SSAB Learning Lessons: Mendip House

Key considerations for practice arising from the review
Practice Briefing Note
Mendip House, March 2018

From the
Somerset
Safeguarding
Adults Board
(SSAB)

What is a Safeguarding Adults Review?
The SSAB, as part of its Learning and Improvement Policy,
undertakes a range of reviews and audits of practice aimed at
driving improvements to safeguard and promote the welfare of
adults at risk. A key duty is for Boards to commission
Safeguarding Adults Reviews (SARs), when:

Thank you for taking the time
to read this briefing sheet. It
is one way by which we are
supporting multi-agency
professionals working with
adults at risk, or families to
learn from practice.

•

This briefing sheet pulls
together key messages
arising from local case
reviews.

SABs are free to arrange for a SAR in any other situations
involving an adult in its area with needs for care and support.

We ask that you take time to
reflect on these issues and
consider, together with your
team/s, how you can
challenge your own thinking
and practice in order to
continuously learn and
develop and work together to
improve outcomes for adults.
This document includes a
feedback sheet to capture
how you have used this
learning.
The practice briefing will also
be disseminated to training
providers to ensure content
is included within or informs
safeguarding adults training.

•

an adult in its area dies as a result of abuse or neglect,
whether known or suspected, and there is a concern that
partner agencies could have worked more effectively to
protect the adult
an adult in its area has not died, but the Board knows or
suspects that the adult has experienced significant abuse or
neglect.

Reviews should determine what the relevant agencies and
individuals involved in the case 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.

Mendip House Safeguarding Adults
Review
A SAR was commissioned following a whole service
safeguarding enquiry into allegations of the mistreatment of
residents living at Mendip House, a care home for adults with
autism near Highbridge run by the National Autistic Society.
None of the people living at Mendip House were Somerset
residents; however, the review findings and recommendations
include important learning for all about the commissioning and
monitoring of out-of-area placements.

How you can make a difference
Take some time to think about what these key messages mean
for your practice. Ask yourself:
•
•

Can I make changes to my own practice?
Do I need to seek further support, supervision or training?
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Carrying out effective reviews and visits with providers
• Ensure that the person has a voice and that it is heard.
• Maintain your professional curiosity throughout.
• Reviews should be part of the overall monitoring and safeguarding process which
goes towards checking people are receiving good quality, safe services.
• For people with complex needs and histories a review should be a process, rather
than a one-off meeting sitting in a manager’s office. If a service attempts to get you
to conduct a review in this way make your expectations clear.
• The aim should be to gather and consider all relevant information needed for that
particular moment. Reviews should be proportionate, and for some people’s
circumstances - particularly where they have difficulty advocating for themselves or
lack capacity - this requires more enquiry and consultation with others who know
them well.
• A face to face visit with the person you are reviewing is an essential requirement of
the review process, even if you have to do more than one visit to enable this to
happen. If you arrive to find that you are not able to meet the person arrange to visit
again, establishing a clear expectation that you wish to see them.
• Families are an under-used source of information. They know their son or daughter,
mother or father best and may have the most contact with the service. Sometimes
families have had concerns, but have not formulated them or spoken with anyone
outside of the service provider. It is good practice to offer families a chance to speak
to you privately, in person or via a phone call.
• Try to foster positive, though objective, relationships with staff – they can be good
sources of information and may want someone to talk to if they have concerns. A
review visit by an enquiring professional can sometimes trigger a staff member to
whistle-blow about the concerns they have.
• When visiting services that describe themselves as ‘specialist’ ensure you gain
evidence that care is effective, high quality and evidence based - don’t assume
everything is alright without seeing the evidence for it. Never assume that a service
is providing specialist care because of the way it describes itself.
• The emphasis should always be on assuring yourself that the care is good and the
environment is safe by considering all the evidence, not just believing what you are
told or reviewing written information only. Never accept explanations that attribute
concerns that you may have identified to a person’s behaviour on face value.
• When reviewing someone with complex care needs ensure you view copies of their
Support Plan, Behavioural Support Plan, Communication Profile, Epilepsy Profile,
Health Action Plan, risk assessments as relevant. Are you assured that they reflect
the person’s needs? Are they up to date? Are they regularly reviewed? Or are the
records haphazard, containing conflicting, out-of-date, information?
• Questions to consider throughout the review process: Does the service feel right?
Are people well supported and safe? Does the person have a voice in their care?
Ask questions, and ask for the evidence to back up and support what you are being
told (e.g. if they say someone has 1:1 for 12 hours a day, ask to see the staff rota).
Are the staff experienced? What is the rate of agency staff use? Where are night
staff located, will they hear/be able to be alerted if something happens in the night?
• Reasons to invest additional time to the review process – e.g. Where someone’s
review is overdue; the person lacks capacity; there is no allocated worker; and/or the
person is placed outside of the local authority area.
Useful further reading:
https://www.thinklocalactpersonal.org.uk/Latest/Outcome-focused-reviews-A-practical-guide/
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Ensuring effective practice: recommendations
Individual / family
• See the person, and spend time with them in their environment
• Meet / speak with families separately as part of the review process
• Include advocates as needed, even if family members are involved; advocates
support the family too
• Ensure the person that is the subject of the review has a voice and is heard
• Look for evidence of how people spend their time, rather than just accepting a
care plan or timetable
Provider
• Discussions need to be honest and open in terms of quality, expectations, market
needs and their position
• Providers and commissioners should work together to problem solve, support,
share information and establish links across the market
• Building positive working relationships with providers is essential, as well as
monitoring. It encourages better incident reporting and earlier intervention
Operational social care teams
• Ensure adequate preparation for reviews – this should include checking
safeguarding concerns, reviewing the case notes and incident reports. Reviewing
is a process, not one form, one visit, one conversation. Seek to be inquisitive.
• Reviews can take different forms and need to be proportionate
• Do not take information at face value – check, cross-reference. Ensure decisions
about continuing placements are based on evidence, such as what is being
achieved with and on behalf of individual residents
• Health input is critical – consider opportunities to undertake joint, holistic reviews
of health and social care needs where feasible
• Observations are critical: spend time with the person and monitor the environment
and staff interactions
• The ‘family test’- would you be happy walking away if your mother, father, sister,
brother or other family member was living there?
• Establish eligibility and mental capacity in relation to decisions relating to care
provision / care planning
• Ensure your documentation is proportionate and accessible.
Commissioners of services
• Be clear about what’s needed in the provider market, and what is available
• The commissioning task is more than that of place-hunting: commissioners are
stewards of the public purse and the agents of people they support; examine how
fees are being spent on their behalf. Are providers delivering what has been
purchased? Are specialist services delivering specialist support?
• Notify host authorities of prospective placements in their area
Quality / Contract monitoring
• Check the latest Care Quality Commission reports before reviewing
• Ensure frequency of Quality Assurance monitoring and a consistent approach to
contract monitoring
• Be clear of monitoring processes and approaches for both local and out-of-area
placements – can these be enhanced?
• Aggregate information and intelligence about provider services, pool this with the
host authority’s safeguarding referrals and engage closely with the Care Quality
Commission
With special thanks to Jane Stroud and the Somerset Reviewing to Improve Lives team
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Learning Lessons - Feedback Sheet
Please return completed feedback to: ssab@somerset.gov.uk

Your name
Agency
Date
This briefing was cascaded to:
(e.g. all district nurses; duty social workers etc.)

This briefing was used in:
(e.g. supervision with X number of staff; team meeting; development event etc.)

Action taken as a result of the learning:

Other feedback / discussion points
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