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Report to Scrutiny Panel

	Name of Scrutiny Panel
	Adults, Health and Social Care

	Meeting Date
	9 September 2014

	Subject
	Serious Case Review

	Wards Affected
	ALL

	Report of
	Director, Adults, Health 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)
	(


1. Issue

1.1 The purpose of this report is to present an overview of the key findings of the Serious Case Review commissioned by the Safeguarding Adults Board in December 2011 in respect of Elm View Nursing home.

1.2 In addition to providing an overview of the key findings this report will provide an overview of the ongoing developments that have been made to the local safeguarding response and those which are planned in preparation for the Care Act 2014.

1.3 The serious case review executive summary was published on the Council’s website on 8 August 2014. This has been supported by a series of briefing events throughout August and September 2014. 

2. Need for a decision

2.1 This report has been presented to the Adult Health and Social Care Scrutiny Panel on the grounds of political sensitivity.  

2.2 The Safeguarding Adults Lead who represents each of the key statutory partners on the Safeguarding Adults Board (SAB) has discussed organisational risk issues through their own internal mechanisms. 

2.3 The report sets out the work that has taken place and further planned activity to ensure the necessary enhancements to local processes are made and embedded. 

3. Recommendation

3.1 That the Adult Health and Social Care Scrutiny Panel receive the report for information and endorses the proposed actions.
3.2 That elected members consider how they can enhance the positive contribution already being made to safeguarding adults. 
4. Background and/or details

4.1 Background to the circumstances at Elm View 

4.2 Elm View was a long established Care home in Calderdale and in 2003 the owners changed its purpose to provide nursing placements only.

4.3 Calderdale Council and NHS Calderdale implemented a joint contract with the nursing home in August 2009
4.4 Concerns became evident towards the end of 2010 and these escalated in September 2011, which resulted in a multi agency safeguarding response in October 2011. 

4.5 It should be noted the safeguarding adult response does not currently operate on the same Statutory footing as children’s safeguarding, but this position will be addressed when the Care Act 2014 is embedded in practice.  Safeguarding adults is underpinned by a significant body of good practice guidance, social policy and multi agency partnership working.  

4.6 On 7 October 2011 West Yorkshire Police officers supported by NHS Calderdale managers and operational staff, Adults, Health and Social Care social work staff and Health and Safety Executive staff entered the nursing home. 
4.7 Evidence gathered during and subsequent to the visit on 7 October 2011 was used in the criminal proceedings that followed in late 2013.  The outcome of the Court case was that the owner of Elm View and Registered Manager were found guilty of “willful neglect” and each received a custodial sentence of 12 months. 
4.8 On 6 December 2011 the Safeguarding Adults Board agreed to commission a serious case review to cover the time period March 2010 to February 2012, and aimed to answer two questions:

4.9 Question 1: Why were the serious safeguarding issues in this nursing home not identified before October 2011?
4.9.1.1.1. The author of the SCR concluded that the circumstances at Elm View amounted to a complex case of “institutional abuse”, which had been further complicated by the diverse and multiple needs of residents and the range of professionals involved. 

4.9.1.1.2. The author of the SCR believed that operational practice at the time meant the safeguarding partnership had missed opportunities for early identification and intervention into the circumstances of Elm View.

4.9.1.1.3. Factors that contributed to this included inconsistent use and understanding of the safeguarding procedures, responding to safeguarding and quality concerns on an individual basis meant people did not always appreciate the bigger picture, the safeguarding policy did not effectively define how to undertake large scale investigations, and joint working across the safeguarding partnership was affected by the absence of a clear understanding of professional roles and responsibilities. 

4.9.2 Question 2: When concerns arose about the standard of care at the nursing home, did the multi-agency safeguarding response address these effectively and appropriately?
4.9.2.1. The author of the SCR believed that the multi-agency safeguarding responses were decisive and timely once the partnership had understood the nature and level of concerns (late September 2011).
4.9.2.2. Effective multi-agency safeguarding strategy meetings took place with a clear focus on the safety of residents.
4.9.2.3. The multi-agency safeguarding partnership had worked well together and had been able to work together in a manner that focused on the safety and outcomes of people resident at Elm View.   
4.9.2.4. The timeline for criminal proceedings meant the author was unable to comment on how the work of the safeguarding partnership had supported and influenced justice for the individuals affected.  
4.9.2.5. The effectiveness of the safeguarding partnership can be measured by the fact that evidence provided allowed the Court to hand down custodial sentences to both the owner and registered manager.
4.10 On 7 December 2011 the interim Director for Adult Health and Social Care wrote to all family members to strongly recommend they sought alternative accommodation for their relatives.

4.11 During this time period it had become known to the safeguarding partnership that Elm View was experiencing ongoing financial difficulties, as the home was running at a loss.

4.12 Calderdale Council continued to receive safeguarding adult concerns, contract compliance concerns and statutory notifications from CQC up until the point that Elm View closed.  By the 17 February 2012 all residents had moved out of Elm View.

4.13 In response to the circumstances at Elm View the multi agency safeguarding partnership has been challenged to reflect on lessons learnt and undertake a series of immediate actions that would enhance local safeguarding processes.

4.14 Details of what the multi-agency partnership and Council have done to enhance the local safeguarding adults response.

4.15 Enhancing the Local Safeguarding Policy and Procedure 

4.15.1 The SAB updated the local safeguarding procedures and implemented the West Yorkshire Safeguarding Adults Policy and Procedure on 1 April 2013; enhanced guidance was issued to all safeguarding partners in November 2013
4.15.2 The Council led on, and worked alongside safeguarding partners on a significant amount of publicity to raise the profile of safeguarding adults and how to raise safeguarding adults concerns.

4.15.3 The annual safeguarding adult returns provides SAB with assurance that there is an enhanced understanding across the partnership of when to make a safeguarding alert.  Evidence can be found in the SAB annual report which demonstrates increased volumes of safeguarding adults activity. 

4.15.4 Additional planned enhancements to the Council’s safeguarding adults database will enable us to more effectively identify safeguarding partners who are not consistently raising safeguarding concerns, and other relevant thematic information by provider and across the sector.

4.16 AHSC Vision for Safeguarding Adults 

4.16.1 Cabinet agreed a Vision for Adult Social Care in September 2013 and safeguarding adults at risk of abuse was identified as a key Directorate priority. 

4.16.2 Following a review of the previous operational structure it was evident that this would not support implementation of this vision.

4.16.3 The restructure led to the appointment of a new Head of Service for Safeguarding and Quality in October 2013.  This address a key issue identified in the SCR as it brings together strategic decision making across commissioning, assessment and safeguarding adults. 
4.17 Enhancements to how the safeguarding partnership responds to individual safeguarding concerns in collective care settings
4.17.1 The Council changed the role and remit of the Safeguarding Adults Team who became operationally responsible for managing and investigating all safeguarding concerns in care homes.  

4.17.2 This provides additional assurance as one team is accountable for the oversight of all safeguarding concerns in care home settings. 

4.17.3 This approach has enabled the Safeguarding Adults Team to develop effective and consistent joint working relationships with key safeguarding leads internal and external to the Council. These include commissioners, contracts officers and reviewing officers from health and the local authority, registered managers and owners across the care home sector and CQC in their role as regulator. 
4.17.4 The Safeguarding Adults Team and partners have an effective mechanism for responding to situations when things have gone wrong and there is clarity around the partners’ roles and responsibilities.  This will be further enhanced when the SAB has formally adopted the protocol for undertaking large scale investigations and this is expected to be rolled out in October 2014.   
4.17.5 To remain effective the safeguarding partnership needs to ensure organisations work together in a way that prevents people being exposed to avoidable harm and/or abuse.  This will be supported by work undertaken by the Council’s Operations Contracts Manager and Operations Safeguarding Adults Manager to enhance commissioning and contracting procedures. 
4.17.6 The changes to working arrangements means we are more able to identify concerns at an earlier stage in care homes.  
4.17.7 To provide consistent oversight of large scale safeguarding concerns across all provider services.  The Operations Safeguarding Adults Manager provides management support to large scale investigations that arise in community settings, which are identified through intelligence held across internal and external partners.

4.17.8 To ensure enhancements are made across all safeguarding responses, the newly appointed Safeguarding Adults Team Manager has recently commenced safeguarding performance clinics with team managers across AHSC.  These have enabled us to identify patterns and themes across individual teams and agree action plans were needed to make ongoing enhancements to the safeguarding response. 

4.18 How we use our intelligence 
4.18.1 The Council led safeguarding partners have undertaken a root and branch review of the multi-agency monthly contract monitoring meeting.  Through revision of the meetings terms of reference we were able to clearly define the relationship between this meeting and the safeguarding procedures, and have ensured the pathway and timelines for raising safeguarding concerns is understood by all. 
4.18.2 Following the appointment of the Head of Safeguarding and Quality, a further review of this meeting was undertaken, and it was agreed that this did not meet with the intended aims and expectations so the meeting in its original format has been disbanded.  This has been replaced with a more effective mechanism that supports early identification and management of concerns, effective information sharing across the partnership and identification of patterns, themes and trends across the sector. This includes information gained through whistle blowing concerns being raised with the Council.
4.18.3 The Safeguarding Adults Manager made enhancements to the Council’s Client Information System, which was implemented on 1 April 2013.  This enables AHSC to report on a number of key indicators and outcomes for every individual safeguarding adult concern, which provides enhanced assurance to the SAB as data is used to identify patterns, themes and trends across the safeguarding partnership. 

4.18.4 AHSC are looking to make further enhancements to our intelligence by develop individual safeguarding profiles for all service providers in Calderdale (regardless of contracting arrangements).  The first phase is intended to commence in October 2014 and will report on individual providers alerting activity and percentage conversion rates into safeguarding investigations by outcome.  
4.18.5 Calderdale Council is engaged in ongoing work with safeguarding partners at Leeds City Council to make further enhancements to the safeguarding adults IT suite.  The developments would enable managers to have oversight of all relevant Council data about individual care providers and will significantly enhance the effectiveness of the safeguarding response.

4.18.6 The Council is in the final testing stages of the new contracts database which will support effective interrogation of Council intelligence, as this is first phase of an IT development that will result in all contracts information being fully integrated with safeguarding adults data.

4.19 How we make sure the workforce have the right skills 

4.19.1 The Operations Safeguarding Adults Manager undertook a review of the current safeguarding training for the workforce, which evidenced it would not meet the expected outcomes of the West Yorkshire Safeguarding Adults Policy and Procedure.
4.19.2 This resulted in the commissioning and rolling out of training that would provide the workforce with the required skills to manage and investigate safeguarding concerns.  

4.19.3 As part of the work to enhance the training offer from the Council we are in the process of developing training offers in the following areas.  Supporting people who use services (and their families) to understand safeguarding and keep themselves safe and supporting provider managers to undertake investigations which will support the new safeguarding duties.

4.20 What work is the safeguarding partnership and Council as lead agency for safeguarding doing in preparation for the Statutory Safeguarding duties outlined in the Care Act 2014? 

4.20.1 The Safeguarding Adults Board is in the process of agreeing a long term vision for safeguarding adults in Calderdale and an annual work plan to support the implementation of new statutory safeguarding duties. This will ensure the SAB and Council as lead agency for safeguarding can effectively embed these new duties. 
4.20.2 The Safeguarding Adults Board is working alongside other SAB’s in West Yorkshire to review the multi agency policy to ensure it supports statutory safeguarding duties outlined in the Care Act 2014. 
4.20.3 The Safeguarding Adults Board managers across West Yorkshire are finalising work on a common threshold for raising safeguarding alerts. This will support the development of consistent understanding across West Yorkshire about when it is appropriate to raise a safeguarding alert. 
4.20.4 The Council’s Safeguarding Adults Manager will be leading on a series of briefing events throughout August and September to embed learning from the serious case review across the local safeguarding partnership. This will ensure all safeguarding partners have the opportunity to understand how the lessons apply to their area of practice, as part of this process we will be asking providers to produce feedback to the SAB who will have oversight and provide assurance on work they are doing to embed the lessons learnt. 
4.20.5 We will be finalising a protocol between the Local Authority and West Yorkshire Police, which will support front line staff to understand the role of each agency when investigating safeguarding adult concerns. 

4.20.6 We will be finalising a protocol that defines and outlines how to effectively manage a large scale investigation. This will be based on what works well locally and will ensure the lessons learnt from the SCR can be applied to all safeguarding partners. 
4.20.7 In recognition of the Council’s new statutory duties (Care Act 2014) with regard to provider failure, we are currently developing key indicators and ways of working that will ensure AHSC has effective oversight of all relevant intelligence held by the Council and will support early identification of provider failure on the grounds of financial instability. 

4.20.8 The Council is exploring the potential benefits of relationship managers who would work with provider services when information indicated concerns around quality and safeguarding.  This would support early intervention and reduce the risk of people experiencing unnecessary harm and would support the Council’s new statutory duties in respect of provider failure in respect of quality of service. 

4.20.9 We have begun to redefine our working relationship with the Care Quality Commission and will maintain and open dialogue with the regulator around ongoing developments.  This will enhance the collective quality and safeguarding response between the Council and regulator. 

4.20.10 The SAB Service User sub group will be fully embedded by March 2015.

4.20.11 We will be making enhancements to ensure there are robust arrangements in place for quality assuring the safeguarding adults response.  This will compromise peer reviews of work by managers from different teams, individual feedback from people who have experienced safeguarding (or relevant others if the person does not have the mental capacity), and provider services.  This information will be used to make ongoing enhancements to the safeguarding response and support effective working relationships with our partners.

5. Options considered

5.1 There is currently no statutory obligation placed on the SAB to publish the findings of this Serious Case Review.  In reaching a decision to publish the report the SAB wanted to ensure the local safeguarding partnership had the opportunity to enhance the local safeguarding response through the lessons learnt. 

5.2 The SAB has published a plain English version of the Serious Case Review overview report on Calderdale Council’s website on 8 August 2014.

5.2.1 The overview report has been produced in a manner that has removed all personal identifiable information. 

5.2.2 Access to the single agency and multi agency action plan responses will only be granted as a result of a Freedom of Information request.
5.3 During the completion of the Serious Case Review the independent author spoke to relatives of individuals who had resided at Elm View at the time of the safeguarding concerns.  

5.4 The Safeguarding Adults Board was keen to ensure that individuals who had been personally affected by the circumstance at Elm View were not adversely affected by the publication of the Serious Case Review overview report.

5.5 In January 2014 the Council lead on face to face meetings with families alongside key safeguarding partners from health and the police, to discuss the key issues that had arisen from the serious case review and to ascertain feedback from families about the plans to publish the report.

5.6 Subsequent to this meeting the Safeguarding Adults Board has agreed to final amendments of the overview report to ensure individual family members were not unduly affected by adverse media coverage, as had been the case during the previous court case.

6. Financial implications

6.1 In circumstances of this nature there is the potential for individuals to seek financial redress from statutory organisations for actions undertaken in the past.  
7. Equality and Diversity

7.1 Protecting the human rights of people who have experienced or are at risk of experiencing harm and abuse is a key priority for the Safeguarding Adults Board (and Council), as people’s individual circumstances means that are not always able to effectively maintain their own safety in care settings.

7.2 The lessons learnt from the serious case review and subsequent developments to the coordination and implementation of local safeguarding procedures is intended to support some of the most vulnerable members of society.

7.3 Consideration of the need for a full Equality impact Assessment will be considered as part of the process to enhance local safeguarding procedures in preparation for the Care Act 2014.

8. Contribution to Delivering Population Outcomes

8.1 Safeguarding adults at risk of abuse is a key priority for the Council as a whole and in particular the Directorate of Adult Health and Social Care.

8.2 On 14 May 2014 the Care Bill received Royal Assent to become enshrined in law and this will introduce new statutory duties in respect of safeguarding adults for Local Authorities. 

9. Corporate implications

9.1 Elected members continue to play an active role and make a number of significant positive contributions to the local safeguarding adults responses and these included but are not limited to:

9.1.1 Providing challenge to AHSC and SAB to evidence the impact of local safeguarding adults responses to local citizens via AHSC scrutiny panel and full cabinet. 
9.1.2 Providing challenge and contribution to the SAB through the portfolio holder who is a full member of the SAB 

9.1.3 Ensuring issues that arise from safeguarding adults is effectively represented to wider strategic partners through the portfolio holder who is a member of the Health and Wellbeing Board. 

9.1.4 Raising concerns that have been raised by their constituents with AHSC so an appropriate safeguarding response can be coordinated  

9.2 The Head of Safeguarding and Quality would like to request elected members consider the following as enhancements to their role in safeguarding adults. 

9.2.1 The potential for Councillors to host safeguarding adults clinics in local communities as a means of raising the profile of this work and enhancing our understanding of the issues and challenges experienced by people who use services. 

9.2.2 Councillor feedback on current member training for safeguarding adults and to consider if there is a role for officers in AHSC to support member training and their role in safeguarding. 
9.2.3 AHSC and CYP currently co-host the corporate safeguarding group which is aimed at increasing awareness of safeguarding issues and corporate accountability for safeguarding.  Although there is not a statutory process governing this meeting it is viewed as a model of good practice.  We would therefore like Councillors to consider their role in holding internal corporate partners to account for safeguarding. 
10. Conclusion

10.1 The Safeguarding Adults Board has taken on board the lessons learnt from the serious case review and can evidence work done to date to enhance the local safeguarding response and a plan of ongoing work to support the implementation of the Care Act 2014.

10.2 AHSC and the safeguarding partnership have undertaken immediate action to address issues raised in the serious case review.

10.3 AHSC have been proactive as a number of work developments have already taken place on the understanding that the statutory duties now outlined in the Care Act 2014 would become enshrined in legislation.

10.4 AHSC has a clear plan of action (through the Safeguarding Adults Board) that outlines the required work to make the necessary the enhancements to local safeguarding adults processes.

10.5 The work that is planned will significantly enhance the local safeguarding response. 
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