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Brief Outline Of Circumstances Resulting In The Review 
  

 

The terminology used throughout this report reflects that in use during the 
timeframe covered by this Adult Practice Review. 

Glossary  

Previously known as Now known as  
Western Bay Safeguarding Adults Board 
[WBSAB] 

West Glamorgan Safeguarding 
Adults Board [WGSAB] 

Care and Social Services Inspectorate Wales 
[CSSIW] 

 

Care Inspectorate Wales [CIW] 

Abertawe Bro Morgannwg University Health 
Board [ABMU] 

Swansea Bay University Health 
Board (SBU) 

Protection of Vulnerable Adults [PoVA] Adult at Risk [AaR] 

Independent Mental Capacity Advocate 
[IMCA] 

 - 

Paid Relevant Persons Representative 
[RPR] 

- 

Medication Administration Record [MAR] - 

 

The WBSAB commissioned a Historic Adult Practice Review on the 
recommendation of the Quality and Performance Monitoring Management Group of 
the WBSAB in accordance with Part 7 of the Social Services and Wellbeing (Wales) 
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Act 2014 and the underpinning Practice Guidance for Multi-Agency Adult Practice 
Reviews.  

The Guidance states that it is the responsibility of the Board to determine whether a 
case meets the prescribed criteria for undertaking an Adult Practice Review. The 
Board may decide that a review is required in relation to a case involving historic or 
contemporary organised or multiple abuse. The aim of such a review would be to 
examine what can be learned from practice to ensure that current practice and 
organisational systems are strengthened and improved.  

This may include putting in place a means of identifying and acting on lessons 
learned from the investigation (e.g. in respect of policies, procedures and working 
practices which may have contributed to the abuse occurring) as the investigation 
proceeds, and at the close of the investigation, assess its handling and identify 
lessons for conducting similar investigation in future.  

Historic reviews that meet the criteria for an Adult Practice Review should follow the 
principles, approach and process outlined in chapters 1 to 7 of Part 7 the Social 
Services and Wellbeing (Wales) Act 2014, Volume 3.  

The purpose of a review is to identify learning for future practice. It involves 
practitioners, managers and senior officers exploring the context and detail of 
agencies’ work with an individual and their family. The outcome of reviews intend to 
generate professional and organisational learning and promote improvement in 
future inter-agency adult protection practice. 

Circumstances Resulting in the Review 

The referral for the Adult Practice Review was made following an internal 
investigation made by the Local Authority that was completed in June 2017. 

The Adult Practice Review notes the learning points and action plan as outlined in 
the resulting internal report to the Head of Service.  This Adult Practice Review may 
reflect some of the topics covered by the investigation, however, it is important to 
note that this report is independent of the Local Authority’s investigation and does 
not intend to endorse or refute the outcome. It is recognised by the authors of this 
report that there is duplication of content as a result of information gathered, and the 
need to ensure that outcomes contribute to learning and practice improvement. 

The findings of the Local Authority’s investigation were reported to the Head of 
Service and addressed the following: 

Safeguarding concerns 

• The welfare and health of service users 

• Insufficient staffing levels 

• Relationship between the Registered Manager and the Owners of the Home 

• Environmental conditions in the home 

• Concerns of ill treatment and neglect and failure to keep the residents safe 

The report identified areas of learning in: 
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• Contract monitoring 

• Compliance and regulation 

• Care management 

Background to the Adult Practice Review 

On 20th May 2015, Care and Social Services Inspectorate Wales undertook an 
inspection of the home which identified concerns regarding: 

 Medication left unattended 
 

 Poor infection control 
 

 Poor environmental conditions and décor 
 

 A lack of notification under Regulation 38 of incidents affecting the health and 
welfare of service users 
 

 Inappropriate system in place to manage service users’ finances 
 

 No regulation 27 visits by the owner 

 

Formal notices were issued on the above 

On 1st March 2016 all residents were removed from the home as the home was 
operating unregistered.  Adult Services could not, therefore, continue to fund 
placements at the home and it was duly immediately closed.  

 

Subjects of the Review  

This review relates to two individuals, Mr A aged 57 years and Ms H aged 62 years; 
both have Down’s Syndrome and lacked capacity to function independently and 
were resident at a residential home. Mr A was a resident at the home from August 
2015. Ms H had been a resident at the home since 1983.  

Consultation with the families of both individuals provided the insight into their 
interests; Mr A enjoyed socialising and attended a local day centre, took pride in his 
appearance and enjoyed music while Ms H enjoyed looking at books and could 
read simple words and also enjoyed listening to music.  Both the families of Mr A 
and Ms H were actively involved in their lives.  It is of note that both families had 
noticed a significant deterioration in the physical and mental wellbeing of Mr A and 
Ms H during their time at the home and since the home’s closure. 

The home provided long term care and support for individuals with learning 
disabilities of varying degrees of ability in an ‘assisted living facility’. The registration 
of the home allowed up to nine residents; it was privately owned and all those 
receiving care were funded by the Local Authority.  The home was run by a 
Registered Manager who was married to a member of his staff.  Following the death 
of the owner [Registered Individual], his widow and daughter took over responsibility 
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for the home leaving the home without a Registered Individual. There was a delay in 
formally notifying CSSIW regarding the change in registration to ensure appropriate 
management oversight.  

Concerns were originally highlighted by CSSIW in 2015, covering a number of 
practice and environmental matters relating to the condition of the home. As a result 
of this, the home remained open with a reduced residency until late February 2016.  

In early February 2016, CSSIW, South Wales Police and the Local Authority all 
received anonymous reports containing allegations made by a ‘whistle blower’ 
relating to and including evidence of the ill treatment and neglect of a resident.  The 
reports alleged that a resident had been tied to a chair and a saucepan lid and table 
were struck to keep the resident awake during the daytime, as he was wandering at 
night and not sleeping.   

Following intervention by partner agencies via the POVA process, a police 
investigation and criminal proceedings resulted in a prosecution and custodial 
sentence for the wife of the then Registered Manager.  Social Care Wales held a 
Fitness to Practice Tribunal in June 2018, the outcome of which found failings on 
behalf of the Registered Manager.  Due to the gravity of the misconduct and to 
ensure the protection of the public, the Tribunal decided that a proportionate 
sanction would be a Removal Order from the Social Care Register.  

Methodology 

The scope of the review was from the 20th May 2015 (the date of the CSSIW 
inspection) to the 1st March 2016 (the date of the Home’s closure).  Following the 
decision to carry out this Review an Adult Practice Review Panel was formed 
comprising of the following; 

Chair: Amanda Baker – Neath Port Talbot CBC 

Independent Reviewers: Jeanette Thomas - Neath Port Talbot CBC 

                                        Jodie Denniss - ABMU Health Board 

Western Bay Safeguarding Board Business Management Unit 

 

Panel Members 

 South Wales Police 
 

 Swansea Local Authority Adult Social Services 
 

 Swansea Local Authority Contract and Commissioning Unit 
 

 ABMU Health Board 
 

 CSSIW 
 

 Mental Health Matters (IMCA service) 
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The panel met on seven occasions.  

As part of the preparatory work, the Reviewers met with the families of Mr A and Ms 
H to ensure that their wishes and views were represented at the learning event and 
within this review. 

The Authors of the report requested that they see the documentation that had been 
seized by South Wales Police as part of the criminal investigation.  The purpose of 
this was to gather further relevant information, clarify issues identified within the 
timeline of events and to gain insight into the management of the Home.  South 
Wales Police granted access to the documentation relating to Ms H however, the 
reviewers identified that there was missing information pertinent to the Review that 
related to Mr A that had not been required by South Wales Police. This information 
was held by the Local Authority and despite requests from the Chair of the Panel to 
the Local Authority, this information was never produced. The Reviewers were able 
to complete the preparatory work as there was sufficient information obtained from 
partner agencies as part of the Adult Practice Review process.  

There was a significant delay in convening a Learning Event due to staff availability 
and their understanding of the requirements for them to attend as outlined in Part 7 
of the Social Services and Wellbeing (Wales) Act 2014.   

The Learning Event was eventually convened on 19th June 2019 with 
representation by professionals (both managers and practitioners) from the 
following partner agencies: 

 CIW 

 Social Services  

 SBU Health Board representatives  

 Mental Health Matters – IMCA 

 South Wales Police 

The Panel combined the learning event [Managers and Practitioners] to ensure 
effective use of the Reviewers’ and participants’ time given the challenges 
associated in convening the learning event due to poor response from partner 
agencies to the invitation to attend. 

The outcome of the event was highly positive with managers and practitioners from 
partner agencies working together. All participants were reflective and were 
prepared to review their individual and organisational working practices, agency 
policies and procedures. 

In order to remind participants of the context for the Adult Practice Review, 
Reviewers reflected upon the nature of the abuse that had occurred at the home 
and the subsequent outcome and impact for the individual subjects of this Adult 
Practice Review. The local newspaper article relating to the conclusion of the court 
hearing was read out to the participants. The attendees were reminded of the 
purpose of the Learning Event and reviewers took the opportunity of sharing key 
themes raised by the families of Mr A and Ms H. 

A summary timeline prepared for the learning event was displayed; the attendees 
were invited to ‘walk the timeline’ and review this in conjunction with suggested 
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pointers for discussion to assist the reviewers in identifying common themes. The 
participants were allocated to mixed-agency groups and requested to identify 
strengths and challenges, focusing on their individual involvement or that of their 
agency. A plenary session was then facilitated by the Reviewers.  

 

Practice And Organisational Learning 

 
Multi-agency working 
 
Effective communication between partner agencies is an important tool that is 

fundamental to ensure that relevant information is shared and to enable the 

implementation of appropriate measures where there are practice and / or 

safeguarding concerns. 

The concerns highlighted in the May 2015 CSSIW report were not known to the 

Local Authority Contract and Commissioning Department. The Reviewers were 

made aware that previously, published CSSIW reports had been automatically sent 

to the relevant Contract and Commissioning Departments however by this time, this 

process was no longer in place and the onus was now on the Provider or 

Department to access these reports online. It is the view of the Local Authority 

Contract and Commissioning Team that the previous system was more effective 

and it was less likely to result in highlighted concerns being missed. Had the 

Department been aware of the concerns as highlighted in the CSSIW report, a visit 

would have taken place to address these in a timely manner.  

It was clear from the timeline and from discussions at the learning event that there 

were a number of professionals involved with the care of Ms H and Mr A attending 

the home. Ms H in particular was visited by her paid RPR, Social Worker and 

Community Nurse however communication between these professionals was 

limited, resulting in parallel working and a lack of understanding of life in the home. 

At the learning event a process undertaken in a neighbouring authority was 

mentioned whereby the paid RPR produces a report after every visit which is then 

shared with the Deprivation of Liberty Safeguarding Team social worker, thereby 

reducing the risk of parallel working and supporting communication and information 

sharing. 

 
Management of Prescribed Medication 
 
There was evidence of poor record-keeping within the home in relation to 
medication charts. There was a large quantity of medication (including controlled 
drugs) found in the home during its closure. There were discrepancies within 
documentation between the Medication Administration Records [MAR] and daily 
logs/case notes. When Ms H was moved to new accommodation following the 
closure of the home, three carrier bags of medication outside of expiry date was 
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sent with her.   
 
The above identified the need for the following; 
 

 Regular oversight of record-keeping by registered home manager 

 Improved oversight of the prescribing and dispensing of medication by the 
GP and pharmacist. 

 Auditing of prescribed medication by community pharmacist  
 
It was clear from the documentation provided to the review that Ms H was being 
covertly medicated and professionals were aware of this but due process had not 
been followed. Clarity is required by prescribers and care homes as to the legal 
implications of the use of covert medication in adult care settings where individuals 
lack capacity, as outlined in the Court of Protection judgement AG v BMBC and 
SNH (2016) EWCOP 37, District Judge Bellamy’s guidance on the steps that should 
be followed when the use of covert medication is deemed to be required. 
 
Reporting Concerns within Agencies 
 
Participants at the learning event identified the importance of empowering staff to 
seek advice from their managers and felt that differing reporting processes left staff 
unsure how to effectively raise concerns in a timely manner.  It was recognised that 
staff need to have a working knowledge of their responsibilities in respect of 
reporting concerns.  In order to support staff, managers need to have an in-depth 
knowledge of their internal processes and how they link to the Wales Safeguarding 
Procedures. 
 
Dementia Awareness with Individuals with Specific Diagnosed Learning 
Disabilities 
 
Those working with vulnerable individuals are required to exercise a professional 
curiosity to ‘think the unthinkable in order to ask the unaskable’.  This skill ensures 
that where behavioural changes occur, questions can be asked in order to avoid 
assumptions being made and consideration is given to the possibility that 
behaviours may be a result of an abusive act. 
 
There were additional complexities for staff in differentiating those behaviours that 
related to advancing changes associated with dementia, from behaviours that could 
be possible indicators of abuse. 
 
 
Communication with Families 
 
The individuals’ families reported that communication with the residential home was 
adequate, however, they did raise concerns with the reviewers regarding the level 
of regular communication with the Local Authority.   It is acknowledged that Ms H’s 
family lived a significant distance away thereby reducing their availability to visit.  Mr 
A had family living close by and were regular visitors to the home.   
 
It is of significance that the information shared by both families with the Reviewers 
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included indicators that in hindsight could have alerted professionals to the 
changing circumstances within the Home. 
 
Mental Capacity and Access to Advocacy Services 
 
The Mental Capacity Act 2005 states that there is always a presumption of capacity 
and that capacity is decision specific (for example, accommodation, care, treatment 
or finance).  In cases where there is a recognised cognitive impairment it should be 
expected practice/duty of care to give active consideration to appointing an 
advocate in conjunction with ongoing family involvement. 
 
There was a lack of effective use of an advocacy service to represent the wishes 
and views of Mr. A and Ms. H.  The review has identified that there was a lapse in 
reviewing the Deprivation of Liberty Safeguards for Mr. A; had an advocate been 
appointed to work alongside the family this would have provided a further layer of 
oversight into the circumstances within the home.  
 
Whistle Blowing/Raising Concerns 
 
Concerns were raised anonymously by a person later identified as a staff member 
working in the care home. Recognition must be given to the challenges posed to 
staff following whistle blowing policies.  
 
The reviewers identified that the presence of family links and relationships within the 
staffing of the home may have been a barrier in bringing the matter to the attention 
of the authorities; it is not possible to establish whether any further abuse occurred 
prior to the anonymous reporting. This identified the need for effective awareness, 
support and protection within organisations to enable staff to follow the appropriate 
whistle blowing/Raising Concerns processes.  

 

 
Improving Systems and Practice 

 

Record keeping  
 
Improved scrutiny of care home documentation is required in accordance with 
statutory guidance (The Regulation and Inspection of Social Care (Wales) Act 2016).  
All agencies involved in the care of individuals residing in care homes have a 
responsibility to document comprehensively and in a timely manner within the 
individuals’ care home records as well as their own agency records; this includes 
MAR charts. 
 
Information Sharing 

Agencies must ensure that systems and processes support the sharing of 

information. Where changes are considered, this should, where possible, be done in 

consultation with agencies likely to be affected by those changes to ensure this will 

not negatively impact multi agency working.   
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Whistle-blowing policies/Raising Concerns 
 
Employees of organisations with a responsibility for the care of individuals must be 
made aware of the local Raising Concerns policy and duty to report adults and 
children at risk of abuse and neglect.  Policies should also include how the 
organisation will support staff throughout the process. 
 
Reporting Concerns 
 
Effective and timely multidisciplinary and multi-agency communication is key to good 
practice in all safeguarding matters.  Organisations must have clear safeguarding 
policies in place that correspond with the Wales Safeguarding Procedures. The 
organisation must be able to demonstrate how these policies link to other internal 
processes for example, incident reporting and complaints, and need to be an integral 
part of regular monitoring and auditing processes. 
 
Moving residents for their own safety 
 
The Local Authority should have clear procedures for the movement of individuals 
and their belongings when new accommodation is required; this should include both 
the management of urgent and planned changes of accommodation. This will ensure 
that all documentation, medication, personal possessions and clothing arrive with 
the individual thereby reducing the distress, to individuals and their families.  
 
Advocacy & Mental Capacity 
 
In cases where there is a recognised cognitive impairment it is expected practice to 
ensure that the individual’s voice is heard and appropriate assistance is given 
through a local advocacy service.  This decision must be taken in conjunction with 
the individual’s family.  
Organisations should have clear procedures in place to ensure that where an 
individual lacks capacity or has a learning disability that an identified family member 
or advocate is notified and is involved in all aspects of the individual’s care planning.  
 
 

 

 

Statement by Reviewer(s) 

REVIEWER 1 
 
 

 REVIEWER 2 
(as 
appropriate) 

 

Statement of independence from the case 
Quality Assurance statement of qualification 

Statement of independence from the case 
Quality Assurance statement of qualification 
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I make the following statement that  
prior to my involvement with this learning 
review:-  
 

 I have not been directly concerned with 
the individual or family, nor have I given 
professional advice on the case. 

 I have had no immediate line 
management of the practitioner(s) 
involved.  

 I have the appropriate recognised 
qualifications, knowledge and experience 
and training to undertake the review. 

 The review was conducted appropriately 
and was rigorous in its analysis and 
evaluation of the issues as set out in the 
Terms of Reference. 

I make the following statement that  
prior to my involvement with this learning 
review:-  
 

 I have not been directly concerned with 
the individual or family, nor have I given 
professional advice on the case 

 I have had no immediate line 
management of the practitioner(s) 
involved.  

 I have the appropriate recognised 
qualifications, knowledge and experience 
and training to undertake the review. 

 The review was conducted appropriately 
and was rigorous in its analysis and 
evaluation of the issues as set out in the 
Terms of Reference. 

 

Reviewer 1 
(Signature)  

 
Reviewer 2 
(Signature) 
 

 

Name 
(Print) 

Jeanette Thomas 
Name 
(Print) 

Jodie Denniss 

 
Date 

 
24.09.20 

 
Date 

 
24.09.20 

 

Chair of Review Panel 
(Signature) 

Amanda Baker.… 

 
Name 
(Print)  
 
Date 
 

24.09.20 
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For Welsh Government use only 
Date information received                                         ……………………….. 
 
Date acknowledgment letter sent to Board Chair     …………………………    
 
Date circulated to relevant inspectorates/Policy Leads …………………………. 
 

Agencies Yes No Reason 

CSSIW    

Estyn    

HIW    

HMI Constabulary    

HMI Probation    
 

 
 

 


