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Caerphilly Area Adult Protection Committee

Protection of Vulnerable Adults
Practice Improvement

2002 - current day

Communication - general principles

o Bar

Good communication with other agencies at all times is vital

Good communication with families is vital

Family complaints must be responded to and when necessary, families
updated further

Assessment & Practice

. First assessments must recognise all needs, including mental health or

behavioural problems

Appropriately trained staff must be used to undertake assessments with
consideration given to staff continuity & continuity of service delivery
Assessments, care plans & Reviews (incl. S117 MHA) must be updated in
a timely manner and must reflect change in needs/risks and how they will
be managed

Risk management plans should be used to address risk to service users
and to evidence decision making

When dealing with complex cases management advice/support should be
provided through supervision

Contract & commissioning

[ -

. Needs and welfare of self funders should also be considered
. There should be full involvement of commissioning, contract and quality

assurance staff and robust inter-agency contract monitoring to ensure
service providers maintain standards of care. This enables early
identification of deteriorating standards. Where standards have fallen
below an acceptable level it will inform the inter-agency response
particularly when action plans have been initiated or an embargo has been
imposed by another commissioner

Action Plan monitoring must be evidenced and contingencies required for
repeated Action Plan failure with evidence of robust challenge.

. Application of embargoes should be consistent and any variation

evidenced

There should be protocols in place for use of embargoes that evidences
consistent decision making to protect and improve delivery of care
Responsibility for monitoring and information/evidence gathering during an
embargo must be made clear. Use of and removal of embargoes requires
risk assessments to evidence that risks have reduced, required
improvements have been made and that Vulnerable adults are safe
Decision making in respect of embargo or cancellation of contracts must
take into account evidence from other agencies including the regulator and
a risk analysis which includes historic and current performance
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Caerphilly Area Adult Protection Committee

Multi —agency POVA Process

Referral

1. Agencies must refer their adult protection concerns via the appropriate
channel in a timely manner

2. Adult protection referrals must include all relevant information from
referrers about the concerns

3. Those receiving adult protection concerns/referrals must make an

immediate risk assessment in conjunction with the referrer and other key
agencies to ensure the safety of the individual vulnerable adult and other
vulnerable adults who may be receiving the same service. This should be
evidenced.

Strategy Discussion

1.

The person coordinating the response to the POVA referral has a
responsibility to gather adequate information & evidence their information
gathering

The need for a POVA referral should not be unnecessarily questioned or
matters prevented from progressing through the POVA process

The person coordinating the response to the POVA must provide guidance
to care managers and other parties gathering information to prevent risk of
evidence contamination

The rationale for all decisions must be evidenced

POVA referrals should not be viewed in isolation but alongside previous
individual POVA referrals and existing concerns about the care service or
provider

Relevant information held within agencies must be reviewed and shared
as set out within the regional interagency POVA policy and information
sharing agreements prior to Strategy Meeting if it assists and informs the
attendees in advance

Strategy Meeting

2.

Strategy Meetings are better informed by good information gathering
Where there have been previous POVA concerns/referrals_actions need to
be examined to inform the management of risk and prevention of further
abuse

Strategy Meetings must be held within the time frame set in the regional
interagency POVA policy and delays evidenced

There should be full involvement / attendance from all stakeholders and
any variance challenged

The person chairing the meeting must follow the agenda to ensure
consistency

Strategy Meetings to be consistently chaired and to high standard

The Strategy Meeting may need to consider whether legal advice or
attendance is required.

Investigation reports must be made available to assist and progress
Strategy Meetings

If it is not a Police matter, appropriately trained staff should investigate the
POVA issues further
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10.1f it is not a Police matter, consideration must be given to the competence
and independence of the investigator. Providers should not be over-relied
upon to conduct own investigation

11.The Police must provide evidence for no further action in respect of a
criminal investigation

12.Minute taking must be detailed and accurate.

13.Completion dates and persons responsible should be recorded alongside
actions defined by Strategy Meeting

14.Immediate focus must be given to protective issues for the individual and
others within care seiting who may also be at risk

15. Adult Protection plans must be created

16.The POVA process must not be closed where there are incomplete actions

17.The involvement of other agencies should not lead to disengagement of
others who have a duty of care

18.Multi agency risk management plans should be used to support the
decision making

19. Stakeholders must attend or continuity of attendance provided to ensure
previously requested actions completed, and results are made available to
the Strategy Meeting

20.Promises by agencies to undertake action, must be kept or explanation for
any variance

21.Meeting attendance requires requisite skills, experience, and authority

22.Full recognition to be given to potential criminal offences of ill treatment,
neglect, or more serious offences associated with death

23. Potential criminal offences should not be dismissed as 'care issues'

24.To ensure accuracy, written updates or investigative reports from Police or
Health investigations should be supplied to the meeting in addition to any
verbal report

25. Investigations should be completed in a timely manner

26.Responsibility to be accepted for undertaking action or a contract signed
for action to be completed

27.Action undertaken should embrace joint working and acknowledged
benefits

28.The POVA process should not be used to fix problems when the remedy
already lies within an individual agency e.g. emergency closure

29.The use of District Nurses to support and develop poor standards in failing
care home requires critical risk assessment and to be subject of legal
advice so as not to expose District Nurses & employing agency to risk

Case Conference
1. There should be full involvement / attendance from stakeholders and any
variance challenged

The person coordinating the response to the POVA referral must follow
meeting agenda to ensure consistency

Case Conference Meetings must be consistently chaired and to high
standard

Minute taking must be detailed and accurate.

Completion dates and persons responsible should be recorded alongside
Actions defined by the Case Conference

Immediate focus must be given to protective issues for the individual and
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others within care setting who may also be at risk
7. Adult Protection plans must be used

Over-arching meetings

1. Overarching Strategy Meetings, if called, must deal with the specific
protection issues of individual cases to a satisfactory outcome

2. Minute taking must be detailed and accurate.

3. Completion dates and persons responsible should be recorded alongside

actions as agreed by the meeting participants

Immediate focus must be given to protective issues for individual and

others within care setting and who may also be at risk

Case Conferences must be held to conclude individual POVA referrals

Adult Protection plans must be used

The POVA process must not be closed where there are incomplete actions

The involvement of other agencies should not lead to disengagement of

others who have a duty of care

9. Muiti-agency risk management plans should be used to support the
decision making

10. Stakeholders must attend or continuity of attendance provided to ensure
previously requested actions completed, and results are made available to
the Meeting

11.Promises by agencies to undertake action, must be kept or an explanation
provided for any variance

12.Meeting attendance requires requisite skills, experience, and authority

13.Full recognition must be given to potential criminal offences of ill treatment,
neglect, or more serious offences associated with death

14. Potential criminal offences should not be dismissed as 'care issues'

15.To ensure accuracy, written updates or investigative reports from Police or
Health investigations should be supplied to the meeting in addition to any
verbal report

16. Investigations should be completed in a timely manner

17.Responsibility to be accepted for undertaking action or a contract signed
for action to be completed

18. Action undertaken should embrace joint working and acknowledged
benefits

19. POVA should not be used to fix problems when the remedy already lies
within an individual agency e.g. emergency closure

20.The use of District Nurses to support and develop poor standards in failing
care home requires critical risk assessment and to be subject of legal
advice so as not to expose District Nurses & employing agency to risk

21.Consideration must be given to the vulnerable adult(s) being subject of
"institutional abuse."

22.Protective measures for those already resident during the imposition of an
embargo must be evidenced

23. Significant POVA activity or suspicious deaths must be taken into account
during the imposition of an embargo and before it is lifted

24.Overarching Meetings must demonstrate a consistent strategy and defined
issues of concern '

25.Management intervention must be consistent and proactive with an early
management intervention strategy consistent with the level or escalation of
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concerns

26.Ownership of problems must be shared with mutual aid from stakeholders

to successfully resource and solve problems

27.Meetings must be consistently chaired & to high standard

Provider & Relationship with Provider

1. Presence of provider for all or part of a meeting must be critically assessed
when concerns exist about that same provider — their presence may inhibit
the free sharing of information and the implementation of protective
measures and may impact upon any future prosecution or regulatory
action

2. Consideration must be given to the provider being considered "suspect” or
in a conflict of interest and for a strategic management plan to deal with
this within the POVA process

3. Consideration must be given to a process of structured information sharing
with provider

4. Feedback to providers must be evidenced

5. Providers who are subject of considerable concern must not be allowed to
investigate themselves

6. Staff training must be provided by persons who are qualified, competent or
approved as trainers. Training received should be tested to establish
whether care staff have understood the training they have received or how
they will apply it in their practice.

7. Providers who fail or refuse to take up the offer of training for their care
staff should cause concern for commissioners and trigger the contract-
monitoring process.

Record keeping

1. Files to be kept in order & regularly updated

2. Case notes must be dated & signed off

3. Files to be stored with all relevant material included

4. POVA concerns to be stored separately and where necessary archived for
the purposes of civil or criminal enquiries in accordance with each
agencies data management policy

5. Structure of paper files to be safely secured

6. Confidential documents to be securely stored

7. Data to be stored against correct service user (paper / electronic)

8. Need for accurate dates & data entry

9. Outcomes / actions to be recorded accurately

10. Need for consistent administration standards for POVA
11. POVA actions to be made clear in minute record/Action Plan
12. Minutes must be checked, agreed, and signed by the chair as accurate
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CWM TAF SAFEGUARDING ADULTS BOARD

Mark Drakeford AM
The Minister for Health and Social Services
14" January 2016

Dear Minister,

The Cwm Taf Safeguarding Adults Board (CTSAB) is committed to ensuring the
safeguarding of adults within the Cwm Taf region and to prevent those adults from
becoming at risk of abuse or neglect. To achieve this, the Board strives to improve
the quality of safeguarding information to raise awareness and ensure that agencies
effectively carry out their safeguarding responsibilities.

The Board welcomes Dr Flynn's review into Operation Jasmine 'In search of
Accountability' and will ensure that the findings and the lessons learned contained
within the review are fully considered and adopted across Cwm Taf.

To ensure that this happens, the Board held a multi-agency workshop on 24"
November, with 64 participants including practitioners and managers involved in the
care of older people, as well as adult and carer representatives.

The session was very well received and the Justice for Jasmine families spoke
powerfully and passionately about their experiences and brought to life the
individuality of their family member and the appalling care they received.

The experiences of the families helped us focus on four key questions during the
day;
= What Does Good Care Look Like?
Responding To Concerns,
Providing Assurance on the Quality of Care,
Care Home Residents with No Visitors

A synopsis of the discussions is attached at Appendix 1, together with some of the
thoughts that the Cwm Taf Safeguarding Adults Board should consider that would
assist with ensuring individuals receive good quality care within care home settings.

Some of the actions are already in place or planned: the Board is reviewing the
'‘Escalating Concerns protocol' and has plans to raise the awareness and profile of
adult safeguarding. We are reviewing and reprinting information for individuals and
families who may be subject to safeguarding procedures to help them understand
and feel more part of the process and able to contribute.

'In Search of Accountability’ should not be seen in isolation, many of the
recommendations have been incorporated in the Social Services and Wellbeing
(Wales) Act and associated guidance for implementation in April 2016. The Older
Persons Commissioner also reported in 'A Place to Call Home' on her expectations
for the improvement in care for older people in care home settings with timescales
for improvement.

Unit 1 Ty Catrin, Maritime Industrial Estate, Maesycoed, CF37 1NY 01443484524
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The Act requires the Safeguarding Board to have in place an annual plan, to assist in
the development of the plan the CTSAB will be holding a development session in
January to assist in prioritising our work for 2016-2017. This is taking the opportunity
of further reflection on outcomes of the November event, the current plan, our work
on 'No Place Like Home' and the requirements of the Act to produce the annual plan
on actions that the Board will be able to take forward during 2016 -2017.

Dr Flynn in her report also made three specific recommendations for Safeguarding
Boards in relation to our terms of reference, individual safeguarding concerns and
pressure ulcer care.

We can confirm that all three of those recommendations are being taken forward,;
The terms of reference of the Board have been reviewed and amended to ensure
they are clear and focussed.

Individual safeguarding arrangements include an immediate protection plan for the
individual in all cases and this is monitored individually within organisations and
through the CTSAB Quality Assurance sub group.

Cwm Taf University Health Board has adopted and is implementing the 2014 All
Wales guidance on reporting and investigating pressure ulcers. There has been a
noted increase in safeguarding referrals relating to pressure ulcers since its
adoption.

Progress has been made since Operation Jasmine was established but the Board
recognises there is still more to do if we can be of further assistance please let us
know.

Yours sincerely

Gio Isingrini, Lisa Curtis Jones

Joint Chairs of Cwm Taf Safeguarding Adults Board

Unit 1 Ty Catrin, Maritime Industrial Estate, Maesycoed, CF37 1NY 01443484524
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Appendix 1
Report on the Operation Jasmine Workshop held on the 24™ November 2015

The workshop heard from Dr Flynn the author of 'In Search of Accountability’ a
review of the neglect of older people living in care homes investigated as Operation
Jasmine and powerful and passionate accounts of the suffering of individuals from
families of some of the older people who were subject to that neglect.

The workshop then went on to debate four questions and provide some thoughts on
what actions the Cwm Taf Safeguarding Board (CTSAB) could take to help improve
the quality of care in care homes.

Some of the suggestions are already being acted on and the CTSAB will be
considering other actions at a development day in January 2016. The outcomes from
that day will be published as the Boards Annual Plan for 2016 - 2017.

What Does Good Care Look Like?
We identified the importance of good care and the role of professionals in raising an
awareness of what this looks like. The points raised can be summarised as follows:

= |dentifying the smaller things as these could be early indicators of the bigger
picture. For example, it is unacceptable to smell urine, to have dirty nails or
glasses etc. The little details can tell you a lot.

» Raising awareness & an understanding that an omission of care is abuse and
no POVAs doesn't necessarily mean good care

= Recognising the impact of personal stories to remember the reasons why we
are here

= People should be supported to speak up and proper feedback processes
should be in place. Advocacy services should be used as a method for
ensuring individuals' voices are heard.

= Excellent, well-paid, well-qualified staff are a key factor in delivering good
quality care. Staff should be looked after by good employers and there should
be enough staff in each home to deliver personalised care

= Care Home managers should work together to share resources, ideas and
training arrangements

= Mechanisms need to be in place for family members to inform the home of
their loved one's likes/dislikes and assurances should be given that these
have been heard. Family members should be encouraged to raise concerns
and they should be provided with feedback on how these concerns have been
acted on.

Responding To Concerns

We considered how professionals would and should respond in Cwm Taf if there
were reports of a similar nature raised and we agreed that excellent leadership and
management within our care homes is an essential starting point in ensuring that this
is supported.

Unit 1 Ty Catrin, Maritime Industrial Estate, Maesycoed, CF37 1NY 01443484524
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Care home managers must prioritise the care being offered to older people, including
having clear and transparent processes in place linked to clear accountabilities.
Good communication starts when families enter the home. Each establishment
should provide families with a clear statement of their aims, outlining how concerns
can be raised, who to speak to and what standards of care the person and their
family should expect.

Families should be made aware of the complaints procedures and be empowered to
raise their concerns without any fear of repercussions.

There should be effective working arrangements in place for staff within the home to
ensure that the safety of residents is paramount. This needs to be supported through
effective supervision and training and reminding them of their professional, moral
and legal duties to report concerns.

Actions the CTSAB should consider

Dissemination of good practice and intelligence to effectively tackle and understand
safeguarding issues.

Ensure that the roles of all professionals involved in the care and support of the
person is made clear with a common goal being the care of individuals.

Ensure that there are effective safeguarding procedures, in place that is shared with
all agencies and establishments. In addition,

Review and update the Cwm Taf Escalating Concerns policy.

Co-operate with the CSSIW to support the inspection framework and ensure that
effective purchasing and commissioning reporting mechanisms are in place in each
local authority.

Continued development of the Cwm Taf Multi Agency Safeguarding Hub (MASH) to
support us in sharing information and establishing clear processes for people to
report concerns.

Providing Assurance on the Quality of Care
At the workshop, we also considered the ways in which we can assure our citizens
that the quality of care and support provided to older people in care homes is
attentive to their frailty and changing needs.

Again, we consider the role of the Care Home Managers as being key to this and
would encourage good practice in the form of:

= Family events/meetings

= An open door policy

= Being responsive to the concerns of relatives
= Residents meetings

= Questionnaires regarding the quality of care
= Encouraging relative's feedback

Unit 1 Ty Catrin, Maritime Industrial Estate, Maesycoed, CF37 1NY 01443484524
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= Encouraging life history work to be person centred

» Photographs of people who work at the home to be visible to visitors and
residents

= Encouraging the local community into the home

We also consider the roles of nurse assessors, social workers and key workers to be
part of this assurance and to disseminate good practice.

The local authorities and Cwm Taf UHB have a duty to review the service
specifications to ensure high standards are set for care homes and monitor these
through regular contract monitoring visits.

Actions the Board should consider

Ensure that these messages are communicated widely so that we are supporting the
care home sector and partner agencies in carrying out their responsibilities.

Promote the work of the Board with the public and share good news stories,
evaluating care proactively rather than in hindsight.

Raise the profile of adult safeguarding, working in partnership to reassure our
citizens through open and honest communication.

Consider the use of 'star ratings' to improving the quality of services and will
investigate the feasibility of using a 'Trip Advisor' type service so that individuals are
able to share their experiences with others.

Care Home Residents with No Visitors

The needs of those residents without relatives or visitors must be addressed.
Recognise the responsibilities of professionals, including the CSSIW, in being the
‘eyes and ears' for many of these people as in many cases, these individuals are
reliant on the reviewing process for the monitoring of their care.

Many of the 'unbefriended residents' because they lack capacity should be subject to
the Deprivation of Liberty safeguards and have a paid representative supporting
them but those with capacity and self funding are particularly vulnerable.

Share tools such as life history work and memory boxes to help residents and staff
remember and understand personalise the care.

Actions the Board should consider

Ensure that the use of advocacy services within Homes is encouraged so that the
needs, wishes and views of these individuals are heard.

Links with the community and the third sector as a source of support, including the
use of befriending schemes or community advocates.

Unit 1 Ty Catrin, Maritime Industrial Estate, Maesycoed, CF37 1NY 01443484524
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' CF10 4UW

Tel: (029) 2087 2087
B S Neuadd y Sir

= County Hall
.' ',/ Cardiff,

Mr Mark Drakeford AC/AM,

Welsh Government, _....L B!
Cardiff Bay, 'CARDIFF i o
CF99 1NA CAERDYDD Ffon: (029) 2087 2088

12™ January 2016

Dear Mr Drakeford,

Re: Report in response to key lessons from the Operation Jasmine
Independent Review

In response to your letter dated the 22" of September 2015 regarding Dr Margaret Flynn’s
review of Operation Jasmine, | write in my capacity as the Chair of the Cardiff and Vale Local
Safeguarding Adults Board setting out how the board has considered the review and its
findings. Firstly, the C&V LSAB welcome the review and the opportunity for us to respond.

| can also confirm that the Board members and their representatives attended the
workshop held on the 4" of December 2015 which was found to be both thought provoking
and challenging for all of us. During the workshop members were able to discuss and
consider further positive improvements that would guide safeguarding improvements,
future developments and good practice across the care home sector within the board’s
area.

In setting out our response and learning to date of the findings from the key lessons, we
have considered all the recommendations set out by Dr Margaret Flynn, but provide specific
and direct responses and actions to recommendations 1 (i, ii, iii, iv), 2 (i, i, iii, iv) and 3 (i, ii,
iti) specifically. The actions have been listed within an attached table format for ease of
reference.

Whilst recommendations 1 (i, ii, iii, iv) are directed specifically at the residential and nursing
home sector, statutory partners within the Board have been instrumental in implementing
key improvements to ensure that the sector strives to provide good quality, safe and

dignified care. These improvements have been highlighted in the table report.

Yours sincerely,

Tony Young,
Director of Social Services
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