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Information

for County Councillors

	From:
	Stephen Chandler, Director of Adult Services



	Date: 
	Wednesday 7 February 2018


	To: 
	All County Councillors 


Safeguarding Somerset Adults Board:

 Review Recommends National Change

We would like to update councillors on a report that will be published this week following a Safeguarding Adults Review into the mistreatment of residents at Mendip House, a care home for adults with autism near Highbridge run by the National Autistic Society (NAS). Mendip House was closed by the NAS in November 2016. None of the residents at Mendip House were placed by Somerset County Council or residents of the county.
The Review was commissioned by the Somerset Safeguarding Adults Board (SSAB) and will be published at 11am on Thursday, 8 February.

Due to the sensitivity of the subject matter, communication with former residents and families and the potential media interest, members are asked not to share this information until after 11am on Thursday.
Once allegations were made, the Council’s Adult Social Care service led the response and support to residents. It set-up and funded an Emergency Team which reviewed and assessed care, contacted residents and their social workers. Its work is described as ‘robust’ in the report which also says the service took a ‘proactive management role in ensuring the safety of residents.’
Background information:

The SSAB is made up of all the organisations which have a role in preventing the neglect and abuse of adults, including Somerset County Council, Somerset Clinical Commissioning Group, Avon & Somerset Constabulary and Somerset Partnership NHS Foundation Trust.

It has an independent Chair, Richard Crompton, and one of its key roles is to commission Safeguarding Adult Reviews. 
The purpose of a Safeguarding Adults Review is to determine what the organisations and individuals might have done differently that could have prevented harm or death. This is so that lessons can be learned from the case, and those lessons applied to future cases to prevent similar harm occurring again.
The Review commissioned by SSAB has recommended nationwide changes to the way care placements are managed following the Review into Mendip House.
Mendip House was part of the Somerset Court residential care home campus for adults with autism run by the NAS and home to 42 adults with severe autism placed by 30 different local authorities and Clinical Commissioning Groups from across the UK. 

The Safeguarding Adults Review
Mendip House was closed by the NAS in November 2016 following multi-agency investigations into allegations from whistle-blowers of mistreatment and abuse of residents by a number of staff which were made in May that year.

Several staff members were dismissed as a result and the review highlights weaknesses in the system by which agencies making care placements outside of their local area monitor the care being provided.

All the residents have been found new placements in Somerset or further afield.

The SSAB requested the review to identify lessons that could be learned from the case. The review was undertaken by Dr Margaret Flynn, who also undertook the review of Winterbourne View in South Gloucestershire.  Dr Flynn undertook a review of documentation and reports following extensive fact-finding between October 2012 and October 2012 and her report calls for change at national level.
A draft report then informed a multi-agency learning event during October 2017 and the finished Review was presented to the SSAB during December 2017.

The independent review will be published by the SSAB at 11:00am on Thursday, 8 February 2018 via its website www.ssab.safeguardingsomerset.org.uk 

Conclusions and recommendations
The Safeguarding Adults Review concludes that:
· Somerset Court is a dated, single-site “campus” model of service provision which sources residents with diverse support needs from around the UK.  

· The unprofessional and cruel behaviour of a “gang” of male employees at Mendip House did not suddenly occur, and action could and should have been taken by the NAS earlier.

· Neither the history of safeguarding referrals nor CQC inspections at Mendip House revealed the cruelty of employees or the failures of management oversight. 

· It does not appear that the agencies that commissioned the places there asked searching questions about the benefits of residents being placed at Mendip House, or received detailed accounts of how fees were being spent on their behalf.

· Care planning was poor.  Decisions about continuing placements by the agencies commissioning the placements at Mendip House were not based on data such as what was being achieved with, and on behalf of, individual residents.

· There can be no confidence that there is sufficient capacity in Speech and Language, psychology, behaviour support, learning disability nursing and psychiatry services to meet the needs of unknown numbers of adults who are placed by commissioners outside their own localities. 

The recommendations made by the Safeguarding Adults Review include:

· The Department of Health and Social Care should undertake a national consultation on steps to regulate the commissioning of care services

· When there are multiple agencies commissioning a single service, a lead commissioner should assume responsibility for ensuring that individual resident reviews start with principles, and make the uniqueness of each person the focus for designing and delivering credible and valued support.

· Commissioners should be required to notify the local authority in the area where a placement is being made (in the case of Mendip House this should have been Somerset County Council) when it intends to make a placement there.  

· A new requirement is put in place to discontinue commissioning and registering “campus” models of service provision, and in the interim for the Care Quality Commission to (a) make this fact explicit in its inspection reports; (b) undertake more searching inspections of such services; and (c) cease to register “satellite” units which are functionally linked to “campus” models of service provision.   
· A means is identified of bringing together information about provider services which is shared with the CQC, and pooled with the host authority’s safeguarding referrals to help to identify failing services earlier.

· Providers of services are given guidance on how staff should perform roles that are responsible for quality assurance and safeguarding.

In addition to the recommendations made in by Dr Flynn the SSAB has agreed it will review the quality assurance arrangements for all people currently placed outside of Somerset, and to monitor the implementation of any actions identified as being required.

	For more information please contact: 


	Name: Stephen Miles, Service Manager: Somerset Safeguarding Adults Board
Email:  smiles2@somerset.gov.uk 
Tel No. 01823 359157
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