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1.
BACKGROUND

1.1
MP moved from sheltered housing on 2 June 2001 to live with extended family members. On 6 July 2001 the emergency services attended at the house and found MP dead on a bed in a first floor bedroom.  At the time of her death MP was 78 years of age.

1.2
When the emergency services attended it was found that the house was smelly and in a filthy state. Carpets were tacky with accumulated filth and in some areas dog faeces. The house was found to lack proper sleeping or bathing arrangements to meet the needs of the occupants, one adult male, two adolescent boys, an adolescent girl and an elderly lady.

1.3
Although MP had only lived at the address for about five weeks before her death, a post mortem examination revealed that there were 49 separate injury sites on her body. The injuries consisted of bruises, lacerations and burns. The cause of death could not be positively ascertained, pathologists providing two possible causes, a natural cardiac event or smothering. One pathologist described significant evidence of elderly abuse and both agreed that the injuries had been inflicted over a period of weeks. It is important to note however that no injuries were apparent on MP when she had moved on 2 June 2001. 

1.4
Despite police enquiries and the submission of papers to the Crown Prosecution Service it was decided that there was insufficient evidence to show either exactly what had caused MP’s death, or who had inflicted her injuries.

1.5
An inquest was held to inquire into MP’s death on 24 and 25 June 2002. During the inquest, Her Majesty’s Coroner Mr CP Dorries described the very substantial injuries to MP, which he concluded were due to abuse carried out by unknown persons. Faced with no conclusive evidence as to the actual cause of death the Coroner returned an ‘Open Verdict’. 

1.6
The Coroner during his summing up said that he was always keen to take opportunities to learn lessons which may avoid future deaths. He considered whether to suggest to Social Services that such a case should be handled differently in the future. He concluded this part of his summing up by saying,

“However, whilst hindsight is a wonderful thing, I do not believe that any reasonable suggestion of different action could be put forward and it is not my intention to make any report under rule 43 of the Coroners Rules 1984.”
1.7
Although the Coroner chose not to make a report under the Coroners Rules, the Executive Director of Sheffield Social Services decided that a review into the death of MP should be held in order to learn lessons and improve practice.

1.8
The Interim Chair of the Sheffield Adult Protection Committee chaired the Review. Membership included the Adult Protection Co-ordinator together with representatives of Action on Elder Abuse, Sheffield Older Peoples Housing Services, Social Services, Legal and Administrative Services, South East Sheffield Primary Care Trust and South Yorkshire Police. 

1.9
The terms of reference for the review were:

“To explore the circumstances surrounding the death of MP including her move from sheltered housing, any support arrangements for living with her family and inter-agency co-operation in investigating her death. The purpose of the review was to draw on the lessons to be learned from this case and make recommendations aimed at preventing a similar tragedy.”

1.10
The first meeting of the review group took place in October 2002. Each of the agencies involved with MP were asked to provide a report outlining their involvement and identifying possible opportunities for intervention. These were circulated among the review group and discussed at review group meetings. This process developed a chronology of MP’s contacts with the agencies from 1985 onwards.  

1.11
It became clear when compiling the chronology that during her time in sheltered housing MP was a fairly independent woman who had gradually found greater difficulty in looking after herself. On occasions the activities and lifestyle of MP and her visiting grandchildren had caused problems for other residents. Although the decision to move from sheltered housing seems to have been freely made by MP the chronology and individual agency reports revealed that there were a number of opportunities for intervention which, had they been taken, might have prevented or delayed the move from sheltered housing. These include:

· Between 1991 and 2001 the fire brigade attended at 10 reported instances of minor fires within MP’s sheltered accommodation. This indicates that MP may have been a danger to herself and other residents. Although these incidents were reported to management within Sheffield Housing Services little action was taken to resolve the problem.

· There were many indications of MP’s ongoing health problems over a number of years. These included falls, breathing difficulties and depression. There are no indications that National Health Service Over-75 checks or holistic assessments were carried out in an attempt to seek interagency co-operation to resolve problems.

· There were indications that MP may have been financially abused and on one occasion in 1999 MP reported to a member of staff that one of her grandchildren had hurt her arm. The move from sheltered housing went ahead despite these indications and visits were not made to judge the suitability of the accommodation or the advisability of a move from sheltered housing.

1.12
Professionals engaged in adult protection work face many difficult dilemmas and challenges in several areas of practice. Although these have been highlighted during the review into the death of MP they exist in some form in virtually all adult protection cases. It is hoped that discussion in this report will serve to draw lessons from this tragic case and to improve practice when seeking to protect other vulnerable adults. The areas identified by this review are: 

· Self Determination.

· Risk Assessment.

· Routes of intervention.

· Monitoring Practice and Process.

· Adult Protection Awareness Raising and Training.

2.
SUMMARY AND FINDINGS

The areas identified above will now be discussed and recommendations following from them highlighted. Some recommendations apply to more than one area.

2.1
Self Determination

2.1.1
The issue of self-determination when dealing with a case of adult protection is one that troubles professionals in a way that is not apparent in child protection cases. This is understandable as adults have the right to determine their own fate and can make choices to live in an abusive situation that causes them significant harm, for example, situations of domestic abuse. Professionals are wary of intervening in abusive situations if the adult does not want them to do so because of human rights and other issues. These dilemmas are very real for professionals but can lead to a policy of non-intervention which conflicts with the professional “duty of care”. 

2.1.2
In the case of MP there were indications of self-neglect, depression, falls, lack of money, debts, poor diet, possible financial abuse and frequent fires which put MP and others at risk. Despite these indications a meeting of professionals was never called, or a referral to a social services assessment team made until April 2001 because MP did not want the involvement of Social Services. She was however clearly in need of help and some form of intervention to resolve the problems she was facing.

2.1.3
Once the referral to Social Services was made, although their were signs which might suggest financial abuse, a strategy meeting under adult protection policy and procedures was not called because, when asked, MP made no disclosure herself of financial abuse. She was seen to have capacity to make her own decisions and she was clearly saying that she wished to move to live with her family. In fact, a strategy meeting could have been called in order to discuss the concern of professionals that she was the subject of financial abuse and to plan how this could be further investigated.

2.1.4
No Secrets (6.2) states:

“The first priority should always be to ensure the safety and protection of vulnerable adults. To this end it is the responsibility of all staff to act on any suspicion of abuse or neglect (see the Public Interest Disclosure Act 1998) and to pass on their concerns to a responsible person/agency.”

2.1.5
If an adult is not “vulnerable” under the definition of No Secrets then they are deemed able to protect themselves from an abusive situation if they so choose. However, when an adult is “vulnerable”, by definition they will find it difficult to protect themselves from actual or potential abuse without the intervention of outside agencies. In these cases the fact that a vulnerable adult states that they do not want intervention should not stop professionals from sharing their concerns and information under adult protection procedures. If the vulnerable adult, having had all possible options put to them then decides they wish to remain in the abusive situation and has the capacity to make this choice then professionals will have fulfilled their professional duty of care.

(Recommendations 1, 2, 5, 11, 12 and 14)

2.2
Risk Assessment

2.2.1
The chronology of events and concerns in the case of MP highlights the need for an ongoing assessment of risk. The chronology details many instances of medical treatment provided for MP but there were no indications of proposals for future treatment or holistic assessment to deal with the causes rather than the symptoms of her problems. It is apparent that there were concerns regarding her ability to care for herself and the risk she posed to herself and others for a number of years. These concerns are best illustrated by the ten separate reports of fire in MP’s sheltered accommodation between 1991 and 2000. There were also concerns regarding the relationship she had with her grandchildren, and an ongoing theme of the grandchildren presenting as a source of annoyance/nuisance to other tenants.

2.2.2
However the available information was not shared in any multi-agency forum. MP seems not to have been viewed as vulnerable in the sense that she had capacity to make her own decisions. If the information held by various agencies involved with MP had been put together it would have been seen that here was a vulnerable elderly lady about to move in with her family and that this move was not necessarily going to be positive. 

2.2.3
These general concerns, coupled with indications that MP may have been subjected to physical and financial abuse in 1999, and concern about the possibility of financial abuse during April 2001, should have led to a strategy meeting being called which might have presented a fuller picture to professionals and had some influence on whether the move from sheltered housing went ahead.

2.2.4
There had been references to MP’s lack of control over her own finances, indications of physical and financial abuse, grandchildren pestering MP and the other residents for money, giving her used electricity tokens, and also concerns that the family were always arguing with MP. 

2.2.5
Despite this, MP was judged to be making a move that would be beneficial to her. It was thought that her family would care her for and that this would provide a solution to the problems of self-care previously highlighted.  With the exception of the warden of the sheltered housing scheme, professionals adopted a rule of optimism that allowed them to believe that MP would be moving to a protective family environment.  A thorough risk assessment may well have raised awareness of possible problems for MP and family members if she went to live with them. The problems that could have been discussed were not only those in relation to adult protection concerns but also those that related to her personal care, for example, who was to assist her with bathing. These could have been raised more fully with MP prior to the move and may in turn have led to follow up visits being made to monitor her well being after the move was made. This highlights the importance of a full risk assessment being undertaken.

2.2.6
However, it is also important to acknowledge that if MP had been determined to make the move, professionals would not have been able to prevent her from doing so despite concerns having been raised.

(Recommendations 1, 2, 3, 4, 5, 8, 11, 12 and 14)

2.3
Routes of Intervention

2.3.1
As stated above, professionals have limited powers of intervention in adult protection cases when the adult has capacity to make their own decisions. Although, in the case of MP, a strategy meeting could have been called to plan an investigation into the suspected financial abuse the move to live with her family could not have been prevented if MP had still wanted to go.

2.3.2
The only possible legal intervention that could have been considered to remove MP from the sheltered housing scheme, or from the care of her family once she had moved to live with them, would have been found in Section 47 of the National Assistance Act 1948. This could have been considered on the basis that MP was aged and infirm, living in unsanitary conditions, unable to care for herself and in addition removal was in her own interests or necessary to prevent injury to the health of, or serious nuisance to others. 

2.3.3
However, the threshold for intervention under Section 47 is very high as it is the only legal route to allow removal of an adult with capacity from their home against their wishes. In the case of MP, although it could perhaps have been argued that the conditions were met, in reality it would have been extremely difficult to convince the Community Physician, whose agreement is required, that action under this section should be taken. 

2.3.4
Similarly, although the Coroner concluded that the injuries to MP’s body were due to abuse, a criminal prosecution could not be brought because the person or persons responsible for causing the injuries were not identified. 

2.3.5
The inability of the criminal law to hold someone responsible for a death or injuries in these circumstances caused the review team great concern. When situations arise where a number of people fall under suspicion of causing injury to a vulnerable person it is possible for them to claim no knowledge of who caused the injuries and thereby escape criminal prosecution. In this particular case the adult member of the household must have been aware of MP’s ordeal and deteriorating condition yet took no steps to summon medical treatment. The authorities may wish to consider whether a legal duty might be imposed on adult carers to summon medical treatment for vulnerable people when this is obviously required. This would at the very least prevent neglect. There seems to be no reason why such a duty, which exists for children, should not be used to protect vulnerable adults.

(Recommendation 13, 14)

2.4
Monitoring Practice and Process

2.4.1
Prior to the concerns of possible financial abuse of MP being raised there was an issue of her ability to care for herself, and also whether this inability constituted a risk to herself and others. 

2.4.2
MP, as stated previously was living in dirty home conditions, suffered frequent falls, had been depressed and had caused a number of fires to her cooker which could have put other residents at risk. There had also been a possible incident of financial and physical abuse of MP in 1999.

2.4.3
The warden of the sheltered scheme had reported these concerns to management but action was not taken with regard to a referral to Social Services Assessment Team until April 2001.

2.4.4
There did not appear to be a management strategy for dealing with the risk to other residents from the fires started by MP. Management have a responsibility to ensure that staff are aware of the Adult Protection Procedures and that these are followed. There is also a need to ensure that the necessary referrals are made to Social Services or the Police when a case of adult abuse is reported to line managers.

(Recommendations 5, 6, 7, 8, 9, 10, 11, 12 and 14)

2.5
Adult Protection Awareness and Training

2.5.1
There were two occasions when the adult protection procedures could have been initiated in the case of MP. The first, in 1999, when there were suggestions that MP had been physically abused and had had money taken from her.  The second was the suspected financial abuse during 2001.

2.5.2
Sheffield has well developed practice guidelines for professionals working to protect vulnerable adults. However it is clear from the circumstances of this tragic case that practice lags behind process and that guidelines need to be complemented by a thorough understanding of the signs of adult abuse among frontline staff. Senior management in all agencies need to ensure that policy and management supervision of processes lead to recognition of abuse and the instigation of action to prevent it continuing.

(Recommendations 9, 10, 11 and 14)  

3.
CONCLUSION

3.1
The Sheffield Adult Protection Committee was established in 1995 as a multi-agency forum seeking to protect vulnerable adults. Sheffield Adult Protection Committee ‘Joint Agency Procedures On Working With The Abuse Of Vulnerable Adults’ were circulated among all contributing agencies as early as February 1997. These have been revised on several occasions to take cognisance of developments, particularly the issue of Government Guidance ‘No Secrets’ in March 2000. 

3.2
Between 1995 and the present date, and particularly in the three years since the publication of ‘No Secrets’ processes and systems have been put in place aimed at preventing the abuse of vulnerable adults.

3.3
It may be, given the developments in adult protection procedures, particularly over the last three years that some recommendations made in this report have already been adopted. However senior management within individual agencies are urged to consider the recommendations and agree a date to report progress on implementation through representatives to the Sheffield Adult Protection Committee. 

3.4
When tragedies such as the one described in this report occur it is understandable that the public may perceive that an individual or agency must be at fault and therefore to blame. A thorough police investigation did not provide evidence for prosecution and Her Majesty’s Coroner did not criticise the agencies involved. 

3.5
It is a sad fact that the horrific treatment meted out to MP resulted from the barely believable and evil behaviour of unknown individuals. Faced with this no one, including the agencies and staff involved in this case, can have anticipated the appalling outcome. It is hoped though that given the benefit of hindsight lessons will be learned.

3.6
This review has therefore not sought to apportion blame but to examine all the circumstances and make recommendations seeking to improve the protection of vulnerable people and to prevent further tragedies such as that met by MP.

MP REVIEW

RECOMMENDATIONS
RECOMMENDATION 1

Health professionals should ensure that in cases where depression has brought concerns about self-harm, action is taken to ascertain the reasons behind the depression and refer appropriately. If referral is made to another agency the fact that referral has taken place should be recorded.

RECOMMENDATION 2

Health professionals should ensure that patients presenting with multiple problems should be offered an Over-75 check and that single assessment documentation is completed and shared as appropriate with relevant agencies according to Caldicott guidance.

RECOMMENDATION 3

Health professionals should ensure that requests from Hospitals for GP follow up treatment and monitoring are promptly acted upon. In the event of a lack of patient co-operation delaying treatment this should be recorded.

RECOMMENDATION 4

Health professionals should ensure that where ongoing medical problems exist proposals for future treatment are recorded. 

RECOMMENDATION 5

Sheffield Housing Services should ensure that when vulnerable tenants are experiencing difficulties in living conditions, indicating an obvious lack of self-care, referral is made to Social Services.

RECOMMENDATION 6

Sheffield Housing Services should examine their policies on actions that are taken when problems concerning the welfare of residents are reported to management.

RECOMMENDATION 7

Given that there were indications that MP was short of money this ought to have raised concerns about how and by whom her benefits were being spent. All agencies should ensure that concerns of this nature are recorded and properly acted upon.

RECOMMENDATION 8

Between 1991 and 2001 the Fire Brigade attended at ten separate reports of fire at the flat. This raises questions both of the safety of MP and other residents. Sheffield Housing Services should ensure that where such situations arise these are properly recorded along with actions taken to remove the risk.   

RECOMMENDATION 9

Sheffield City Council should ensure that all staff likely to come into contact with vulnerable adults attend the adult protection basic awareness course and are conversant with adult protection procedures. 

RECOMMENDATION 10

All agencies should ensure that policy guidance is provided to staff, making it clear that if allegations of abuse of vulnerable people are made adult protection procedures must be followed. 

RECOMMENDATION 11

Sheffield Social Services should ensure that staff do not place issues of self-determination and other ethical concerns before the need to ensure at least exploratory actions to prevent abuse.  In cases where concerns have been raised follow up visits should be made in line with the duty of care to ensure the safety of vulnerable people and provide appropriate assistance.

RECOMMENDATION 12

Sheffield Housing Services should develop effective mechanisms for investigating reasons for quitting sheltered housing tenancies and develop referral mechanisms as appropriate. 

Upon referral Social Services should assess and advise on the impact of proposed moves and the suitability of the proposed accommodation both on a physical and social level. Social Services should also assess the need for the continuation of existing services e.g. bathing.

RECOMMENDATION 13

The Department of Health and the Home Office may wish to consider whether legislation is required to establish a ‘duty of care’ for the carers of vulnerable adults. This should include family members and unpaid carers.

RECOMMENDATION 14

Management in all agencies should ensure that multi-agency adult protection procedures are followed by all staff involved with vulnerable people, from the point of initial concern through to adult protection case conference. Management should ensure that they review the effectiveness of how adult protection procedures are operating in practice. 
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