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Abstract
Serious case review was neither envisaged nor mandated in the original No Secrets (Department of Health 2000) although individual authorities have issued protocols in the intervening period.  Recognising that there would always be a need to look back and to learn from challenging cases, Kent was one of the first authorities to put in place a mechanism for referral and conduct of these reviews. In this paper I summarise the way this process is set in train, and what we have learned from the reviews we have undertaken to date. I write as the independent chair of the Serious Case Review Panel, and as an occasional chair of one-off inquiries for other authorities which I also refer to for comparison. 
Introduction and Background
As is evident from other papers in this issue, Kent and Medway local authorities serve a wide and diverse population and include a mix of urban and rural economies, currently dealing with around 1,200 adult protection referrals each year (Cambridge et al, 2006).  Kent was the site of early development of generic adult protection policies (Brown and Stein 1998) having pioneered previous work on both elder abuse and the sexual abuse of adults with learning disabilities.  Kent and Medway give adult protection a priority and this is reflected in roles and processes.  The Safeguarding Vulnerable Adults Board is chaired by the Director of Adult Services and specialist safeguarding work is carried out by a policy co-ordinator.  There is also a full time adult protection training consultant and adult protection/ safeguarding vulnerable adults co-ordinators work at district level in Kent and across Medway managing cases and overseeing case conferences.

The Panel which I chair was set up in 2006 and we have conducted four serious case reviews (SCRs) and one formal debriefing exercise in Kent and Medway in that time.  These cases are the first five outlined in Table 1 and illustrate the range of difficulties and characteristics associated with SCR.  The last three cases are other reviews I have been involved with and are included for comparison (details in all cases have been changed to protect the anonymity of individuals).  
Table 1: Summary of cases subject to serious case review 

	Date
	Summary
	Main issues 

	Kent

2003-4
	 Ms. D…
	A disabled young woman living with her family was subject to ongoing neglect of her basic everyday needs and reliable medical intervention, died at age 27 of complications related to her epilepsy. Arguably she should have been taken into care as a child as difficulties were ongoing from early age but her case was framed as a need for support not protection. The case preceded the MCA 2005 and the professional network felt paralysed to act in relation to neglect of her as a vulnerable adult.

	Kent 2005-6
	Mrs A…
	A frail older woman had been living with her son who had mental health problems of his own, perhaps complicated by his not wanting to give up the family property, but he could not care for his mother and she was intimidated by him. In response to challenges he changed her GP 10 times and was erratic about allowing carers into the house to perform personal care tasks for her. His mother was eventually admitted to hospital but with severe dehydration and bedsores: she died shortly afterwards.  

	Kent

2007
	Ms X …
	Disciplinary action was taken against a worker who allegedly hit a resident with learning disability in an old fashioned learning disability service since re-provisioned. Prosecution was considered but did not go ahead. There was confusion about how to dovetail disciplinary action taken by the employer with police investigation. The CPS then decided not to prosecute. It is unclear what role management shortcomings had as a contributory factor to her actions.

	 2007-8
	Mr Y and Mrs Z
	Mr Y’s, (an older man) death in a residential home was partly brought about as a result of  having been injured in a previous placement and exacerbated by less than optimal handover and coordination with community nursing. Meanwhile Mrs Z who lived in the same home was also allowed to become acutely ill before being admitted to hospital. 

	2008
	Unit XX
	An informal debriefing was conducted for staff in a community hospital where the introduction of the safeguarding process to address two complaints had been perceived as heavy- handed leaving staff feeling demoralised and less motivated to provide better care.

	2007
	A.N Other Trust 
	A man with learning disabilities and chronic health problems struggled to manage his condition in relation to  professional and family dynamics; professionals, from health and social care, were unclear when and whether he had capacity to make decisions about how to deal with his medical condition.

	2007
	Local Authority N
	Several members of staff were prosecuted for verbally and physically abusing residents with learning disabilities in a private sector home which seemed to have provided  insufficient management and supervisory input. 

	2007-8
	A.N.Other Borough
	 A young man committed suicide after being the victim of a violent crime and in a borough where the professional network  experienced difficulty in organising a mental health service to meet his needs.


The panel’s terms of reference require it to review serious cases in order to: 

· establish whether there are lessons to be learned from the case about the way in which local professional and agencies work together to safeguard vulnerable adults

· establish what those lessons are and how they will be acted upon and what is expected to change as a result

· improve inter-agency working and better safeguard vulnerable adults.

Other agencies have similar mandates but with terms of reference generally set up on a case-by-case basis. 
Criteria for serious case review

The ‘seriousness’ of cases referred to serious case review conflates a number of concepts: clarifying these helps to streamline referrals and underscore the function of the SCR process itself.  In No Secrets (Department of Health, 2000) seriousness is discussed in terms of the impact of abuse on the vulnerable victim, the intent of the perpetrator, whether the abuse constitutes a criminal offence and whether there is a continued risk to the same vulnerable person or other potential victims. 

In the Kent and Medway SCR protocol, the criteria for SCR mirrors these considerations but these are elaborated to stipulate that a review should take place for those cases where 
· there has been a death or life threatening injury or  
· a serious sexual assault or an assault of such severity that it has left a permanent impairment.  
In other words the severity of the abuse and its impact on the victim is a first stage in a screening process for SCR.  The Kent and Medway protocol also includes cases where there are major concerns about the perpetrator or perpetrators, for example, where the abuse has taken place in an institutional setting, is seen as part of an abusive culture, and/or has been perpetrated by multiple abusers, indicating that these might be forms of abusing that are seen to be more intractable or likely to be repeated. Without accurate risk analysis, the complaint making process becomes as indiscriminate as if aviation authorities were required to invest as much in the case of an airline passenger who has waited too long for their gin and tonic, as for the mechanic who wants to report a fault or the pilot who needs to draw attention to a near miss. 
If this threshold is reached there is an additional consideration to take into account in the decision as to whether or not to commission an SCR and that is to do with whether the case gives rise to concerns about the way in which ‘local professionals and services worked together to safeguard vulnerable adults’.  In other words, a case might be serious because of the devastating effects it has had on an individual, or because of the complexity of the abusers and their motivation but it should only be presented for review where it has proved too much for local safeguarding practice to deal with.  A complex case that has been handled well could also prompt learning for local services but may not need to be the subject of an SCR.

Cases can be referred to the panel by anyone concerned about the way a case has been managed within the safeguarding processes and usually come via the Safeguarding Adults Board.  If the case is deemed to meet the criteria outlined above, an initial process of scoping is carried out so that the panel can take a focussed approach, unpacking the elements of the case that warrant further attention so that effort can be directed towards those parts of the agenda that need to be moved on.  Other forums for practice development, audit and review have been developed to work alongside the SCR process so that it can be reserved for the most serious and complex cases.
In developing a way of working, we drew on experience of sister processes in relation to safeguarding children and serious untoward incident review in the NHS, while trying to keep a distinct and multi-agency focus in the SCR context.  In each case an attempt is made to develop a retrospective understanding of events balanced by a commitment to future change whilst being aware that such work presents moving targets as individuals leave, organisations morph and new legislation comes on stream.  It sometimes feels as if we are plugging last year’s gaps while next year’s are yawning in front of us - and we struggle with how best to put our learning back into the public domain without compromising the confidentiality and integrity of individuals and partner agencies. 

How does SCR fit in with other processes?

When adult protection procedures were first laid down distinct strands of the process of assessment, planning and investigation were identified (Brown et al 1998).  These pertained to: 
· the victim in terms of their requirements for support, recovery and redress 

· the perpetrator in terms of the need to either support, train and assist them and/or to apply sanctions through criminal prosecution, disciplinary procedures, professional regulation or barring from the workforce

· the service in terms of information, training, support, quality assurance and regulatory action geared to improvement or closure, and 

· the wider service system including the commissioning and contracting mechanism and the efficacy of the service model and its governance

When adult protection was first introduced it was envisaged that these could all be attended to in the closing case conference reviewing evidence from the investigation and the subsequent protection and prevention planning stages: this array of potential outcomes is set out in Table 2.  So what has happened in the intervening ten years that makes this seem like such a tall order? 

Table 2: Layers of outcome

	For the victim
	Immediate safety

Long term protection

Redress

Support for Recovery

	For the perpetrator
	criminal justice system

employment law/ disciplinary

barring from workforce

other enforcement for example injunction

extra help or enhanced care package if family member

extra help,  training or supervision if staff person



	For the service
	Improved practice

Increased funding

Increased professional advice and consultation

Scrutiny or regulatory action

Regulatory enforcement

Closure 

	For the commissioning network 
	Changes to contract 

Change of funding

Re-provision

Change to interagency support 

	For national policy or legislative agenda
	Serious case review, SUI or public inquiry

Acknowledgment of gaps in powers or duties




At the outset, safeguarding was one of many management functions conducted by different departments within adult social services but has fundamentally shifted as service provision has become more diverse, independent and personalised.    It is no longer a residual backstop but a primary means of interfacing with vulnerable adults using different systems of finance, including individual budgets and self-funding.  It now operates in relation to people served by different sectors including the NHS, (which has its own statutory governance and regulatory processes), residential services in the private, voluntary and independent sectors, individualised and brokered services and family based care.  These fundamentally shift the emphasis,- by way of example, in the United States, the safeguarding process is used as a gateway to services because risk of abuse is one factor signalling a threshold for receipt of publicly funded services, whereas in Scandinavia it would be seen as a backstop for a raft of other quality assurance mechanisms.  It is also potentially a route into the criminal justice system for cases where a criminal offence has been alleged or committed and one way of involving the police in the process of assessment and  investigation.  
Secondly, the volume of adult safeguarding cases has risen exponentially across the country, and this has been evidenced locally (Cambridge et al, 2006). This inevitably increases workload pressures on those conducting investigations and convening case conferences, whether at senior practitioner or district manager level.  Moreover, handling the outcomes at each of these levels is time consuming and requires access to a raft of agencies, mechanisms and resources.

Thirdly, these cases increasingly present issues of multiple accountability and the need for parallel processing of related mechanisms, for example the need to progress criminal prosecution alongside disciplinary action (see West 2006) and supervisory input; the dovetailing of serious untoward incident and complaints procedures; and the examination of multi-agency decision making and action planning.  Managing outcomes in relation to such a range of cases in terms of all these agendas has therefore escalated into a complex matrix of tasks where the aim is to resolve the issue as near to the person as possible and as informally as it is safe to do so. Alongside the operational imperatives is the need to channel learning from individual incidents into a wider service and professional context and network in ways that contribute to improved standards and governance (see Table 2) and it is this function that the SCR often steps in to effect. 
Layering safeguarding activities

As the lead agency the local authority has to maintain an overview of investigations without necessarily conducting them all. Graduated investigations, can sometimes be carried out internally ‘under license’ from the local authority, to free up specialist resources such as adult protection co-ordinators’ time to manage the organisational agenda rather than the detail of each individual concern.  Where such arrangements have not been formalised, cases are sometimes closed without all these work-streams being attended to.  
Serious case review essentially audits outcomes at all of the layers set out in Table 2 but specifically focuses on the systemic issues and the service development agenda rather than those which are  particular to the individuals concerned.  Information about a vulnerable adult who has been harmed, or a perpetrator who has yet to come to justice may well  need to be revisited as part of a confidential audit but resolving these individual elements of the case should remain the responsibility of the original team and be referred back into their process of case conferencing. 
In one of the SCR’s referred to above there was a successful prosecution of care staff but the review  identified the need for further assessment of the needs of the people harmed by the perpetrators.  Although their immediate safety had been secured and new placements made, redress had not been sought on their behalf and no specific therapeutic interventions had been proffered.  It was suggested that these issues be referred back to a reconvened strategy meeting so that they could be taken out of the review process and contained within a more confidential framework.  This left the review team with the capacity to focus on systemic issues including interagency communication,  early warning signs and how awareness of these could be built into commissioning and accountability.

Serious untoward incident (SUI) reporting in the NHS also occupies this middle ground between attending to immediate and individual issues and the corporate responsibility and organisational learning that should flow from them.  The methodology used by the National Patient Safety Agency which oversees governance in NHS run services is that of root cause analysis which provides a systematic way of analysing the failures which have led to adverse incidents.  Not all of the abuses that vulnerable people are subject to fit neatly into the linear model this presupposes or lend themselves to the kind of individual and contained ‘incident report’ on which this system is predicated but there is considerable overlap. 

There are elements of this approach but three central features that are shared with SCR,- 

· A method of describing and schematically representing the incident sequence and the conditions which contributed to it

· A method for identifying critical events and active failures

· A method for investigating management and organisational factors which allowed it to happen.

The model was originally designed to address one-off medical accidents which are conceptualised as the endpoint in a causal chain of events - as if many other cases might have travelled some way down the same  track but have been halted by luck or judgment at an earlier point. Each incident therefore, represents other near misses.  The SUI sets out to identify very specifically what went wrong within a known and predictable sequence of events. Three levels of causation are identified and these roughly translate to the commissioning and management level, the provider level or front-line staff /direct patient contact level. Where SCR goes further than SUI is that it has to maintain a specific remit in relation to interagency working but there is no reason while this cannot be built into a shared methodology enhancing the SUI by broadening its focus, and sharpening the SCR by including root cause analysis. This meets the need for both internal governance and external scrutiny.
The need for SCR has therefore grown as the system has become more complex and multi-layered. This complexity requires different levels and methodologies to be adopted reflecting the nature of the abuse and the risks it represents as well as the coherence of the professional network and inter-agency arrangements under review (Cambridge, 2001).  Serious case review tends to sit at an intermediate level between more local investigations and more formal national inquiries in terms of their tenor, methodology, reporting and dissemination.

It can be formulated as a means of moving knowledge from one level of the organisation where it may have run its course and led to resolution of individual matters and concerns, up to and out to different audiences. Dissemination should be specifically tailored on a need to know basis so that it reaches those responsible for applying lessons in their own settings with a view to avoiding similar incidents. The aim should be to close policy and procedural loopholes, increase practice based skills, enhance recognition and steer service development.
The functions of serious case review

It stands to reason therefore that the primary function of SCR is going to depend partly on what has gone wrong and on what needs to be put right. Table 3 shows how the conduct of safeguarding investigations should proceed depending on the diagnosis of the problems it uncovers - SCR may well be employed as a corrective process if the locus of difficulty has been misdiagnosed as it was in the case of Ms X. 
Table 3: The conduct of safeguarding investigations
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Her case represented the most typical scenario where the initial investigation had focused exclusively on an individual who has allegedly abused without exploring the related organisational and management issues that contributed to their actions.  Poor practice in critical areas such as the management of challenging behaviour or dementia often creates a pressure cooker effect that leads individuals to abuse: it is as if the absence of positive practice in these areas condemns individuals to fall back on abusive interventions.  Whereas most staff will agree with and support action against wilful abusers or those who are deliberately negligent, they will not support the scape-goating of staff who are genuinely out of their depth and who are themselves victims of inadequacies in supervision, staff support or training.  So getting the focus right is crucial for the credibility of the safeguarding process.

Issues relating to inter-agency and inter-professional working and communication also require untangling to ascertain where communication and information sharing has broken down or why decision-making has been delayed beyond an optimal point.  If professional advice has been proffered, but not made use of, this may need to be addressed through contracting rather than continuing to seek change at unit level. 

As a panel we outline the terms of reference for each case within these parameters. At present the review might be set up to cover any or all of the following functions:
· debriefing

· clarifying what has happened and disseminating lessons to staff
· revisiting the needs of vulnerable adults who may not have been helped to recover or seek redress

· re-investigating if management have not been held to account, or if individual wrong-doers have been allowed to evade responsibility

· conducting a further root cause analysis of what went wrong and who was responsible

· diagnosing the potential for strengthened safeguards
· auditing implementation of new safeguards or improved practice

· informing appropriate authorities of policy implications locally and nationally, including the need for legislative change or new guidance.
All SCRs have the task of managing the tension between holding individuals and agencies to account while engendering a non-defensive approach that maximises the opportunities for organisational learning (Cambridge, 2004).  Not all serious cases require a full-blown SCR to make significant headway. It may simply be necessary to agree a formal statement that informs the professional network of the key issues arising from the case whereas they might previously have been operating on the basis of vague rumours.  Debriefing and dissemination should not be glossed over in the safeguarding process, these are stages that are often missed out and the absence of accurate feedback leads to demoralisation and defensiveness on the part of staff groups. Failing to go back to staff can imply a lack of trust that staff will want to improve their practice and may lead to the view that the safeguarding process was an unnecessarily punitive or arbitrary process.   

Root cause analysis in two of the cases above showed how contradictory the legal powers afforded to individual practitioners can be if these are not harnessed to effective multi-disciplinary team working,  Following many years of working with a difficult family, professionals asked a public health consultant to use the National Assistance Act to remove the person from their home, but acting as a maverick the consultant thought they could break through where everyone else had failed, leaving the multi-agency team helpless and frustrated. Approved social workers or individual psychiatrists also sometimes fail to take note of long standing concerns in their efforts to prevent someone being sectioned, or discharge them even when abuse needs to be taken into account as a backdrop to their current mental ill-health and a special consideration when detention, or a delayed discharge from an acute hospital admission may be in their best interests.  The Mental Capacity Act has provided an important framework for addressing these issues in safeguarding practice and marks a major step forward as it reinforces the multi-agency nature of decision-making in high risk cases. The new national policy on violence and abuse as a core mental health issue (NHS Confederation, 2008) also helps in this regard because it highlights the impact of previous and current violence to mental ill-health and requires that this is considered in all assessments and reviews. 

Identifying specific and strategic safeguards is also a key outcome that can be usefully addressed through the SCR process.  A risk management scheme for services is currently in operation in Kent with appropriate flags to signal where safeguarding issues are ongoing.  This marks an important shift towards continuous quality improvement and tackling issues at organisational as well as individual levels.    

Record keeping and communication become the focus of all forms of audit and review and show up in the formal chronologies that each agency produces which as part of their management review for the panel. It is most helpful, to identify specific gaps and barriers that can be realistically bridged than to yearn after perfectly joined up systems.  A recent SCR identified gaps in the way forensic medical examiners communicated mental health concerns to a person’s GP, delays in communicating information from CAMHS (Community Adolescent Mental Health Services) to adult mental health services and lack of attention paid to accompany police officers in the course of mental health assessments.  These three distinct gaps can be worked on whereas more global aspirations might prove elusive. In another SCR a recommendation was made that disciplinary action taken against individuals should be followed by increased supervision and micro-management which has since been implemented. 
Refining terms of reference 

It would be helpful if these different aspects of SCR were formalised into different levels of inquiry that could then be clearly signalled to the individuals and agencies affected by them.  It might then be possible to better distinguish between: 
· review of documentation and action planning 
· internal management review leading to service level action plans and quality improvements
· formal SCR case review that requires a management report and chronology and mandates binding action plans across agencies
· formal public inquiry that mandates co-operation and requires full disclosure
· formal public inquiry hearing evidence and reporting to an independent regulatory body such as the new Care Quality Commission
· judicial review
· audit of action plans following from a previous review or inquiry 
Such a framework would not preclude a case from being taken up a level if evidence emerged to challenge the seriousness with which it was being regarded.  But it would allow for intermediate forms of dissemination and retrospective accountability to address specific issues in targeted ways. Clear labelling of a review and/or a legal mandate would also provide safeguards to individuals and agencies contributing information to the process. At present the Serious Review Panel does not seek witness statements, or call people to answer for their actions in the way a formal inquiry, judicial review or coroner’s court might, but if this were to happen it is important that those summoned are entitled to seek legal representation, bring supporters with them to meetings or to demur in favour of someone more senior if the review team seems to be asking for information outside their sphere of accountability.  My sense is that at present the dilemma between accountability and a no-blame commitment to organisational learning is fudged to the detriment of both. 
Methods

There is however a broad consensus about the methodologies available to facilitate these outcomes. After an initial scoping discussion with panel members I (in my capacity as chair) draw up a short narrative setting out the concerns that have led to the referral and the areas which have given rise to them.  At this stage I formulate questions and indicate which agencies should address these in their reports to the Panel.  These reports may require a full chronology as well as an account of the agency’s work with the client, service or with partner agencies and this initial brief directs their attention to the areas that they should spend time commenting on.  It may be that this work has already been undertaken in a different format or is available in other records in which case we do not require the work to be duplicated. Court transcripts or coroner’s reasonings will already have collated  relevant accounts. The SCR is there to provide added value, not to revisit these adjudications, and usually its particular focus is the way agencies had worked together, rather than the discovery of further information about the case.  Clarity at this point allows the agencies to streamline their involvement and not divert resources away from hard pressed managers.
Learning from the serious case reviews undertaken 

Experience in Kent and Medway suggests that what has tipped cases into the SCR process has been the ongoing nature of the risk to individuals and the misreading or failure to reach consensus about the respective contribution of individual culpability and corporate responsibility. These seem to be the main challenges that test a system that was originally conceived of as a way of addressing one-off incidents caused by individuals, as opposed to the realities of ongoing poor quality care or badly managed or resourced service provision.  For example, both D and Mrs A were neglected over a very long time during which professionals were faced with plenty of concerns but no one incident that clearly triggered a dramatic escalation.  Rather, there was a cumulative building of concerns that they became inured to, but which eventually contributed to a vulnerable person’s death.  It is very difficult to intervene this week if you have been part of a team deciding not to intervene last week, and if you have been involved and thereby implicated over a long period of time leading up to the current level of concern. Whereas single incidents trigger immediate referral, ongoing accumulation of concern tends not to trigger the safeguarding procedure or produce a timely response.
But the legal and practice framework has moved on. The Mental Capacity Act and the recently introduced Deprivation of Liberty requirements have already fed into safer practice in relation to these ongoing risk management issues. Legislation, such as that implemented in Scotland (Mackay, 2008) that has matched duty of care with powers to act, including gaining access to premises, removing an adult at risk of harm to a safe place and if necessary, barring someone else from contact with them, also makes it possible to act in relation to vulnerable people in these kinds of situations. The suggestion that all recommendations or action plans from future reviews should be collated and used as the basis for a national programme of audit and continual improvement is one that I would endorse so that a comprehensive legislative framework is driven by the outcomes of real live cases.  

Another shared feature of cases referred to the panel has been confusion between individual and organisational factors in the aetiology of the abuse.  The author has written elsewhere about the need for more accurate ‘categories’ of abuse that focus on relationship and context as much as on types of abuse or acts (Brown, 2003).  These second order “categories” of abuse separate out actions that are driven by individual perpetrators from those arising out of challenging areas of service provision and discriminates between things that are situational opportunistic as opposed to deliberate and intentional.  
Sexual abuse for example is usually driven by the perpetrator’s own psychopathology and is a compulsive not an impulsive act.  Financial abuse may be carried out opportunistically or involve a level of targeting and grooming that is similar to that seen in relation to sexual abuse. Physical abuse, on the other hand, is often a response to situational factors and reflects a need, (however misplaced)  to get back in control, although sometimes care work provides a cover for deliberately cruel individuals.  Reactive violence takes its cue from institutional norms or may pervert legitimated practices that authorise control or restraint.  Parasitic abuse includes those abuses where someone else moves in on and takes over the person’s space or things, effectively living off them and exploiting their vulnerability. It is insidious as it comes masked as “friendship” and often affects people who are so lonely that they have no other friends to stand as reference points for positive and safe relationships.  In the cases we have reviewed cumulative family violence seems to have been as much a product of mental ill health and lack of coping skills in the carer rather than deliberate abuse for gain, but because these ‘inadequate’ abusers fail to generate moral outrage, appropriate and effective intervention is not set in train. 

Institutional abuse that has fed through into our SCRs seems also to have challenged existing thinking.  In the one case it was left to the CPS to decide not to prosecute an individual whom they saw as a scapegoat in a system that had let her, as well as the service users she had abused, down while failing to challenge more senior managers.  The CPS argued that it was not in the public interest to deal with the issues in this way and that it would undermine natural justice to prosecute one individual for what could be seen as the collective failure of a whole organisation. This led to a recommendation that the police always attend to the scope of an investigation early in the process to see whether evidence should be gathered about corporate as well as individual offences.  In another authority individual staff were sent to prison for offences under the Mental Health Act section 127 and their immediate manager was prosecuted for wilful neglect on account of their failure to intervene, while those more senior in the provider agency were not called to account.  This dynamic  needs to be managed carefully in the balance of sanctions and support that are sought.        

This overlaps with another factor that has propelled cases into SCR, namely where one agency, often with important decision-making powers, misunderstands the role and functions of another.  For example the CPS or the coroner may not be au fait with the multiple roles of social services departments as commissioners, contracts managers, care managers, case workers and safeguarding managers.  In several of these reviews it was difficult to untangle the relative contributions of different agencies and different departments within those agencies, to the conditions pertaining in a poorly performing service.  Front line staff may have felt unsupported by the first line manager who in turn felt ill-equipped and unsupported to do their job because they were not being backed up or supervised by senior management.  Social services and health professionals visiting and reviewing individual care packages are often unsure of their roles in confronting the culture of a ward or home as a whole, and may continue to offer clinical input to individual clients when a more robust and holistic intervention is called for.  The regulating and contracting functions may also become tangled and the roles of placing and host authorities blurred.  There are many and sometimes too many, parties at the table in some instances. 

Lastly these 8 cases that I have chaired for Kent and four other authorities, have demonstrated some common features that had not been expected or looked for, and these might not be evident from executive summaries, action plans or numerical data.  These are as follows, (with an indication in brackets of how many cases featured each issue)   

· significant undiagnosed mental health problems on the part of the family carer or carers (3)
· dangerous assumptions that the person had capacity to make decisions when this seemed, in hindsight, unlikely (4 cases - 2 of which preceded the 2005 Mental Capacity Act)

· missed appointments simply being noted as DNA (shorthand for Did Not Attend) in medical notes when the clinician should have taken note of the fact that the patient had either significant mental health or learning/physical disabilities CNA standing for Could Not Attend would have been a more accurate acronym and might have triggered outreach of some sort (2) 

· difficulties in safeguarding across the transition between child and adult mental health services and between child protection and adult safeguarding (2) 

· chronic health conditions that were allowed to go untreated and which ultimately led to the person’s death (2) 
· poor support, management and training for staff from Black and Minority Ethnic communities and/ or from disadvantaged sections of the community (2)
· rigid time-frames set out in safeguarding policies that encouraged premature closure of cases that should have been held open as situations of ongoing risk-management (3 individuals: 2 services)
· repercussions from cases where punitive action had been taken against individual care staff without equivalent action having been taken against the service as a whole (2).

Anecdotal evidence such as this gets a poor press but sometimes the devil is in the detail and it is these elements of cases which linger. 

Involvement of partner agencies

There is as yet no statutory requirement for agencies to co-operate with SCRs held in relation to vulnerable adults as there is in reviews concerning children.  This need not stand in the way of appropriate inquiry if agencies are confident that there will be useful learning outcomes for them, or if they see the process as holding other agencies to account and improving practice (see Benbow 2008).  Nevertheless, the lack of a formal mandate does weaken the commitment of key agencies with a raft of other responsibilities to attend to.  They are left unsure as to whether to collaborate on an informal basis or whether to hide behind formal but defensive responses. The dual role of CSCI as regulators, (soon to become the Care Quality Commission), in relation to individual service providers but also to the social services department as a whole, has inhibited their involvement in reviews. In Kent a representative has attended meetings of the Panel and contributed to the scoping of each review whereas in other areas there is a more hands-off approach.  Information may need to be shared on the basis of Freedom of Information applications which operate to protect the integrity of each agency’s relationship with providers in a tough commercial environment. 
Units within the police may also struggle to know how much to reveal and how to protect others who are coincidental to a case under consideration.  For example, family members of an abused adult, defendants in prosecutions that are not proven or people involved in cases that do not reach trial.  In one case police needed to protect another victim who had chosen not to prosecute their abusers.  In such cases formal boundaries are necessary to protect individuals and maintain integrity around personal data.  It would be helpful if clear national agreements could be established about the sharing of information in the context of each level of inquiry outlined above and if codes of practice could set norms about the sharing of information and the extent to which it is subsequently placed in the public domain. 

Kent has used its intranet to publish anonymised summaries based on actual SCRs as one way of putting the lessons into the public domain without breaching the confidentiality of those involved or cutting across the willingness of partner agencies to contribute to future reviews.  The ethos of learning lessons rather than apportioning blame is one that should be upheld in all but the most serious cases and it is these that should then be designated as public inquiries and conducted with transparency and rights of appeal before publication.  Other cases, and intermediate forms of review, should remain the property of the commissioning body and be protected from the public gaze.  The important thing is that recommendations are turned into concrete improvements and that the organisations concerned are held to account for the implementation and maintenance of such measures over time.

Recommendations arising out of SCR
There are no magic answers for developing effective safeguards for vulnerable adults - as we have also learned from recent tragic experiences in safeguarding children.  Safeguarding at heart is about improving the processes central to all social care work, including quality assurance and effective risk assessment and management as core elements of safer service provision and care environments.  A process that was designed to develop and apply learning from one-off incidents needs to be reformulated and re-tooled to effectively tap into early warning signs that services are slipping below acceptable and safe standards - some of which might then be more effectively managed through ongoing service level quality assurance, as opposed to numerous short term investigations focused on particular service users (see the paper on quality assurance and safeguarding by Felicity Elvidge in this issue for example).  But until this is fully operationalised the wider safeguarding system will continue to need to focus on organisational change as well as, or even instead of, individual protection plans.

The primary purpose of SCR is to focus on those few cases that test adult protection work and the system beyond its capabilities, causing very serious concerns in the relevant professional networks and in the minds of vulnerable people and their relatives.  As a process it needs to manage the tension between finding fault and finding a way forward knowing that outcomes that stigmatise will elicit defensiveness rather than commitment and change.  At best an SCR should  clearly signal what needs to be done next, and to set out not only what went wrong but what needs to be put right.  It should be a way of honouring individuals who have been harmed by doing everything possible to see that others are not subjected to the same risks and to ensure that staff and service users in other settings are not subject to intolerable pressures.  Managers also need to be given the resources and legislative powers to avoid human tragedies on their watch. 

At a practical level, it is hoped that this paper sets out some goals for merging the best of the currently available NHS and social care mechanisms and for setting up stable systems for a wide range of audit, routine review and one-off high profile inquiries.  Bringing other agencies on board requires transparency and accountability coupled with respect for their own internal imperatives as well as for their inter-agency commitments.  The current review of No Secrets offers a real chance for SCR to be put on the agenda of all agencies involved in safeguarding vulnerable adults and for these inquiries to be conducted in a more systematic and focused way to underpin stronger safeguards and a more coherent professional response. 
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