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WEST GLAMORGAN SAFEGUARDING BOARD

Adult Practice Review Report

	
Concise Adult Practice Review
Re: WGA N5 2016




	
Brief Outline of Circumstances Resulting In The Review



	
An Adult Practice review was commissioned by the West Glamorgan Safeguarding Board on the recommendation of the Practice Review Management Group in accordance with the Guidance for Adult Practice Reviews. The criteria for this review is met under:

Social Services and Well-being (Wales) Act 2014: Working Together to Safeguard People: Volume 3 – Adult Practice Reviews.

A Board must commission a concise adult practice review where an adult at risk who has not, on any date during the 6 months preceding the date of the event, been a person in respect of whom a local authority has determined to take action to protect them from abuse or neglect following an enquiry by a local authority, and has: 
 died; or 
 sustained potentially life-threatening injury; or 
 sustained serious and permanent impairment of health
 
(a succinct anonymised account of the circumstances which required a review to be held by the Board)

Relevant contextual information and circumstances resulting in the review.  

At the time of her death, aged 19 Miss G was an in-patient on a mental health assessment and treatment ward in a general hospital situated within the local authority area in which she lived.   Miss G had a history of self-harm, attempted suicide and poor medical compliance, with several hospital admissions following self-harm and attempts to take her own life.

Miss G had grown up in circumstances which involved several adverse childhood experiences, including exposure to domestic violence, a parent with problem alcohol use, parental separation, homelessness, verbal, sexual and physical abuse.  The family had intermittent involvement with Local Authority Childrens Social Services.

At aged 16 and at this time, estranged from her immediate family, there were increasing concerns being expressed by agencies for her wellbeing, due to deteriorating levels of self-care, misuse of prescription medication and a concerning pattern of alcohol consumption.   Contact with Childrens Social Care services ceased when she reached 18 years of age.  

In 2014, aged 18, Miss G had a child. Miss G experienced post-natal depression and was prescribed medication by her GP for anxiety and depression.   Referrals were made to Police and Social Services with concerns around home conditions and child’s welfare, though not all were substantiated.  Miss G and her child began to receive support from Social Services.

In 2015 her GP submitted a referral for a psychiatric assessment.  Following assessment, she received a diagnosis of recurrent depressive order and emotionally unstable personality disorder and was referred for Community Mental Health support services.  Between June 2015 and February 2016, she was admitted to hospital eleven times following self-harm and attempts to take her own life.  Her daughter became looked after by the Local Authority, with legal proceedings commencing.
Miss G spent the Christmas period in hospital following an overdose. There were concerns raised regarding Miss G’s repeated self-harming, and the impact on her mental health on hearing negative news about the Local Authority intentions regarding securing long-term care arrangements for her child.  
When discharged early in the new year, she continued to attend the hospital recovery unit daily.  Following a review, it was felt she should continue her programme of treatment in the community.  That evening she took an overdose at home, ambulance was called, and she was taken to the regional acute tertiary hospital.  From there she was transferred to a regional general hospital (mental health inpatient assessment and treatment ward) and placed on a section 2 Mental Health Act 1983 Order.
She remained on the ward for 13 days – being treated for her mental health needs.  On the morning of the 16th February, she was discovered unresponsive in her room during a routine nursing round. She was found with a plastic carrier bag over her head.  Despite resuscitation attempts she was pronounced dead.
A serious incident investigation was carried out by the Health Board in 2016 following her death.    The investigation highlighted that there was an inconsistent approach to level 2 observation of patients on the ward.  However, there was insufficient evidence to determine whether her death was intentional to self-harm or otherwise, and the investigation concluded that there was insufficient evidence to determine whether her death was avoidable. 
The report made a number of recommendations which have been taken forward by the Health Authority.  These included:

· Immediate review of the observation policy and audit to ensure implemented in practice.
· Review of the use of carrier bags on the ward and other mental health inpatient wards.
· Review of the different practices in places regarding the crisis intervention team i.e. different operating hours across the Health Board.

A Coroner’s inquest was opened in March 2016, the final hearing did not take place until May 2023.   The record of the inquest states that the medical cause of death is listed as ‘Enveloping of the head in a plastic bag’.  The conclusion of the Coroner as to the circumstances of her death were that it was an accident, with a contributory factor of neglect. 
HM Coroner determined that as this was a historic case and that he had heard evidence from the Health Board that the failings had been addressed with the implementation of new policies since Miss G’s death, there was no requirement to issue a ‘prevention of future deaths’ notice.
The timeframe for the review 1st February 2015 to 29th February 2016.   

Learning event 

[bookmark: _Hlk191982377]Given the time that has passed since Miss G’s death and the scheduling of the review, not all staff who had worked directly with Miss G and / or her child were still in post at the time of the learning event.   12 of the 17 participants were hospital-based nursing staff who had worked directly with Miss G.  Several of the nursing staff had been involved in the Health Board review, some were also called to give evidence at the Inquest.  No doctors were present, and other agencies were under-represented.   

For all those who had known Miss G the challenges of reflecting on the events under consideration as part of this review had not diminished with the passage of time.   It was evident that Miss G had established good relationships with mental health staff, they provided her with support and made her feel safe.  Collectively agencies worked together to ensure her child was protected from harm and Miss G was provided with parenting support and when her child was no longer able to live with her, contact was facilitated.  

The learning event provided practitioners and managers with the opportunity to reflect and identify key learning points. Attendees were engaged and made valued contributions. The reflection on how organisations worked together and how practice had changed since Miss G’s death, both positive and negative has provided rich information which has informed the review outcomes and recommendations. 

Feedback from all participants at the learning event was positive. Participants were reflective and well prepared for the event. Follow up support was offered to all attendees of the learning event by the chair and agency panel members.





	Practice And Organisational Learning 

	
Relevant circumstances supporting each learning point may be informed by what was learned from the family’s contact with different services, the perspective of practitioners and their assessments and action taken, family members’ perspectives, evidence about practice and its impact, the contextual factors and challenges.


Monitoring and Safety

On the night of her death, Miss G had head lice treatment cream applied which needed to be kept on for 12 hours. Miss G put a plastic bag over her hair as she didn’t want to ruin the pillow. This hospital bag had come with her from the regional acute tertiary hospital, where she had been admitted before being transferred to the general hospital.
It was noted that Miss G slept with her head covered by the blanket and although staff made regular checks to Miss G throughout the night but they did not enter the room. 
A number of changes have been made in response to the inquiry into Miss G’s death. All hospital bags now have air holes and the observation policy has changed to signs of life, with physical check being required.  Observation and Engagement policy with changes detailed below.

At the time the Health Board MENTAL HEALTH DIRECTORATE POLICY SAFE AND SUPPORTIVE OBSERVATION AND ENGAGEMENT OF PATIENTS AT RISK POLICY AND GUIDANCE Feb 2013 included the following:

The Four Levels of Observation and Engagement:
Level I: General Observation is the minimum acceptable level of observation and
engagement for all inpatients. 
Level 2: Intermittent Observation is appropriate when patients are potentially, but not immediately, at risk in the widest sense. 
Level 3: Within eyesight is required when the patient could, at any time, make an attempt to harm themselves or others. The patient should be kept within sight at all times, by day and by night. 
Level 4: Within arm’s length. Patients at the highest levels of risk of harming themselves or others may need to be nursed in close proximity at all times including when the patient goes into the toilet/bathroom. 

This policy has been reviewed and updated twice since 2016 and the current policy for the Health Board ratified in June 2022 reflects learning from this event. The observation levels have changed to: 

Level 1: Low level Intermittent Observation
Level 2: High Level Intermittent Observations: up to and including 30 minutes
Level 3: Continuous Observation: Within eyesight (1:1), need to consider the proximity of the staff member based on the risks presented
Level 4: Multi professional continuous observations, two or three staff members required due to the potential risks
The policy now also includes specific risk assessment and training tools for all staff. 

Communication and Joint working 
A key learning point highlighted in the learning event was the need to improve communication between agencies, especially when a number of agencies are involved with different key roles. This was the case with Miss G, where there were professionals from Children’s Services and Health involved throughout the timeline. It was recognised that when someone is receiving support from one agency, other services sometimes step back. Consequences of agencies not prioritising working together can be that individuals with complex needs such as Miss G do need receive comprehensive support and there could be missed opportunities for intervention.
It was unclear who was taking accountability for the joint working or if there was a named coordinator under the Mental Health Measure (2010). *
Communication and wrap around support could have been considered as part of a robust Care and Treatment plan with input from all relevant agencies.  
Joint planning regarding the communication of plans for Miss G’s daughter, including how she was informed and what support could be provided throughout the process, would have been beneficial. A more holistic and contextual approach could have been adopted, prioritising the needs of Miss G’s daughter whilst recognising Miss G’s own status as a vulnerable young adult and the impact of this process on Miss G’s emotional health and well-being.
*  The Mental Health Measure is underpinned by guiding principles that centres: on: Patient and carer involvement in the planning, development, and delivery of care. 
Equality, dignity, and diversity. 
Holistic and person-focussed support. 
Clear communication. 
Care and treatment that is proportionate to need, integrated and coordinated. (https://www.mind.org.uk/media/13351/thementalhealthmeasure_tenyearson.pdf)

Transition
A number of communication and transition issues were highlighted through discussion at the learning event. It was recognised that transition from CAMHS to Adult Mental Health Services is particularly challenging. This process can start from as early as 13 or 14 years old, as some medical conditions may have specific arrangements already in place, but in reality the process often does not start until the young person is at least 17 years old. Communication between CAMHS and Adult Mental Health continues to be challenging, notes are rarely shared when transition happens, and joint working and planning is limited.
Attendees at the learning event noted that communication is further limited by the lack of shared systems and that Welsh Government plans for multi-disciplinary ICT systems have not come to fruition. 

Safeguarding 
Throughout the timeline there were periods of time where Miss G was in the community and a number of out of hour incidents with agencies were recorded. Agencies were following their own protocols, including NICE guideline approaches resulting in short hospital admissions, but were not communicating with each other. The out of hours incidents appeared to follow a pattern with a number of social factors being present, including alcohol use and request for food bank access.  This should have triggered a safeguarding response and convening an all agency meeting to look at her care needs and support plan. It is unclear if any safeguarding referrals were made during this time.  
Professionals highlighted that Right Care, Right Person (RCRP)* may affect similar cases in the future, which Health Staff expressed in their view may have increased risk. 
It is recognised that all agencies can undertake welfare checks. The Police are only legally able to secure entry to a property when there is sufficient information and evidence to justify the legal power to force entry to a property. Under Right Care Right Person, Police are requiring agencies to provide this information and evidence to justify attendance by Police Officers. 
When agencies are requesting welfare checks by the police, information needs to be shared highlighting the risks and what has changed regarding the circumstances.  Section 17(1)(e) of Police and Criminal Evidence Act 1984 provide the police with a power to enter and search premises without a warrant, in order to ‘save life or limb’ or prevent serious damage to property. Police must have more information than a general welfare concern about a person and the circumstance to legally justify and evidence and use this power of entry, which may only be used in cases of emergency. Agencies to appreciate each other’s roles and responsibilities and constraints of the legislation.
Right Care Right Person toolkit | College of Policing

Resources and community support
There are gaps in the provision of care for individuals with Personality Disorder diagnosis. Whilst statutory and third sector agencies offer preventative intervention support this is often reliant on the individual being able to adhere to a Care and Support Plan and attend planned meetings or community support sessions. This is a particular challenge for those with personality disorders who may exhibit impulsive and unpredictable behaviour. Attendees expressed the opinion that Miss G was discharged from Community Mental Health Team (CMHT) too soon. The significant challenge to engage with individuals in the community, who may struggle to adhere to structured plans and appointment schedules, alongside managing high caseloads was noted. 
Crisis intervention was offered to Miss G through short hospital admissions, however the learning event highlighted that there is a lack of resources for the amount of people needed these types of mental health support and the day hospital provision has now been removed. There are now even greater challenges to get beds sourced for social admissions.   This is a recent change (April 2025) and therefore not reflective of any action taken by the then Health board in response to the recommendation of the 2016 serious incident review to: ‘Review of the different practices in places regarding the crisis intervention team i.e. different operating hours across the Health Board.’
Hospital personal noted that by the time Miss G was in for the Christmas admission she looked at hospital and staff as her family and her place of safety but there was no discussion or planning regarding about how she would be supported in the community.    
Although the short-term hospital stays provided support for Miss G this was not without its own inherent risk. Miss G developed an unhealthy relationship with another inpatient, which impacted her behaviour and engagement on the ward. 
Staff expressed challenges in communication with Miss G’s family, Miss G didn’t consent to staff contacting her mother, this is discussed with the patient at admission and would be revisited throughout stay or on any re-admission.
Miss G was engaging with her mother; however, she returned to the ward intoxicated after a visit to the mother which was a risk for Miss G and other patients. 
It is recognised that communication with the wider family networks of vulnerable adults is a particular challenge, balancing safeguarding need with the right to confidentiality. This was another factor that would have benefited from exploration in a formal safeguarding arena. 
Individuals in Wales can now access mental health support through NHS 111 Option 2. This service is available for people of all ages, 24 hours a day, 7 days a week in all areas of Wales, to ensure those in need of support can access it quickly when they need it most, providing people with direct contact with a mental health worker in their area.
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Improving Systems and Practice



	
1. A clear process needs to be in place regarding preparation, planning and transition between CAMHS & adult mental health services. 

1. Pathways to access mental health services need to be clearer for individuals and with greater scope for flexibility for those experiencing periods of mental health crisis.  

1. There is a lack of appropriate service provision for those with personality disorders. Outreach support for persons with personality disorder is not consistent across the Health Board area.

1. Access to independent Mental Health Advocacy should be promoted.

1. Agencies should be encouraged to convene multi agency safeguarding discussions / meetings to share concerns as necessary and share an integrated chronology of events utilising the appropriate legislation (Section 126 – SS&WWA 2014).

1. Significant changes, such as changes in self-harming patterns should trigger multi-agency discussion and planning, helping practitioners to identify and monitor indicators of increased risk. There is recognition that this is difficult to achieve given the different systems in place across all agencies however, given the advancements in artificial intelligence, this may be an opportunity to consider multi agency scoping of AI solutions, supported by information sharing legislation.

1. Increase practitioner awareness of adverse childhood experiences and implications for adult mental health through trauma informed approaches training.







	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

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

1. I have not been directly concerned with the individual or family, nor have I given professional advice on the case.
1. I have had no immediate line management of the practitioner(s) involved. 
1. I have the appropriate recognised qualifications, knowledge and experience and training to undertake the review.
1. 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:- 

1. I have not been directly concerned with the individual or family, nor have I given professional advice on the case
1. I have had no immediate line management of the practitioner(s) involved. 
1. I have the appropriate recognised qualifications, knowledge and experience and training to undertake the review.
1. 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)
	R.Jones
	
Reviewer 2
(Signature)

	C.Holt

	Name
(Print)
	Rebecca Jones
	Name
(Print)
	Claire Holt

	
Date
	
16.10.25
	
Date
	
16.10.25



	Chair of Review Panel (Signature)
	M.Lewis

	
Name
(Print)
	Mark Lewis

	
Date

	16.10.25




Appendix 1: Terms of reference
Appendix 2: Summary timeline

	
Adult Practice Review Process


	

Review time period
The case was referred in May 2016 to the Safeguarding Board’s Quality Monitoring and Review subgroup for consideration to carry out an Adult Practice review. The first panel meeting took place on 13th January 2017 however, the review was postponed in April 2017 on the instruction of the Coroner, to reconvene once the inquest was concluded. Due to back logs with HM Coroner, the inquest was not able to take place prior to March 2020. The COVID pandemic then commenced resulting in further delays until May 2023. The review re-started on 31st August 2023.  
The timeframe for the review 1st February 2015 to 29th February 2016.   
An independent chair and two independent reviewers were engaged.  The Review Panel consisted of representation from the following agencies:
1. Local Authority Social Services
1. Police
1. Health Board
1. Ambulance Service

Family involvement in the review

The Chair and reviewers met with Miss G’s mother early on in the review process.  The Chair kept in touch with her whilst the review was in hiatus.   She was unable to meet the Chair / reviewers prior to the learning event due to personal commitments however, she did take the opportunity to provide her thoughts and feelings on the process. She prepared a written statement which she asked to be shared with learning event participants.  The statement was read by the Chair at the learning event. 

In this statement her mother shared her views on the months leading up to her daughter’s death.   She feels that with Miss G’s deteriorating mental health and the concerns about Miss G’s daughters’ wellbeing that there should have more frequent communication between agencies and the family, and that when family attempted to make contact with Social Services calls were not returned.   
She acknowledged that her daughter at aged 18 was an adult and that it was her decision to isolate herself from the family, and not to share information about her health or plans for the long-term care of her daughter.  However, in the circumstances at the time where Miss G was experiencing mental health challenges, if the family had been contacted, they feel that could have had some influence over the plans for Miss G’s daughter, and as soon as Miss G made them aware they sought legal advice aiming to secure a return home.  
Similarly, she feels strongly that the family were not told about the suicide attempts or kept informed about her care and treatment when in hospital.

	
|_|  Family declined involvement
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	Agencies
	Yes
	No
	Reason

	CSSIW
	|_|
	|_|
	

	Estyn
	|_|
	|_|
	

	HIW
	|_|
	|_|
	

	HMI Constabulary
	|_|
	|_|
	

	HMI Probation
	|_|
	|_|
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