in the VVU for the voicemail facility to be checked first thing in the morning and after lunch. However, on this occasion the accepted practice was not followed as the voicemail was not checked during the afternoon and this particular message was not picked up until 8.30am the following morning (3 July 2009). A formal policy for checking voicemail at least twice a day was required and has now been implemented.

3.2  South West Yorkshire Partnership NHS Foundation Trust
Findings:

3.2.1 
BST has received services from the Older People’s Mental Health Services for at least two years, and this has consisted mainly of attendance at the lithium clinic for monitoring of lithium levels in her blood. In April 2009 BST’s GP referred her to the Community Team for Older People and since 29 April 2009 BST has received support from community psychiatric nurses (CPNs) in the Community Team.

3.2.2 BT has also been involved with Adult Mental Health Services over the past year, mainly because she was seen on two occasions under Section 136 of the Mental Health Act in crisis situations, but she also attended one appointment with the psychology team, refusing any further contact after that.
3.2.3 Some but not all staff have undertaken adult safeguarding training, whereas all have attended child protection training. One staff member commented that because BST and HT have mental capacity, the safeguarding procedures were not applicable. 

Conclusions:

3.2.4 
There was evidence of some good practice by staff in their involvement with BST. Staff at the lithium clinic initially identified that BST needed greater support due to her mental health and family situation. This resulted in a conversation between lithium clinic staff and BST’s GP, which was confirmed in a follow up letter to the GP. A referral by the GP to the community mental health team (CMHT) was made on 31 March 2009.

3.2.5 
The CMHT was involved with BST for a relatively short time, from late March 2009 until July 2009. From documentation and from a statement made to Police by a staff member, it is clear that staff were aware of the risk from BT to her parents. However, although abuse was clearly suspected, no risk assessment for MARAC was carried out nor was a referral made to ASC under the multi agency safeguarding procedures, and there is no record of any attempt to gain the consent of HT to make such a referral. There is no evidence of the CPN having discussed this case with other professionals, either in supervision with her manager or with her peers.

3.2.6 From the documentation reviewed, it is clear that staff worked within the Trust guidance on the use of the 136 suite (used for seeing people under Section 136 of the Mental Health Act) when dealing with BT. On each occasion staff carried out a full assessment of BT that indicated she was not suffering from mental illness and therefore could not be the subject of a compulsory admission. When assessments are undertaken by staff under Section 136, they do not have access to the individual’s or family’s previous records, and they are therefore reliant upon information obtained from the subject of the assessment. On each occasion staff offered BT further information in relation to bereavement counselling.

3.2.7 The Trust’s MARAC policy/protocol should be reviewed and if necessary revised. Training content in relation to both MARAC and Safeguarding should be reviewed, and managers must ensure that staff undertake appropriate training, as identified through a training needs analysis.

3.3 Calderdale and Huddersfield NHS Foundation Trust
Findings:

3.3.1 The Trust (CHFT) became involved with BT when she was brought into the A&E Department on 31 March 2009 following an overdose of medication and having drunk a bottle of whisky. BT was described as uncooperative, hitting out at staff.

3.3.2 It was recorded that Inspector 1 from WYP had phoned the A&E Department and had spoken to a staff nurse, expressing her concerns for the safety of BT and her elderly parents. Inspector 1 said she felt that BT required psychiatric input and possibly some social services, and that she feared for the safety of BT’s parents due to BT’s violent outbursts. This information was clearly documented on the case record and was handed over when BT was transferred to the Medical Assessment Unit (MAU).

3.3.3 BT was admitted to the MAU that evening for observation, treatment and monitoring, and was due to be referred to the Crisis Intervention Mental Health Team the following morning. The Sister receiving BT could not recall the concerns of Inspector 1 having been raised with her by A&E staff, although this information is clear and prominent on BT’s case record. A Healthcare Assistant (HCA) was asked by the Sister to undertake the initial assessment of BT who was largely non-compliant with the treatment offered and who refused to give any history to the HCA. The HCA phoned HT to obtain further information about BT’s clinical and social history. HT said that BT had not had any GP or medical intervention in dealing with her depression and commented that sometimes BT can also be aggressive. 

3.3.4 Staff, including the Specialist Registrar, advised and encouraged BT to stay until the morning. Initially BT agreed but later decided to leave hospital against medical advice and signed her own discharge. The staff nurse completed a form for BT’s GP and a discharge letter was sent to BT’s GP by the Consultant (three days post self discharge) but this did not include any details of Inspector 1’s concerns, or of the reported comments from HT that BT could be aggressive.

3.3.5 There was no record of a mental health referral sheet (to Crisis team) having been completed for BT and it appears that such a referral was never made. 

3.3.6 CHFT was also involved with HT from 2003 because of glaucoma to both eyes, and in 2009 for investigation into falls. Although the form used in the Falls Clinic makes no reference to an assessment of safeguarding in relation to the cause of falls, it appears that staff are very aware of safeguarding and are alert to it. HT was seen at Clinic by the Registrar on 17 June 2009 because of recurrent falls, but on this occasion he was unkempt and had dirty clothes. A letter was sent to HT’s GP which prompted the GP to reply to the Registrar noting the difficult home circumstances with HT’s daughter and suspicions that there may be domestic violence against HT. On 25 June 2009 the Registrar made a referral by letter to the hospital social work team requesting a vulnerable adult assessment. There is no record of this letter having been received by the hospital social work team, but there is a record to show it was received by the Upper Valley Community Team (Hebden Bridge) on 9 July 2009. The delay in receipt of this referral letter cannot be accounted for.

Conclusions:

3.3.7 Within the A&E Unit staff were clear about safeguarding issues and of the action required to take if BT had been discharged, but in this instance BT was transferred to the MAU, and information received on BT was documented and handed over appropriately to the MAU. 

3.3.8 The Sister receiving BT on her transfer to the MAU had no recall of concerns raised by A&E and appears either not to have read the transferred documentation or had not appreciated the significance of what was contained in the case record. The Sister did not recognise the potential safeguarding implications of the information documented in relation to BT’s parents, with the care focus having been placed on BT.

3.3.9 Safeguarding trigger points were reported to staff and identified within the documentation care record, but a general culture was evident around documentation which lacked accountability for the handover of information and for appropriate actions to take upon receipt of it. These trigger points were either not recognised or were not effectively handed over and consequently not acted upon.

3.3.10 Although potential safeguarding triggers were documented in the care records of BT, these were not recognised and linked by staff to concerns for the safety of BT’s parents, so no action was taken. A risk assessment for MARAC was not completed neither were safeguarding referrals made to ASC and the concerns were not documented in the discharge letter to BT’s GP.

3.3.11 The HCA who undertook the initial assessment of BT gathered further information from HT which mentioned BT’s aggression, but this information did not trigger any safeguarding concerns for the HCA.

3.3.12 It is Trust policy that any entry in a case record by an unqualified member of staff must be countersigned by a registered practitioner, and this was not followed in BT’s case and was not being routinely adhered to. The practice of HCAs in the MAU conducting the initial assessment for identified patients, carries with it a degree of risk in respect of the ability to perform a holistic assessment and to interpret the ongoing care needs and risks for that patient and their families.

3.3.13 The MAU Consultant signed BT’s discharge letter to her GP three days post discharge. This discharge letter could and should have been more comprehensive with regard to both medical and social concerns about BT and her parents and identifying the need for ongoing assessment and support.

3.3.14 Deliberate self harm is a very common diagnosis in patients going through the A&E and MAU. There is also a danger that staff in these Units might become desensitised to violence and aggression so that they fail to appreciate the wider implications of this, including safeguarding, on families/co-habitants.

3.3.15 The attendance of Senior Nursing staff from both the A&E Department and MAU at the half day Safeguarding Adults training has been poor and is considered to be unacceptable. The attendance of staff from the MAU on the Trust’s Risk Management course (incorporating safeguarding awareness) is also considered to be unacceptable. Training attendance for basic safeguarding awareness was of an acceptable standard for staff in the A&E Department but not for the MAU.

3.3.16 A new leaflet has been developed by the Consultant and Nurse Consultant in the A&E Department to support staff around the identification, consideration and referral of safeguarding adult issues, and this leaflet would be helpful if also made available to staff in the MAU. 

3.3.17 The Registrar acted promptly once he appreciated there were suspicions of abuse against HT and made an immediate safeguarding referral to the hospital social work team. The Registrar acted in accordance with his understanding of the multi agency procedures, although a telephone referral, together with or followed by a written referral, would have provided a more timely and robust response. The addition of a safeguarding trigger question into the Falls Clinic and Inpatient Falls assessment documentation would be beneficial.

3.4 NHS Calderdale (PCT)

Findings:
3.4.1 HT had a number of health issues and had 29 contacts with his GP practice between 10 January 2008 and 28 November 2008.

3.4.2 On 11 February 2009 HT was referred to the District Nursing Service for dressing of skin tear/flap to his left hand. Seven visits were made through February 2009 and HT declined suggestions of referral to Social Services for assistance with daily activities of living. Nurse A visited on 24 February 2009 and was concerned that the explanation of the hand bruises to both HT and BST did not match their explanation. Nurse A did not carry out a risk assessment for MARAC but did contact ASC on the same day. Nurse A spoke to the SW and also contacted the VAC to raise concerns and seek advice. However, there is no record of this having been followed up with a written referral to the VAC or of an internal incident form having been completed.

3.4.3 Two further visits were undertaken to HT in March 2009 and HT was then discharged from the DN service by Nurse B to the care of the GP on 17 March 2009.

3.4.4 HT was seen at surgery by his GP on 19 March 2009 when concerns about his domestic situation were recorded. The next relevant episode arose from HT’s attendance at the Hospital’s out patient clinic, following which the GP received a letter from the Registrar dated 17 June 2009 in which a comment was made about HT looking unkempt with dirty clothes. The GP wrote to the Registrar saying he was suspicious of domestic violence against HT, however there is no evidence to indicate that the GP considered a risk assessment for MARAC. A referral to ASC in accordance with multi agency guidance/procedures was not made.

3.4.5 BST has severe mental health problems and is on the GP practice severe mental health register. BST was taking lithium to manage her condition and attended the lithium clinic which was her only contact with mental health services.

3.4.6 On several occasions through 2008 BST mentioned her difficult home situation and expressed concerns about her daughter. Following a home visit on 18 March 2009 the GP queried if this was a “vulnerable adult” situation and documented this in the records, although MARAC was not mentioned and a written referral was not made to the VAC. GP A made a referral to the psycho geriatrician on 31 March 2009 and was subsequently informed that a CPN would be visiting BST to undertake an assessment on 2 April 2009. 

3.4.7 BST was seen by the psycho geriatrician on 9 June 2009 who then wrote to her GP noting that BST’s depression appeared to have been precipitated by the stress of her daughter moving in, and that BST felt intimidated by her daughter who had recently been charged with assaulting a neighbour. There is no evidence to show that multi agency guidelines were followed and that a referral was made to ASC.

3.4.8 BT. It was not possible to view BT’s GP records as these were held by the Court as a result of BT’s prosecution. Within District Nursing records there was reference to the fact that BT has a problem with alcohol and drank to excess.

3.4.9 Both the GP and a member of the District Nursing team noticed that BT had a peri orbital haematoma on the 17 March 2009. However, no further action was taken other than to note it in the records, and the relevance of this to previous concerns documented within district nursing records appears not to have been recognised.

Conclusions:

3.4.10 There were several examples of good practice in how staff dealt with the T family. The specialist registrar for care of the elderly was aware of and followed multi agency guidelines; there was evidence of good continuity of care for both HT and BST from the GP practice; the GP was aware of HT’s benzodiazepine dependency and was working in a planned way to manage his withdrawal, and multi disciplinary meetings were held at the GP practice weekly.
3.4.11 Practitioners were aware that both BST and HT were under stress and they were offered support on a number of occasions from various sources but all offers were declined. BST and HT were quite closed about their home circumstances and the nursing staff found it difficult to get them to open up. Although staff were aware of the stressful situation, there were only two points between January 2008 and July 2009 where action was taken around their vulnerability and the evidence shows that multi agency guidelines were not followed consistently and risk assessments for MARAC were not carried out. 

3.4.12 Clinical supervision of DNs was unsatisfactory and the escalation process, whereby DNs approach line management with their concerns, was not followed.

3.4.13 The multi agency guidelines were disseminated to NHS Calderdale staff by means of the intranet and launch events that were held in localities in 2007. However, these guidelines were not disseminated to General Practice. Training is delivered in accordance with multi agency training, and within this training strategy there is currently no specific provision for General Practice. There were six district nurses involved in HT’s care, three of whom had attended the mandatory safeguarding training, which was introduced in April 2009 and which requires all district nurses to be trained within 3 years of the introduction of this rolling training programme.

3.4.14 It is usual practice for district nursing documentation to be held in the client’s home. When Nurse A visited on 20 February 2009 the planning element of the documentation was not available and new documentation was put in place. A new electronic clinical information system to replace paper records has now been implemented across Provider Services in NHS Calderdale and this will provide a robust record of patient care.

3.4.15 There was evidence of a failure to follow basic record keeping practice as per Nursing and Midwifery Council (NMC) guidelines (2009) and NHS Calderdale records management policy (2008) within the nursing records such as date, time and signatures missing. Legibility at times also had to be clarified. The implementation of the new electronic information system should eradicate these errors.

3.5   Adult Social Care

Findings:

3.5.1 
Adult Social Care (ASC) was briefly involved with the T family in 2007 following a request for equipment, and then on 10 February 2009 the VAC received a referral from the Police (VVU) following their attendance at a domestic incident at the T family address on 29 January 2009. This referral was passed on to the Upper Valley community team on the same day, and the following day the allocated social worker (SW) contacted the Police (VVU) and was advised about a number of incidents that had been reported concerning the behaviour of BT towards her parents. The SW agreed to contact HT and BST to offer support.

3.5.2 The SW phoned HT & BST on 12 February 2009 offering support which was declined and they also declined to take contact details. The SW did not carry out any checks at this time to see if BT was known to other agencies.

3.5.3 The SW rang the Police (VVU) again on 18 February 2009 and there were five further phone conversations between the SW and Police about the T family up to June 2009, some of these being safeguarding referrals. The SW was willing to do a joint visit with the Police to the family but the Police advised against this. A safeguarding referral was also received from a District Nurse on 25 February 2009. Advice was sought by the SW and obtained from the VAC as to how to proceed with this case, and records show that the SW continued to express concerns about the T family situation up to the end of March 2009.

3.5.4 On 14 April 2009 the SW and her Team Manager (TM) had a particular discussion of this case in supervision. They said they also discussed the case regularly both inside and outside of other formal supervision. However, there is very little record of these discussions, although clearly they did take place.

3.5.5 The SW indicated in interview that whilst the case was formally closed on the CIS system on 20 April 09, she continued to act in a co-ordination role with regard to safeguarding, and this is borne out by other evidence. The decision to ‘close’ the case seems to have been taken because there was no direct contact with the family and because the CIS system is difficult to operate in such circumstances.  This may be addressed by the planned changes to the safeguarding screens on CIS, scheduled for February 2010.

3.5.6 The SW gave some consideration to risks, but no formal risk assessments were undertaken and a planning meeting was not arranged. A risk assessment for MARAC was not completed.

3.5.7 On 3 June 2009 the SW was contacted by the CPN about assessing BST for day care and a joint visit was arranged for 16 June 2009. This visit was cancelled on 16 June 2009 following a phone call from BT to the CPN, although the SW understood that this phone call had been made by BST herself, which was not the case.

3.5.8 On 25 June 2009 a letter was sent to the hospital social work team by the Registrar expressing concerns about HT and possible elder abuse, and asking that a vulnerable adult assessment be carried out. There is no record of this letter having been received within the hospital social work team, but it was subsequently received and date stamped on 9 July 2009 in the Upper Valley community team.

Conclusions:
3.5.9 The actions of ASC in this case are considered in relation to MARAC and the multi-agency safeguarding procedures and in particular on the lead role ascribed to ASC within these procedures.

3.5.10 As this was a case of suspected domestic abuse, a risk assessment for MARAC (see Appendix 2) should have been completed. This wasn’t done and possibly reflects the lack of knowledge and training about MARAC within ASC (and also other Agencies), as MARAC in relation to older people is a relatively new process both locally and nationally. There is no regular representative from ASC who attends the monthly MARAC meetings. It may also be a reflection of the lack of clarity in the multi-agency safeguarding guidance and procedures about the connection between domestic abuse (MARAC) and safeguarding. In this case, albeit inappropriately, the Adult Community Team dealt with HT as a safeguarding concern in the context of multi agency safeguarding procedures. In the following paragraphs (paragraphs 3.5.11 – 3.5.21) the subsequent actions of the Community Team have been evaluated with a view to learning lessons about how ASC applied the multi agency safeguarding guidance/procedures. 

3.5.11 The multi-agency procedures state that having accepted the referral as a safeguarding issue “the Safeguarding Assessor should consult with all agencies that may have information about the vulnerable person in order to make a decision of how to proceed appropriately with regard to the level of urgency in the case” (Section 4). The procedures do not require that checks should be made with other agencies on possible perpetrators of abuse.

3.5.12 In this case, whilst the SW established and maintained contact with agencies she knew to be in contact with the family (i.e. Police and District Nurses), she did not instigate checks with other agencies that were in contact with the family, notably the CMHT (Older People) managed by SWYPFT which was providing a service to BST and had access to the family home when other agencies (including ASC) did not. Similarly, checks were not made with CHFT which at least subsequently was in contact with HT.

3.5.13 It seems clear that there is neither a requirement nor an expectation that such checks should be made as a matter of course, and there is no such requirement in the procedures.

3.5.14 Concerns have been raised about how and when checks of all agencies should be required, and the likely impact in resource terms of doing that, if the parameters are widely drawn. Similar concerns exist around the calling of strategy/planning meetings if they were to be made mandatory.

3.5.15 The danger presented to HT & BST by their daughter BT did emerge over a period of time and did fluctuate over time, as when, for example, BT was bailed to Blackpool. However, four safeguarding referrals from other Agencies were made to ASC in the period from February to June 2009, and whilst other and additional referrals should also have been made by Agencies, ASC was aware of the extent and nature of these concerns. The decision not to call a strategy planning meeting, along with the resistance of the family to contact with ASC, did mean that the SW as Safeguarding Assessor, was not fully aware of the range of agencies in contact with the family.  Neither was there ever a clear statement of the risks to HT and BST or the risks they wished to take.

3.5.16 Whilst there is provision within the guidance for strategy to be agreed by telephone, there was a significant period of time in which a strategy meeting could have been called. This may have allowed all involved agencies to be included, and for other family members to have been identified and engaged, notably a second daughter AC.  Perhaps of particular significance was the fact that, according to information now provided by SWYPFT, the joint visit to assess BST for day care, was cancelled not by BST, but by BT backed up by HT. Such action, if properly linked to a fuller awareness of the safeguarding issues, could have triggered further action

3.5.17 The issues of mental capacity within Safeguarding and Agency responses to a vulnerable person need to be clarified within multi-agency procedures, but it is worth noting what the procedures currently say about cases where the alleged victim has capacity and does not want action taken (para 5.30 of the multi-agency safeguarding procedures).



“If the alleged victim has capacity but does not want actions taken it should not rule out having a Safeguarding Planning meeting to outline contingency measures to respond in the event of circumstances changing.  Neither should it preclude ongoing monitoring of the situation.

3.5.18 It must be acknowledged that the SW faced some difficulty, given the repeated refusal to accept services from ASC by HT/BST. Co-ordinating a safeguarding case without actually having met the person considered to be vulnerable must be problematic. As indicated above, this was exacerbated by the lack of a clear plan and clear arrangements around monitoring.

3.5.19 Little consideration seems to have been given to the co-ordinating role being delegated to someone who did have access to the family, although it is accepted that in reality the choice may have been limited, especially given the temporary/ad hoc nature of much of the involvement and the limiting of the role to qualified social workers, nurses and occupational therapists.

3.5.20 Also, it may have been possible for the safeguarding assessor to visit the family with one of those professionals that were involved with them. This may or may not have been possible in the circumstances but could have been considered.

3.5.21 It was primarily because of the T family’s reluctance to accept support that ASC closed the case on 20 April 2009, but given the known risks and history of concerns for the safety of HT and BST, this decision seems to have been premature. Although ASC was contacted by Police again on 6 May 2009 following yet another incident and the SW continued to have some involvement with the T family, the case was not formally re-opened on the client information system. Whilst in this case, closing the case on the system did not impact upon decision-making and actions, it is clear that the record system needs to reflect activity and decision-making and not drive it. Where there is an ongoing involvement of staff in a case, the record must be kept open.  However, there is no indication that the SW dealt with the case any differently after formally closing it on CIS. She continued to contact other agencies and to actively respond to information received. She did, for example, readily agree to the proposal for a joint visit with the CMHT (OP) to assess BST for day care. This also highlights the need for clarity around the reasons why a case is opened or closed, with the distinction between safeguarding and assessment/support being made apparent. The MARAC process, if enacted, would have enabled a risk assessment to be carried out. MARAC provides a threshold for deciding when to share information without consent of the person at risk, and it also provides a mechanism for identifying and engaging all agencies involved with the victim(s) and alleged perpetrator.

3.5.22 The SW and TM are experienced in their positions and both have undergone Safeguarding training as set out below.

· Safeguarding Assessor Training – December 2009 (Both)

· Advanced Safeguarding – May 2009 (SW)

· Chairing Safeguarding Meetings – date uncertain (TM)

3.5.23 When interviewed the SW and TM expressed reservations about the effectiveness of this training and identified concerns raised at the time and recorded in minutes of team leader meetings. A request for risk assessment training had also been made but this has yet to be provided. However, both said they are conversant with the Safeguarding procedures. This suggests that current training provision and content should be reviewed and re-evaluated.

3.5.24 It has been hard to ascertain what actually happened with the letter sent by the Registrar to the hospital social work team on 25 June 2009 and the process by which it arrived at the Upper Valley community team unstamped and un-scanned on 9 July 2009. It has to be concluded it was forwarded in this way by error, with no evidence as to whether that was an error of judgement or an administrative error.

4. Family Comments

4.1 
Family members said that HT was a very private, independent person who didn’t want outsiders to know his business. Although they suspected things were not right and were worried about BT’s behaviour around her parents, family members said HT brushed aside any concerns raised, as he said he could handle BT and would not put his daughter out on the street. The relationship between HT and BST was described as a very traditional one, with BST going along with HT and doing as he said/wished.

4.2   The family felt that because of HT’s reluctance to seek or accept help and his wish to keep things hidden from outside Agencies, they didn’t know what could have been done differently. However, they felt that given the number of Agencies with concerns about HT and BST, someone should have “pressed the button” and got the different Agencies to meet together to work out what to do to protect them. They said they were unaware of the full extent of Agency involvement with HT and BST and they were disappointed that Agencies didn’t contact them, as they would have welcomed the opportunity to know what was happening and to share their understanding and knowledge of their parents/grandparents. They would also have welcomed the opportunity to share their concerns about various injuries to HT/BST, which they believed might have contributed to a fuller picture of what was going on with HT/BST.

5. General Conclusions

5.1 This Review has established some good practice by all Agencies around contacting the T family and in encouraging HT, BST and BT to accept support services that were available to them. For the most part, these service offers were declined by the T family who were deemed to have the mental capacity to make these decisions.

5.2 The vulnerability of HT and BST in their domestic situation was recognised by some (although not all) staff from partner agencies and some safeguarding referrals were made to ASC. However risk assessments for MARAC were not completed by staff from any Agency despite the significant concerns that were identified by various professional staff. This may be because MARAC in relation to older people is a relatively recent development, both locally and nationally, and there is therefore insufficient awareness and understanding amongst staff from all local Agencies about this. The non stereotypical nature of the suspected domestic abuse (daughter to father and mother) and the limited reference to MARAC within the multi agency safeguarding guidance and procedures may also be relevant factors.

5.3 This Review has found that the multi agency safeguarding guidelines and procedures lacked clarity about the connection and relationship between MARAC and Safeguarding, with only a limited reference to this made within Section 5 (paragraph 5.28) of the procedures. Issues of capacity, consent and information sharing also need to be more clearly explained within the procedures to help staff operate both effectively and legally. Some other areas have also been identified where improvements might be possible and which should be considered. For example, the procedures suggest that information is sought from Agencies about the vulnerable person but there is no mention of perpetrators in safeguarding domestic abuse situations, and information about the latter could be important in informing decisions; the list of Agencies to contact for information around a safeguarding referral is incomplete and is not prescribed. Although the Panel was conscious of contrary arguments, on balance the Panel considered that at this stage in the implementation of Adult safeguarding, such a prescribed list could benefit practice; the CPS is not a party to the multi agency guidelines and procedures and yet can have a safeguarding role to play, as has been shown by this case.

5.4 Risk assessments for MARAC would have been the appropriate way to proceed in this instance, but these were not completed by staff and MARAC was not utilised. All Agencies viewed this as a safeguarding case, and learning points can still be deduced from the way in which staff did or did not apply the multi agency safeguarding guidance and procedures in their practice.

5.5 The evidence shows that the focus of ASC with the T family was on offering support to HT and BST which was refused. ASC has a lead role to play in safeguarding procedures. The SW and Team Manager said they recognised their safeguarding role and were aware of the multi agency safeguarding procedures and guidance. However, procedures were not followed as would have been expected in key areas, for example, decision making on acceptance of a referral; formulating a safeguarding strategy; undertaking a safeguarding assessment; holding a multi agency planning meeting to prepare a safeguarding plan. Recommendations for a review of the multi agency procedures and subsequent training and supervision, should ensure that ASC staff and managers internalise the safeguarding procedures and their role to co-ordinate the multi agency response to safeguarding concerns.

5.6 It has been acknowledged that some appropriate referrals were made to ASC by partner agencies (see 5.2 above) but others were not made when they should have been, and written referrals were not sent to the VAC in line with multi agency procedures. This also raises a question about safeguarding knowledge and understanding and the extent to which safeguarding and multi agency guidelines and procedures are embedded in the practice of partner agencies.

5.7 There are clear MARAC and Safeguarding training and development implications for staff from all Agencies arising from this Review, and these are also covered in the section on Recommendations.

5.8 There was evidence of ineffective staff supervision and management within some Agencies in this case. The role of the Team Manager within ASC is pivotal in ensuring safeguarding referrals are correctly handled, and it is important that ASC establishes through an audit of practice, how effectively Team Managers are supervising staff and implementing multi agency guidelines and procedures.

5.9 The incident that occurred at the T family home on 2 July 2009 was tragic and distressing for all family members. Although this Review has found that MARAC and multi agency safeguarding procedures were not fully followed, even best practice might not have altered the course of events as HT and BST seemed determined not to share much information with Agencies and consistently refused the offers of support that were made available to them. All Agencies recognised the capacity of HT and BST to make their own decisions but encouraged them to make contact should they change their minds. Nonetheless, it is important that Agencies do everything within their power and control to ensure safeguarding best practice, and this Review has found lessons that can be learnt for the future and which form the basis for the recommendations that follow.
6. Recommendations
In this section of the report, some general recommendations for the SAB are made to begin with, followed by specific recommendations that apply to individual Agencies.

6.1   Safeguarding Adults Board

6.1.1 
The multi agency guidance and procedures should be reviewed and amendments considered in relation to the following:

· MARAC and Safeguarding. Paragraph 5.28 contains the only reference to MARAC and a full and clear explanation of these two processes and the connection between them needs to be provided.

· Issues of capacity, consent and information sharing should be more fully explained than is currently the case, especially within paragraphs 3.5 (Definition of a Vulnerable Adult); 2.8, 2.12, 2.13, (Making the Safeguarding Referral); 4.2, 4.14 (Safeguarding Strategy).

· Section 1 (The Alert Stage). Clear advice should be provided around: 

a) 
the responsibility of the alerter to discuss any concerns of abuse with the person (vulnerable adult) in confidence (if safe to do so).          

b) 
the need for the alerter to give information to the person about universal and other services available to support them to be safe, including support to co-ordinate a protection plan through a safeguarding referral.

c) 
the need for the alerter to record consent to share information if agreed.

d) 
the need for the alerter to carry out a MARAC risk assessment in any situation where they suspect the person may be at serious risk of harm and to make a MARAC referral – with or without consent if the risk is above the local threshold.

· Section 2: This Section should be altered to reflect the recent ASC decision to have one telephone number to which all referrals can be made, and which was implemented in February 2010

· Section 4:  “Safeguarding Strategy” (P 20). In the introductory paragraph, add a reference to “perpetrator” after “vulnerable person”.

· Section 4: Paragraph 4.3. Change the wording to require the Safeguarding Assessor to consult with people and agencies, and define a prescribed list that includes all relevant agencies. For example, add the names of relevant NHS Trusts. Further guidance should be given as to when this should be done.

· Appendix 7 (Serious Case Reviews): In Section 7, include a paragraph which ensures consideration is given to contacting the vulnerable adult and/or family members so that their views can be included within the SCR.

· Appendix 10: This multi agency referral and monitoring form is not being used. There may be good reasons why this is so, but the reasons for its non use should be explored. If this form is considered to be redundant then it should be removed and replaced by an agreed alternative form/arrangement. If it is still appropriate for referral/monitoring purposes, then this should be made clear to all Agencies.

6.1.2   Consideration should be given to contacting the CPS to seek their involvement and engagement in safeguarding, both as a partner agency and as a contributor to multi agency guidelines and procedures.

6.1.3   The SAB multi-agency training and development strategy and the content of training provided by each Agency should be reviewed, to take account of this Review and of the lessons learnt in relation to both MARAC and Safeguarding.

6.1.4   A simple information leaflet for members of the public should be developed which explains about Safeguarding and how people can access services.

6.1.5   The SAB should work with all relevant stakeholders to make the process simple and easily understood for staff to “press the button” and get Agencies to come together and take action to protect vulnerable people.

6.1.6 
Each Agency should produce an Action Plan to ensure that the recommendations made in this Review are fully implemented, and the SAB should review these action plans every 6 months until it is satisfied that all recommendations have been introduced satisfactorily.

6.2 West Yorkshire Police
6.2.1   The WYP (Calderdale Division) must ensure that systems are in place so that all domestic abuse incidents and associated information and intelligence are appropriately notified to the VVU.

6.2.2   The WYP (Calderdale Division) must ensure that consideration is made to referring all high risk domestic abuse incidents to MARAC following a SPECCS risk assessment, and that systems are in place to audit all such referrals, and that where decisions are made not to refer, the rationale is recorded on VIVID by a Supervisory Officer

6.2.3   The WYP (Calderdale Division) must ensure that SPECCS risk assessments made in relation to domestic abuse incidents are accurate and that processes are in place to audit compliance with policy.

6.2.4   That the DASH Risk Identification Checklist (RIC) replaces SPECCS as a risk assessment tool, and that this is introduced as soon as possible.

6.2.5   Training of Officers about multi agency procedures and especially about making written safeguarding referrals to ASC must be provided, and must be attended by Officers as identified through a training needs analysis.

6.3 South West Yorkshire Partnership NHS Trust

6.3.1   Managers must make sure that clinical staff are aware of, be provided with, and operate in accordance with, MARAC and the multi agency safeguarding policy, procedures and guidance. Clinical staff have a professional responsibility to ensure they do likewise.

6.3.2   Managers in all clinical settings must ensure that clinical staff have access to appropriate MARAC and Safeguarding adults training.

6.3.3   Training delivered to staff should be reviewed to include the findings of this Review and to take account of lessons learnt.

6.3.4   When staff are working with service users who may have been or who are being abused, they must review the risk assessment and also document any action they take. Where a person is considered to be at serious risk from domestic abuse, a MARAC risk assessment should be completed.

6.3.5   Staff need to document clearly when they have discussed with a service user the potential for a referral to MARAC and/or ASC under the domestic abuse and safeguarding adults policies.

6.3.6   The Trust should conduct an audit to ensure that its supervision policy is appropriately applied where staff have concerns about the risk to service users, identify if staff have had a peer review or case discussion, and if practices adopted are clearly logged in the service user’s records.

6.4 Calderdale and Huddersfield NHS Foundation Trust

6.4.1   Consistent, reliable and robust MARAC and Safeguarding training must be put in place across both the A&E Department and MAU in line with Trust policy.

6.4.2   There should be wider awareness raising across the Trust around Safeguarding adults and MARAC training requirements, availability and access.

6.4.3   All Senior Nursing (Ward Sisters) from both the A&E and MAU must have attended half day Safeguarding adults and MARAC training within 3 months.

6.4.4   Clinical staff in both the A&E and MAU need to demonstrate a much greater awareness of Safeguarding adults and MARAC in relation to patients themselves but also of the impact of patients’ behaviour on others around them.

6.4.5   Registered nurses must conduct the initial assessment and admission of patients to the MAU.

6.4.6   All record entries made by unqualified practitioners must be countersigned by a registered practitioner on all occasions.

6.4.7  The Safeguarding adults leaflet developed in the A&E Department should be shared with staff in the MAU in order to help them improve their practice.

6.4.8  Robust referral mechanisms should be established in the MAU for patients requiring the services of the Crisis Intervention Mental Health Team.

6.4.9  The Trust adult safeguarding guidelines are due for review. The revised version should be more explicit in respect of the urgency of referral and the need for this to be made by telephone, with a written referral forwarded subsequently.

6.4.10   A safeguarding trigger question should be incorporated within the Falls Clinic and Inpatient Falls assessment documentation.

6.5 NHS Calderdale (PCT)
6.5.1 The Trust must ensure that NHS Calderdale Local Safeguarding Policy is approved, disseminated and implemented across the organisation (this to include General Practice).

6.5.2 There should be a critical review and audit of the uptake of Safeguarding adult training in Community services (including General Practice) within NHS Calderdale so as to reinforce the importance of rigorous risk assessment including the use of MARAC risk assessment. 

6.5.3 There should be a critical review of the district nurse record keeping template to ensure the assessment, planning, implementation and evaluation of ongoing patient care is explicit.

6.5.4 There should be a review of the feasibility of developing a model of safeguarding supervision which takes into account professional accountability and enables scrutiny of professional decisions.

6.6 Adult Social Care

6.6.1 An audit of safeguarding referrals received by ASC should be undertaken to establish the extent to which ASC staff are working in accordance with MARAC and the multi agency Safeguarding policy, procedure and guidance.

6.6.2 An audit of referrals should take particular account of the role of Team Managers who have a key role to play in supervising staff and in the effective implementation of MARAC and multi agency safeguarding guidance and procedures. This audit should help to shape any staff training and development that is required.

6.6.3 Future training should take account of the lessons learnt from this Review and in particular of the need for staff to recognise their safeguarding role alongside that of providing support and services to vulnerable adults. Consideration should be given to the need for risk assessment training.

6.6.4 Consideration should be given to requiring in all safeguarding cases where a referral is accepted, that the nominated safeguarding assessor has at least one initial person- to - person contact with the potential vulnerable person. This contact might take place alongside a colleague from another Agency, provided this would not be detrimental to their relationship with the service user.

6.6.5 ASC should ensure that Team Managers understand their responsibility to follow multi agency safeguarding procedures, and that Team Managers are clear about the reason why a case is opened or closed, with the distinction between safeguarding and assessment/support made apparent.

6.6.6 Managers and staff should be reminded of the importance of noting and recording discussions with managers about safeguarding issues, whether they take place inside or outside of formal settings such as supervision or planned case meetings.

6.6.7 ASC Managers at the hospital social work team need to ensure that administrative systems are reviewed and if necessary strengthened, around communications received relating to safeguarding issues.   

6.6.8 A manager from ASC should be designated to attend regularly the monthly meetings of MARAC.                              

Appendix 1a
Abbreviations:
WYP: West Yorkshire Police 

SWYPFT: South West Yorkshire Partnership NHS Foundation Trust

CHFT: Calderdale and Huddersfield NHS Foundation Trust

CPCT: NHS Calderdale (Primary Care Trust)

ASC:  Adult Social Care

CPS: Crown Prosecution Service

SCRP: Serious Case Review Panel

SAB: Safeguarding Adults Board

MARAC: Multi- Agency Risk Assessment Conference

DASH: Domestic Abuse, Stalking and “Honour” based Violence

RIC: Risk Identification Checklist

IDVA: Independent Domestic Violence Advisor

NMC: National and Midwifery Council

VVU: Vulnerable Victims Unit

VIVID: Vulnerable Victims Database

MHA: Mental Health Act

CPN: Community Psychiatric Nurse

DN: District Nurse

SW: Social Worker

TM: Team Manager

VAC: Vulnerable Adults Coordinator.

CM: Clinical Manager                                                                                                                                                                          

Appendix 1b
MARAC
A MARAC (Multi- Agency Risk Assessment Conference) is a multi agency meeting which has the safety of high risk victims of domestic abuser as its focus. The identification of high risk victims has been made possible by the use of a risk identification tool (Domestic Abuse, Stalking and “Honour” – based Violence (DASH) Risk Identification Checklist, agreed between CAADA (Co-ordinated Action against Domestic Abuse) and ACPO (the Association of Chief Police Officers), for use across a wide range of agencies.

MARAC involves the participation of all the key statutory and voluntary agencies which might be involved in supporting a victim of domestic abuse, including specialist domestic violence services, most frequently in the form of an IDVA (Independent Domestic Violence Advisor). The IDVA is a specialist caseworker who has received accredited training to work with high risk victims of domestic abuse from the point of crisis. The MARAC is intended to combine the best of specialist support together with the co-ordination of the generic agencies whose resources and involvement are needed to help keep victims safe.

In Calderdale, a MARAC has been in place for over 3 years, is lead by the Police and a Detective Inspector chairs the monthly meetings. Representatives from the Health Trusts and Calderdale Council participate in MARAC although a representative from ASC has not regularly attended the monthly MARAC meetings

	Calderdale Safeguarding Adults Board

	Recommendation 
	Response/Agreed action
	Lead responsibility

	The multi agency guidance and procedures should be reviewed and amendments considered (as detailed in report)
	Multi-agency safeguarding policy and procedures to be reviewed and re published
	Safeguarding Manager

	Consideration should be given to contacting the CPS to seek their involvement and engagement in safeguarding, both as partner agency and as a contributor to multi agency guidelines and procedures
	CPS to be invited to join SAB
	Chair of SAB

	The SAB multi-agency training and development strategy and the content of training provided by each agency should be reviewed, to take account of lessons learnt in relation to both MARAC and Safeguarding
	Multi-agency training strategy and training materials to be reviewed to ensure lessons learnt are incorporated
	Safeguarding Development Officer and Training Task Group

	Each Agency should produce an Action Plan to ensure that the recommendations made in this review are fully implemented, and the SAB should review these action plans every 6 months until it is satisfied that all recommendations have been introduced satisfactorily
	SAB to receive and monitor agency action plans in response to this SCR every 6 months
	Chair of SAB and Safeguarding Manager

	West Yorkshire Police

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Where victim’s of crime contact the divisional Safeguarding Unit for advice, support or to report any incidents, clear instructions within Voice mail facilities are available to explain the correct protocols for reporting which will ensure the appropriate emergency/ priority or planned response.  
	Process to be reviewed within Divisional Safeguarding Unit to ensure reporting mechanisms lead to appropriate response to incidents
	Detective Sergeant , Calderdale Safeguarding Unit

	The West Yorkshire Police (Calderdale Division) to ensure that systems are in place to ensure that all Domestic Abuse incidents and associated information and intelligence are appropriately notified to the Vulnerable Victim Unit.


	All divisional Staff to ensure correct reporting procedures undertaken in relation to incidents involving Vulnerable Adults
	Divisional Crime Manager



	
	Training provision for all front line Police officers within division to recognise incidents of abuse relating to Vulnerable and record accordingly 

	Police Training 

	West Yorkshire Police

	Recommendation 
	Response/Agreed action
	Lead responsibility

	The West Yorkshire Police (Calderdale Division) to ensure that consideration is made to referring all High risk Domestic Abuse incidents to MARAC and that systems are in place to audit all such referral and where decisions are made not to refer, the rationale is to be recorded on VIVID by a Supervisory Officer.
	Supervisory structures within Safeguarding Unit to effectively manage, and record all responses to Vulnerable Victims.


	Divisional Crime Manager



	
	Appropriate Safeguarding referrals made to MARAC process.
	MARAC Co-ordinator

	The West Yorkshire Police (Calderdale Division) to ensure the risk assessments made in relation to Domestic Abuse incidents are accurate and that processes are in place to audit compliance with policy.


	All Safeguarding Unit staff to ensure accurate risk assessments are in place in accordance with policy. Full audit to be undertaken within divisional Safeguarding Unit
	Detective Supervisor, Divisional Safeguarding Unit

	Where victim’s of crime contact the divisional Safeguarding Unit for advice, support or to report any incidents, clear instructions within Voice mail facilities are available to explain the correct protocols for reporting which will ensure the appropriate emergency/ priority or planned response.  


	Process to be reviewed within Divisional Safeguarding Unit to ensure reporting mechanisms lead to appropriate response to incidents
	Detective Sergeant , Calderdale Safeguarding Unit

	South West Yorkshire Partnership NHS Trust

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Managers must make sure that clinical staff are aware of, can have access to, and operate in accordance with MARAC and the multi agency safeguarding policy, procedures and guidance. Clinical staff have a professional responsibility to ensure they do likewise.


	Safeguarding policy, procedure and guidance are available on the intranet.

Staff attending training are made aware of the policy and how to access the document.

Guidance relating to Domestic Abuse and MARAC procedure requires updating by the Trust MARAC Reps.

	Specialist Advisor for Vulnerable Adults

	South West Yorkshire Partnership NHS Trust

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Managers in all clinical settings must ensure that clinical staff have access to appropriate MARAC and Safeguarding adults training.


	The Trust has a rolling programme of training available in relation to Safeguarding Adults


	General Managers



	
	A timetable of Briefing sessions is require in relation to MARAC briefings
	Specialist Advisor for Vulnerable Adults

	Training delivered to staff should be reviewed to include the findings of this Review and to take account of lessons learnt.


	This case is to be included in safeguarding adults training and MARAC briefing sessions.

Power point presentation is to be updated based on these finding
	Specialist Advisor for Vulnerable Adults

	When staff are working with service users who may have been or who are being abused, they must review the risk assessment and also document any action they take. Where a person is considered to be at serious risk from domestic abuse, a MARAC risk assessment should be completed.
	Audit of cases of action taken needs to be carried out in each service.


	General Managers



	
	The Domestic Abuse policy need to be reviewed to include the MARAC risk assessment form, and the MARAC referral form
	Specialist Advisor for Vulnerable Adults



	Staff need to document clearly when they have discussed with a service user the potential for a referral to MARAC and/or ASC under the domestic abuse and safeguarding adults policies.
	Audit of Team meetings /supervision records
	General Managers



	Where staff have concerns about the risk to service users they should seek supervision from their managers (as per Trust supervision policy), have a peer review or case discussion, and clearly log this in the service user’s records.
	Audit of supervision records / team meetings
	General Managers



	Calderdale and Huddersfield NHS Foundation Trust

	Recommendation 
	Response/Agreed action
	Lead responsibility

	The trust Safeguarding Adult Guidelines are due for review. The revised version should be more explicit in respect of the urgency of referral & the need for this to be made by telephone. (A written referral could be forwarded subsequently).
	Revised Safeguarding Guidelines/Policy to be produced for CHFT, which is more explicit re timeliness of a telephone, followed up by a written referral.

	Safeguarding Adults Lead

	Calderdale and Huddersfield NHS Foundation Trust

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Consideration should be given to one telephone referral line for all Safeguarding Adult referrals in Calderdale.
	Gateway to Care Established


	Calderdale Local Authority 

	Senior Nursing (Ward Sisters) from both the A&E Department & Medical Assessment Units to have all attended half day Safeguarding Adults Training within 3 months


	Staff have commenced attending the half day training. All to have attended by due date.
	Matron 

Nurse Consultant Emergency Care

Sister - MAU

Clinical Co-ordinator - A&E 

	Consistent, reliable & robust Safeguarding Adult training attendance will be put in place across both the A&E Department & the Medical Assessment Unit in line with trust policy.


	Systematised processes have been established to ensure a regular & necessary training attendance is prioritised & adhered to.
	Matron 

Nurse Consultant Emergency Care

Sister - MAU

Clinical Co-ordinator – A&E

	Wider awareness raising around Safeguarding Adult Training requirements, availability & access across the organisation.


	Revised Basic Safeguarding Presentation established – for introduction April 2010.

Review of half day training content.

Introduction of Kwango E-learning Safeguarding package to be introduced.

Awareness raising via communications, insert into job descriptions, Elder Abuse/Safeguarding Awareness week in June, Leaflets onto payslips.

Reinforce importance through trust management structures 
	Safeguarding Adults Lead & Trust Safeguarding Adults Board

	Registered Nurses will conduct the initial Assessment & admission of patients on the Medical Assessment Unit.

All entries by unqualified practitioners must be countersigned by a registered practitioner on all occasions.


	These actions have been enforced immediately post local CHFT component of SCR investigation report.
	Matron & Sister MAU 

	The recently developed Safeguarding Adults Leaflet developed in the A&E Department, will be shared with staff in the Medical Assessment Unit to help raise awareness, support them in their practice & to assist them in generating appropriate & timely safeguarding referrals.
	Leaflet shared & available to staff. Staff aware.


	Matron & Sister MAU

	Calderdale and Huddersfield NHS Foundation Trust

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Robust referral mechanisms to be established in the Medical Assessment Unit for patients requiring the services of the Crisis Intervention Mental Health Team.
	Meeting to be set up with partners in SWYPFT


	Matron & Sister MAU

General Manager

 

	Clinical staff in both the A&E Department and the Medical Assessment Unit, need to demonstrate a much greater awareness of Safeguarding Adults, not just of patients themselves, but the impact of patients’ behaviour on others around them.
	Improved attendance Safeguarding Training necessary.


	Matron 

Nurse Consultant 



	
	Learning from SCR once able to share fully

A&E Dept on a programme with the NHS Institute designed to enhance the Patient Experience – will be seeking to mainstream Safeguarding as part of this work. Will be sharing with MAU 
	Emergency Care

Sister - MAU

Clinical Co-ordinator – A&E

	NHS Calderdale (PCT)

	Recommendation 
	Response/Agreed action
	Lead responsibility

	To critically review and audit the uptake of Safeguarding Adult Training to reinforce the importance of rigorous risk assessment


	To disseminate the Calderdale Multi Agency Policy Procedure and Guidance to all GP practices
	Adult safeguarding –lead professional



	
	Increase awareness within the GP population and all provider staff through dissemination of information through the existing Link , GP communication system
	Adult safeguarding –lead professional



	
	Assess the feasibility of delivering training via the PEN Pal’s ( GP protected learning scheme)
	Adult safeguarding –lead professional



	
	Audit the existing system to monitor the uptake of training


	Adult safeguarding –lead professional

	NHS Calderdale (PCT)

	Recommendation 
	Response/Agreed action
	Lead responsibility

	
	Assess the feasibility with the Medical director of developing the GP appraisal and PDR process to incorporate 
	Adult safeguarding –lead professional

	
	Audit systems and processes are in place to facilitate compliance in attending
	Head of patient Safety and Quality

	
	Develop a communication plan to ensure the learning from this serious case review is included in mandatory adult safeguarding training
	Adult Safeguarding lead professional

	
	As part of the annual review of multi agency training ensure issues raised in this IMR are included and responded to


	Adult Safeguarding lead professional



	Critically review the district nurse record keeping template to ensure the assessment planning implementation and evaluation of ongoing patient care is explicit
	To establish and review recording processes to strengthen clarity around minimum standards of baseline and ongoing assessments


	Head of Patient Safety and Quality

	
	Review and strengthen the annual record keeping audit to define the expected outcomes in the baseline assessment


	Head of Patient Safety and Quality

	
	To assess the feasibility of establishing ongoing peer review audit of district nursing records


	Head of Patient Safety and Quality

	
	To audit escalation processes
	Head of Patient Safety and Quality

	NHS Calderdale (PCT)

	Recommendation 
	Response/Agreed action
	Lead responsibility

	NHS Calderdale Local Safeguarding Policy is approved, disseminated and implemented across the organisation
	Policy to be received and approved by the Clinical Executive (QA)
	Adult Safeguarding lead professional

	
	Policy to be received and reviewed by the Patient safety group
	Adult Safeguarding lead professional

	
	Policy to be received and approved by the Provider Services patient safety and safeguarding group
	Head of Patient Safety and Quality



	
	Disseminate policy throughout the provider arm, including publication on the intranet.
	Head of Patient Safety and Quality

	
	Policy to be disseminated to all providers and independent contractors
	Adult Safeguarding lead professional

	Review the feasibility of developing a Model of safeguarding supervision which takes into account professional accountability and enables scrutiny of professional decision.


	Task and finish group will be formed to address this recommendation which will include scoping, proposal and approval mechanism.


	Adult Safeguarding lead professional



	
	Consideration will be given to developing a delegation framework to ensure there is a clear line of accountability for delegated work
	Adult Safeguarding lead professional



	Clinical Supervision is embedded across Provider Services
	Clinical Supervision Guidelines to be disseminated to all staff within Provider Services, including publication on the intranet
	Head of Quality and Patient Safety


	
	Compliance with clinical supervision sessions to be audited
	Head of Quality and Patient Safety

	Provide personalised feedback to individuals within the team involved in the SCR
	Feedback to be individuals involved with the case, including record keeping. 
	Head of Quality and Patient Safety

	Adult Health and Social Care

	Recommendation 
	Response/Agreed action
	Lead responsibility

	An audit of safeguarding referrals received by ASC should be undertaken to establish the extent to which ASC staff are working in accordance with MARAC and the multi agency Safeguarding policy, procedures and guidance.


	Audit to be carried out of most recent 100 completed safeguarding referrals across all adult groups. Audit to cover issues raised by SCR.
	Safeguarding Manager; Relevant 

Operations Managers



	
	More in depth audit to be carried out of sample of cases from each team.
	Safeguarding Manager



	An audit of referrals should take particular account of the role of Team Leaders who have a key role to play in supervising staff and in the effective implementation of MARAC and multi agency safeguarding guidance and procedures. This audit should help to shape any staff training and development that is required.


	In depth audit to examine how team leaders/managers use supervision to ensure effective implementation of MARAC and safeguarding procedures.
	Safeguarding Manager; Relevant 

Operations Managers



	
	Consideration to be given to additional training and development needs of team leaders/managers in relation to safeguarding
	Safeguarding Manager



	Future training should take account of the lessons learnt from this Review and in particular of the need for staff to recognise their safeguarding role alongside that of providing support and services to vulnerable adults. 


	All social workers are receiving a full day’s training on new safeguarding screens and changes to the safeguarding procedures resulting from the SCR.


	Safeguarding Manager; Development Officer, Safeguarding



	
	The Safeguarding Adults Training and Development Strategy module for safeguarding assessors to be reviewed and redesigned in the light of the SCR. 


	Development Officer, Safeguarding



	Consideration should be given to the need for risk assessment training.


	Adequacy of current arrangements for developing competency in risk assessments to be reviewed.


	Workforce Development Manager and Operations Managers, Wellbeing & Social Care

	Adult Health and Social Care

	Recommendation 
	Response/Agreed action
	Lead responsibility

	Consideration should be given to requiring in all safeguarding cases where a referral is accepted, that the nominated safeguarding assessor has at least one initial person- to - person contact with the potential vulnerable person. This contact might take place alongside a colleague from another Agency, provided this would not be detrimental to their relationship with the service user.
	Safeguarding procedures to be revised to embed this requirement into safeguarding process and to clearly record situations where this cannot be done.


	Safeguarding Manager



	Where safeguarding referrals remain as open cases, consideration must always be given to having a planning meeting, and where a decision is made not to have such a meeting, the reasons for this should be recorded.
	Procedures to be revised to make clear to safeguarding assessors and their managers under what circumstances a planning meeting is required and to ensure that there is a clear record of decisions not to hold one. 
	Safeguarding Manager



	All staff should be reminded of the importance of noting and recording discussions with managers about safeguarding issues whether they take place inside or outside of formal settings such as supervision or planned case meetings.


	Adult care management procedures to be revised, making it a requirement that there is a written record of case discussions relating to safeguarding issues, as part of the client record. 
	Relevant Operations Managers, Wellbeing & Social Care 



	Administration at the hospital social work team must be reminded of the importance of bringing to the attention of the Team Manager any and all communications received relating to safeguarding issues.
	Team manager to be tasked with ensuring administrative systems are robust and that safeguarding concerns are reported immediately to the Team Manager or person deputising. 
	Chief Operations Manager, OP&PD; Hospital Team Manager



	A manager from ASC should be designated to attend regularly the monthly meetings of MARAC.


	Discussions to take place in Wellbeing and Social Care to nominate a suitable staff member to represent ASC at MARAC meetings.
	Head of Wellbeing & Social Care
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