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1.1 Introduction 

1.2 This report has been produced in line with the terms of reference in section 1.11 by the 

Review Panel following the death of V, who, prior to his death, had been involved with a 

number of different statutory and non-statutory Agencies. The report was commissioned by 

Plymouth Safeguarding Adults’ Board to examine single and multi-agency working and to 

identify lessons that could be learned to change working practices so that vulnerable adults 

are better protected. 

1.3 V died in July 2012. At that time No Secrets (DH 2000) guidance on developing and 

implementing multi-agency policies and procedures to protect vulnerable adults from abuse, which 

set out a code of practice for the protection of vulnerable adults, was in force. No Secrets 

was repealed by The Care Act 2014, which came in to force on 1 April 2015. The 

terminology used in this report is that of No Secrets. It is also recognised that The Care Act 

2014 introduced new duties on Agencies in relation to adults with care and support needs 

and those who are at risk. The landscape faced by Agencies today is different to the one in 

existence at the time that V was involved with them. 

1.4 V an African-Caribbean man aged 35, born in Belize but raised with his family in the 
Plymouth area. As a child (from 7-12 years old), he attended a state funded boarding school 

for boys with learning and behavioural difficulties. V had a long history of mental health 

issues starting when he was 15 years old. He was seen by secondary mental health services 

from July 2007 and was diagnosed with paranoid schizophrenia. He lived alone in Plymouth 

in social housing and had a supportive family and friends.  In the month leading up to his 

death, V’s behaviour became increasingly concerning for his family, who sought help from 

mental health services. In the days before his death, V repeatedly sought help from the 

police, by telephoning 999 and the non-emergency 101 number, and by going in to police 

stations. He was in an extremely anxious state and complained that people were pursuing 

him. At some point, V travelled to Paignton. On 25 July 2012, a person (later to be 

confirmed as V) was seen taking pills by a member of the public, at the end of that person’s 

garden. That member of the public called 999.  Paramedics attended and searched in the 

area but were unable to find the person later confirmed a V.  The ambulance service asked 

if the police were attending or on the way, however the police did not attend. 

Miscommunication between the police and the ambulance service led to both services 

closing the case, believing that the person (later to be confirmed as V) had left the area. 

Police officers went to V’s home three times on 26 July 2012, once on 28 July 2012 and 

once on 29 July 2012 to try and speak to him. V’s family reported V as missing on 31 July 

2012 and the police initiated a Missing Person’s Enquiry. On 30 August 2012, V’s body was 

found in the undergrowth of a garden adjacent to the garden of the member of public who 

made the call to the emergency services on 25 July 2012. 

1.5  Summary of circumstances leading to the Serious Case Review 

1.6  A referral was received by Plymouth Safeguarding Adults’ Board from the Independent 

Police Complaints Commission in November 2012, requesting a Serious Case Review 

(hereafter the Review) into the death of V. 

1.7  The Safeguarding Adults’ Board’s criteria for holding a Serious Case Review include 

where “a vulnerable adult dies (including death by suicide) and abuse or neglect is known or 

suspected to be a factor in their death” and “the case gives rise to concerns about the way 

in which local professionals and services work together to safeguard vulnerable adults.”  
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1.8 Plymouth City Council’s Multi agency policy and procedures for Safeguarding Adults a 

complete working guide (in force as at July 2012) defines vulnerable adult as “a person over 18 

years of age who is or may be in need of community care services by reason of mental or 

other disability, age or illness and who is or may be unable to take care of himself or herself, 

or unable to protect himself or herself against significant harm or serious exploitation.” It is 

noted in the Guidance that this definition may include a person who has learning disabilities, 

mental health problems or social or emotional problems. 

1.9 The Review was commissioned in October 2013. Since The Care Act 2014 came into 

force, the Safeguarding Adults’ Board has reviewed its processes. This report does not 

therefore follow the template which forms part of Plymouth Safeguarding Adults’ Board’s 

Serious Case Review Guidance; it is more in line with reports being produced nationally and, in 

particular, reflects the national Guidance given to serious case reviewers when undertaking 

Serious Case Reviews for children. (No separate Guidance has been issued for Serious Case 

Reviews for Vulnerable Adults, but the principles would be the same.) 

1.10 Purpose of the Serious Case Review 

The Plymouth Safeguarding Adults’ Board Serious Case Review Guidance states that “the 

purpose of having a serious case review is not to reinvestigate or to apportion blame, it is: 

 to establish whether there are lessons to be learnt from the circumstances of the 
case about the way in which local professionals and agencies work together to 

safeguard vulnerable adults  

 to review the effectiveness of procedures. (Both multi-agency and those  of 

individual organisations) 

 to inform and improve local inter-agency practice 

 to improve practice by acting on learning (developing best practice) 

 to prepare or commission an overview report which brings together and analyses 

the findings of the various reports from agencies in order to make recommendations 

for future action 

1.11 Specific Terms of Reference  

In addition, the following specific Terms of Reference were agreed with the Review Panel, 

taking V’s family’s wishes into consideration; 

 The Serious Case Review sets out to obtain an independent, fair and objective 
appraisal of all relevant facts and factors pertaining to the care of V. This will include 

considering whether there were any actions agencies could have taken to prevent 

the death, the response of agencies to the call on 25 July 2012, and the response to 

the missing person report. (The Terms of Reference were later amended to remove 

consideration of the missing person report; see below.) 

 The Serious Case Review will be conducted in the spirit of openness and fair play 

that avoids hindsight bias and any bias towards any one agency or individual involved 

 The Serious Case Review will look at contextual data such as previous concerns 

about V’s care and the inter agency responses to this 
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 The Serious Case Review will cover the time period from 2008 when V first came to 

the attention of mental health services to his death in July 2012. (This was later 

extended to cover the period from 2004.) 

 The Serious Case Review will objectively analyse both single and multi-agency input 
into V’s care and highlight areas for improvement and also areas of good practice. 

This will include analysing ease of access to services provided by all agencies, 

including statutory and voluntary agencies, levels of service provided by all agencies, 

information sharing and disclosure of information, and inter-agency communication 

 The Serious Case Review will consider whether V was the subject of discrimination 
by individuals and / or institutional discrimination on the basis of race / ethnicity, 

mental illness or of actual, or perceived, drug use 

 V’s family will be invited to input into the Serious Case Review 

 Once the investigatory stage of the Serious Case Review is concluded, the report 

author will produce an overview report for the Safeguarding Adults’ Board. 

1.12 Time span for the Serious Case Review  

The Terms of Reference initially stipulated that the Review would cover the period from 

2008 when V first became known to mental health services to the date of his death. Once 

preliminary information was obtained from the Individual Management Review report 

writers, it was felt to be appropriate to expand the time frame to 2004, which is when V’s 

GP first referred him to mental health services.  

1.13 The Review ends at the time of V’s death on 25 July 2012. It is acknowledged that V’s 

family are extremely distressed about the handling of the Missing Person’s Enquiry, which 

took place after V’s death. As the Missing Person’s Enquiry was undertaken by a single 

agency and there are no implications for multi- agency working, it was decided by the 

Review Panel not to include this area in the Review. However, the family’s concerns should 

be addressed by the report of the Independent Police Complaints Commission (which 

oversees the police complaints system.) 

1.14 Panel Members: 

Karen Grimshaw Independent Panel Chair 

Catherine Cotter Independent Report Author 

 Head of Service- Commissioning (pre-

panel meeting and first Panel meeting 

 Independent Chair (Safeguarding) 

 Adult Safeguarding Manager 

Plymouth City Council 

 Assistant Director of Nursing NHS England Southwest 

 Director of Professional Practice, Quality 

and Safety 

Plymouth Community Healthcare 
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 Deputy Director of Professional Practice, 

Quality and Safety 

Strategic Commissioning Manager, Head of 

Service Delivery 

Plymouth City Council Adult Social Care 

Detective Chief Inspector Public Protection 

Unit 

Devon and Cornwall Police 

Safeguarding Adults Lead Officer 

 Manager 

NHS Northern Eastern Western Devon 

Clinical Commissioning Group 

Professional Safeguarding Lead South Western Ambulance Service NHS 

Foundation Trust 

Housing Needs Manager Plymouth City Council 

Area Manager Plymouth Community Homes 

Head of Business Services, Housing Support Devon & Cornwall Housing 

Practice Manager                       Marlborough Street GP Surgery 

 

1.15 Core members of the Review Team met outside the main Panel meetings. The Core 

members are; 

Karen Grimshaw Independent Panel Chair 

Catherine Cotter Independent Report Author 

 Independent Chair (Safeguarding) 

 Adult Safeguarding Manager 

Plymouth City Council  

 

1.16 Specialist advice 

The Review Panel received specialist advice from; 

a) Race Equality Officer (pre panel meeting) 

b) Plymouth City Council’s Social Inclusion Unit Manager (second panel meeting and 

telephone conferences); advisor to the Independent Chair of the Safeguarding Adults’ 

Board Serious Case Review Sub-group 

c) Independent Equality and Diversity Advisor 

d) Medicines Optimisation team 

1.17 Methodology 
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The traditional methodology of undertaking Serious Case Reviews has been used. Individual 

Management Reviews (IMRs) were submitted by the following authors;  

 Marlborough Street Surgery: Practice Manager 

 Plymouth City Council: Head of Housing Operations 

 Plymouth Community Homes: Head of Housing and Neighbourhoods (South) 

 Devon and Cornwall Homes: Neighbourhood Manager 

 South Western Ambulance Service NHS Foundation Trust:  Safeguarding Manager  

 Plymouth Community Healthcare: Professional Lead, Governance Directorate 

 Plymouth City Council Out of Hours Service: Manager 

 Plymouth City Council Adult Social Care/AMHP daytime duty team: Advanced 

Practitioner  

 Devon and Cornwall Police: Detective Sergeant 

 Insight: The Zone (Youth Enquiry Service (Plymouth) Ltd); Chronology prepared but 

no Independent Management Review submitted 

 Plymouth Access to Housing (PATH): brief chronology prepared but no Independent 

Management Review submitted 

1.18 The Race Equality Council was invited to submit an IMR as it had had involvement with 

V and his family in the past, however an IMR wasn’t received. 

1.19 In addition, PATH (Plymouth Access to Housing) provided some information and 

answered specific questions.   

1.20 Most of the IMRs were requested on 14 January 2013. The table appended at Appendix 

1 sets out when the IMRs were received. A pre-panel meeting was held in October 2013 

with the Chair and the report author (other Panel members did not attend) and IMR 

authors. The purpose of the pre-panel meeting was to support the IMR authors to complete 

the IMRs so that they met the Terms of Reference and to ensure that IMRs had been 

supplied by all agencies involved with V. As a result of this, updated IMRs were prepared 

and submitted and requests for information were made to additional organisations i.e. the 

housing provider at the time of V’s death and the Boarding School. The later was not 

provided, as, due to the significant passage of time, records had been destroyed. 

1.21 On 17 January 2014, the first Review Panel meeting was held. The Panel, whose 

collective responsibility it is to conduct and seek the learning in the Review, identified a 

number of areas that needed further clarity in a number of the IMRs. In addition, not all of 

the information identified at the pre-panel meeting had been received. It became clear that 

the Police IMR could not be completed until the Independent Police Complaints 

Commission (IPCC) investigation was concluded, as the learning identified by the police 

would be shaped by the conclusions of the IPCC. It was therefore decided to delay the 

second Panel meeting until the IPCC investigation had been concluded and the police IMR 

completed.  
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1.22  Due to concerns about the significant delay in the Serious Case Review process 

(caused by the delay in finalising the Police IMR), the core members of the Review Team 

(listed in paragraph 1.15 above) held a telephone conference meeting on 11 July 2014 when 

general issues and outstanding matters were discussed. It was decided that a second Review 

Panel meeting would be convened on 15 September 2014 so that even if no real progress 

had been made, then at least the Review Panel members were updated of progress. This 

meeting was attended by most but not all of the Panel members. Outstanding issues were 

discussed and agencies’ updated action plans were shared, future timescales discussed and 

the new concerns of V’s family shared. 

1.23 The Review Panel was advised that the Police IMR would not be available until after the 

Coroner’s Inquest which was initially scheduled for October 2014. This itself was delayed 

until February 2015. In spite of significant concerns on behalf of the Review Panel about the 

delay, the input of the police, one of the key Agencies, was felt to be too important and that 

to proceed without it would produce a flawed report. A decision was therefore made to 

wait until the police were in a position to submit its IMR. This was finally submitted in 

September 2015. 

1.24 Whilst waiting for the submission of the police’s IMR, core members of the Review 

Panel, including the Panel’s Equality and Diversity Advisor, took part in telephone 

conferences on 5 March 2015 and 15 May 2015 to discuss progress and take additional 

steps. A member of the Medicines Optimisation team also attended one of these meetings 

to provide specialist input in relation to medication and prescribing issues. A Housing Needs 

Manager (Plymouth City Council) also attended one meeting to provide advice in relation to 

housing and commissioning arrangements for support services. These meetings resulted in 

additional queries being sent to the Independent Management Review authors, including 

requests for updates on the actions identified by the individual Agencies. The report author 

also met with the Panel’s Equality’s Advisor outside the Review Panel meetings and her 

advice generated a further request for information to Agencies (in particular around training 

and policies in force). The report author and the Equality and Diversity Advisor met on a 

further occasion to discuss the Agencies’ responses. 

1.25 The report author carried out a site visit. She is grateful for the time spent by the IPCC 

investigator in accompanying her and indicating key areas. The IPCC also shared its 

unpublished report with the report author (in October 2015). 

1.26 Parallel Processes 

There have been a number of parallel processes, namely; 

1.27 Coroner’s Inquest 

The Coroner’s Inquest was initially scheduled to take place in October 2014. It was delayed 

until the IPCC report was finalised and took place in February 2015. The medical cause of 

death was unascertained. The jury’s conclusion as to the death was “accident.” The jury 

believed that the consumption of tablets led to V’s death. The jury returned a narrative 

verdict. Their findings of fact were that “at the time or after he was known to be at serious 

risk of death, there were omissions in so far as; 

1) Miscommunication by various authorities 
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2) The 999 phone call on the 25 July to the police control centre was not prioritised 

and a follow up search was not conducted. The nearer the death the greater the 

effect of the omission 

3) Due to lack of follow-up by medical authorities V was not properly assessed when 

his condition was worsening.” 

1.28 It became clear that the Coroner heard a large number of witnesses during the Inquest 
and that their evidence and cross-examination provided rich information about learning. The 

Review Panel therefore requested transcripts of the evidence heard on three days of the 

Inquest. The Review Panel is grateful to the Coroner for his assistance with this request. 

The report author was mindful of a proportionate response so listened to relevant parts of 

the evidence based on the information which had been previously supplied. 

1.29 Independent Police Complaints Commission  

A mandatory referral was made to the Independent Police Commission; a report, which the 

report author has seen, has been produced but not published. 

1.30 The Police have ruled out suspicious circumstances in relation to V’s death. 

1.31 Internal investigations 

Three of the Agencies conducted their own internal investigations, shortly after V’s death; 

Plymouth Community Healthcare, Devon and Cornwall Police and the South Western 

Ambulance Service. During the course of the Serious Case Review process, it became 

apparent there was inconsistent information in the two Independent Management Reviews 

relating to Plymouth City Council’s Out of Hours service and  Plymouth City Council’s 

daytime Approved Mental Health Practitioner service, in relation to V’s family’s request for 

a Mental Health Act assessment. As a result of this, an internal investigation was undertaken 

by Plymouth City Council during the Serious Case Review process. The outcomes of all of 

these investigations were shared with members of V’s family by the agencies concerned. 

1.32 Voice of the family 

The family has been invited to contribute to the Serious Case Review process. The 

independent report author met with one of V’s sisters and her partner at the very start of 

the process and before the IMR’s were submitted. They eloquently described their 

significant concerns about the way in which V and family members had been treated by 

different agencies. The report author met on a separate occasion with the family’s solicitor. 

The family was unable to attend this meeting but their solicitor gave details of the family’s 

concerns and supplied a list of written questions and concerns that they wished the Serious 

Case Review to consider. The report author spoke to the solicitor (as this was the family’s 

preferred method of communication) after the first Review Panel meeting, inviting the 

solicitor to put forward any additional concerns that the family had and to update the family 

on the progress of the Serious Case Review. The report author communicated with the 

solicitor throughout the Serious Case Review process, updating her on progress and the 

reasons for the delay as well as checking before each of the Review Panel meetings whether 

there was anything further the family wished to feed in to the process. The family was 

invited to submit recommendations to the report author for consideration. V’s mother 

submitted one recommendation for consideration which has been included in the 
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recommendations made in this report. The report author also met with V’s two sisters to 

share the draft report with them. (V’s mother was unable to attend due to illness.)  

1.33 At this meeting, V’s sisters described their brother in loving terms; he was a 

charismatic funny man who naturally drew people to him. He was a listener and had an 

instinct for spotting and supporting people in need. He had a large circle of friends. People 

still ring them to say how much he is missed. V had a very strong Christian belief; he carried 

a Bible with him at all times and attended many different churches. He was rebaptised 

shortly before his death. V’s sisters commented that V wanted to get a job and to be a 

respected member of society. He believed that mental health is a stigma and that no-one 

would employ him if they knew he was taking medication. He therefore came off his 

medication (and stopped using cannabis) the month before his death. V’s sisters’ grief and 

feelings of overwhelming loss remain vivid.  

1.34 When V telephoned the Glenbourne Unit on the 24 July 2012 asking to be admitted. 

(Refer to section 2.13). For the family two issues arrive; firstly, even if V had attended at A 

& E, V’s sisters are certain that he would not have waited to be seen; he was too unwell for 

that and as he was on his own, he had no one to support him to stay. Secondly, the call 

handler should have explored different options with V, for example involving the Out of 

Hours team.  

1.35 It is inconceivable to V’s family he had taken his own life; to V, suicide was a sin and he 

had plans for the future. It has not been possible to ascertain a cause of death as V’s body 

was decomposed when found but the family question whether it could have been caused by 

a stroke. (His medication caused diabetes, a recognised complication for those with Afro- 

Caribbean heritage).V’s sisters describe the trauma of looking at the photographs of V’s 

decomposed body; it was only by viewing the photos that they could accept that he was 

dead. 

1.36 V’s family had meetings with South Western Ambulance Service and Plymouth 
Community Healthcare, at the conclusion of their internal investigations. The report author 

recognises the significant distress felt by the family in relation to some of these meetings. 

The investigator for the IPCC also met with the family and their solicitor on a number of 

occasions.  

1.37 Timeline of events 

Date Event/Circumstances 

29.09.04 V was referred by his GP to the mental health services run by Plymouth 

Teaching Primary Care Trust for assessment of depression. The plan 

following assessment was for V’s low mood to be managed by his GP. V was 

supported to make contact with PATH (Plymouth Access to Housing) for 
accommodation support. He was given advice about taking medication 

regularly, and encouraged to attend MIND and “course re dyslexia”. 

July 2006 V applied to the Housing Register. His tenancy in Devonport started on 19 

February 2007. (Plymouth City Council was the housing provider.) 

29.09.06 V was referred back by his GP to the mental health services run by Plymouth 

Teaching Primary Care Trust. As V did not attend a number of initial 
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assessment appointments, the referral was closed in December 2006. 

17.05.07 V complained to the police that he was being racially abused by two girls living 

opposite. No statement of complaint was made; therefore no further action 

was taken. 

03.07.07 V was referred for a third time by his GP to the mental health services run by 

Plymouth Teaching Primary Care Trust. At the assessment, it was recorded 

that V had been suffering for 4-5 years, had insomnia, panic attacks and 

paranoid ideation. V was managed solely by a consultant in the Outpatient’s 

clinic until his referral in April 2008 to Insight (Based in the Zone, the Insight 

team works with people aged 18 – 35 years who live within Plymouth, who 

appear to be experiencing symptoms indicating the early onset of psychosis).  

28.07.07 V’s housing provider made a referral to PATH (Plymouth Access to Housing) 

to try and get some support for V. 

29.01.08 V was seen by the mental health services run by Plymouth Teaching Primary 

Care Trust and was expressing psychotic thoughts. The mental health services 

therefore referred him to Insight.  

05.02.08 The GP referred V to Insight. V did not attend his assessment with Insight on 

18 February 2008. 

07.03.08 - 

June 2011 

V was seen by Insight. The reason for the referral was that V was 

experiencing psychiatric symptoms, auditory hallucinations and delusional 

thoughts, depression, paranoia and using illicit drugs. Insight managed him until 
he was referred back to the mental health services run by NHS Plymouth in 

June 2011. During this time V was seen roughly every two weeks. His mental 

health fluctuated, with V sometimes being stable, positive and cheerful in 

mood and at others feeling isolated with psychotic symptoms present. On the 

odd occasion, V was noted to feel suicidal. Mention is made in Insight’s 

records of V’s housing debts. There is no communication between Housing 

and Insight, other than one record in Insight’s notes on 25.05.2010 that the 

worker attended a meeting with housing. This meeting is not mentioned in 

Housing’s chronology. 

07.04.08 V was given a Notice of Seeking Possession by his housing provider due to 

high rent arrears. The housing files note that mention was made of V’s 

vulnerability when V visited the office to discuss the best way forward. In 

September 2009, it was decided that possession action would not be taken 

based on involvement with legal support to sort out V’s nationality issues. 

There was mention of V’s mental health issues at this point, but no context to 

them. 

06.03.09 On 6 March 2009, V telephoned the mental health services run by Plymouth 

Teaching Primary Care Trust to say that he had been given indefinite leave to 

remain in the UK. 

19.11.09 Plymouth Community Homes took over ownership of V’s flat from Plymouth 

City Council. (All of Plymouth City Council’s housing stock was transferred 

http://www.thezoneplymouth.co.uk/our-projects/mental-health-and-emotional-wellbeing/insight/what-is-psychosis
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to Plymouth Community Homes.) 

21.09.10 It is recorded in Insight’s records that V was experiencing racial comments 

from other residents and that this was making V feel unsafe and on edge. 

(There was independent evidence of racial harassment as an Insight worker 

saw racist comments scratched onto machines in the laundry room.)The 

Insight worker passed this information on to housing to try and increase V’s 
banding. The Insight worker wrote to housing on 1 October 2010 to update 

them on the racial abuse and the impact it was having on V’s mental health. 

There is an entry in the records on 10 November 2010 that Insight had 

received a call from housing; they could not help because V would not go to 

the police about the racism. 

07.03.11 V started a new tenancy with Devon and Cornwall Housing in Millbridge area 

whilst in Band C and with a Band start date of 07/06/2010. 

08.03.11 V did not attend a Mental Health Review with his GP. 

03.04.11 V moved out of his flat and ended his tenancy with Plymouth Community 

Homes. From April 2007 to August 2012, letters were sent to V from 

Plymouth Community Homes in relation to debt arrears, including 

enforcement letters from solicitors.  

11.04.11 The debt recovery process was initiated by V’s former housing provider 

(Plymouth Community Homes) in relation to rent arrears. V was sent letters 

from debt recovery solicitors throughout 2012. A representative of the debt 

recovery solicitor visited V’s home on 31 July 2012. 

09.05.11 V was seen in clinic to discuss transfer of care to mental health services run 

by NHS Plymouth following three years with Insight. Insight was 

commissioned to work with 16-25 year olds and V was now outside this age 

range. 

06.06.11 V was allocated a Care Co-ordinator with the mental health services run by 

NHS Plymouth. V was assessed in late June 2011 and a plan was made by his 

Community Psychiatric Nurse (CPN) to see him for five sessions over the 

next 3-5 months. 

11.07.11 V’s GP took over prescribing V’s medication (from Insight).  The letter from 

the Zone to the GP states that although V had a tendency to double up on 

some days and miss out his medication on other days, overall V did try to 

stick with his prescribed medication. The Zone had been issuing V with 28 

day prescriptions. The GP placed the medication review at 12 months. 

12.07.11 V did not attend a Mental Health Review with his GP 

14.07.11 The CPN at NHS Plymouth made his first home visit to V. No assessment 

was completed. Two monthly visits were agreed for August and September 

2011. The CPN wrote to V on 18 August 2011, confirming the dates of five 

home visits (up until November 2011).  

20.07.11 The GP sent V a follow up letter in relation to the Mental Health Review. 
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28.07.11 The GP carried out a medication review in V’s absence. 

12.08.11 V did not attend the planned appointment with the CPN but called to report 

that he was at a different venue. A new visit was scheduled for 18.8.11. 

18.08.11 V was not at home when the CPN visited. The CPN was in the process of 

completing a message to rearrange when V arrived. V was adamant that he 

had attended the agreed venue for the missed appointment on 12 August 

2011. The CPN thought that V’s medication compliance was inconsistent but 

that his overall health was not affected. A further appointment was arranged 

for 8 September 2011. 

24.08.11 The GP sent V a third letter in relation to the Mental Health Review and then 

disclaimed V (i.e. the GP reset the recall date to a year from the first call, in 

accordance with national Quality Outcome Framework Guidelines). 

08.09.11 The CPN telephoned V to confirm the appointment but V said he was unable 

to attend. A further appointment was agreed for 15.09.11. 

15.09.11 The CPN met with V; no significant changes were observed. 

20.09.11 The CPN wrote to V confirming he would offer 6-7 contacts with a plan to 

discharge around Christmas time. 

30.09.11 V did not attend an outpatient appointment with his consultant, although later 

rang to apologise. The consultant informed the GP of this missed 

appointment. 

06.10.11 V telephoned his CPN to cancel a home visit that same day. When pressed, V 
reported feeling paranoid. The CPN telephoned V the following day but there 

was no answer. The CPN recorded that if there was no contact, he would 

revert to the original planned contact on 3 November 2011. There was no 

further contact until 3 November 2011. 

03.11.11 The CPN undertook a home visit to V. V had stopped taking his medication 

and reported increased paranoia. V was living with his mother following issues 

with his flat. He was arguing with his mother. It is recorded that V’s mother 

telephoned Plymouth Community Healthcare, wishing to make a formal 

complaint about the CPN. It is not known whether a formal complaint was 

made. On 4 November, the CPN telephoned V as had been agreed the 

previous day. There was no further contact until 10 November 2011 when 

the CPN left a message on V’s answer machine requesting that he call the 

CPN back. This was not followed up.  

16.11.11 V’s mother telephoned the mental health services run by Plymouth 

Community Healthcare with concerns that V was irrational and had been 

getting worse over the last two weeks. The duty worker requested a call back 

to V’s mother. It is not known whether this happened. 

17.11.11 It is reported in the health records that V had made it very clear to the CPN 

that he did not want his mother involved in his care or business.  
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18.11.11 A number of failed contacts were made by the CPN. 

21.11.11 V’s mother telephoned the CPN to say that V was sleeping with a hammer on 

his bed. V confirmed this in a telephone conversation with his CPN on 8 

December 2011. 

14.12.11 V did not attend an out patient’s appointment with the consultant psychiatrist 

and did not attend an appointment with his care coordinator on 22 

December 2011 (although the care coordinator saw him the same day 

ordering a book in a bookshop and V appeared calm, rational and appropriate 

in demeanour.) A further appointment with the consultant was made for 10 

February 2012. 

22.12.11 V did not attend a home visit from his care coordinator. 

23.12.11 V did not attend an appointment with his GP. 

29.12.11 There was a Care Programme Approach (CPA) review (which V did not 

attend). V was discharged from the care coordinator’s case load and a 

compliment slip was sent to him saying that the sessions planned in August 

were complete and due to V’s lack of contact, he had been discharged. (V was 

discharged from the Care Plan Approach care coordinator caseload but 

remained under the care of the consultant.) 

30.12.11 V telephoned his care coordinator and was made aware that he had been 

discharged. V’s mother telephoned on the same day saying that she intended 

to formalise a complaint. V’s mother called for a second time, expressing 
anger that confidential details of V’s care could not be shared with her. It is 

recorded in the records that the call was ended by the care coordinator due 

to the poor line, circular nature and content of the conversation. 

06.01.12 V called Plymouth Community Healthcare about making an appointment. 

21.01.12 V was stopped in the street by the police after being seen to approach lone 

females and showed signs of health problems as he claimed to be king of the 

world. The police did not make a referral to mental health services. 

24.01.12 V reported problems to the police with a neighbour. The police visited and 

emailed the housing officer to report that V’s house was in a poor state of 

repair and that V was sleeping on the floor. A joint visit with the police was 

arranged. 

26.01.12 V was written to, offering him an outpatient’s appointment on 10 February 

2012. 

07.02.12 The police carried out a welfare check following V’s report that his lap top 

had been stolen. The police noted that V was allowing anyone to stay at his 

flat and lately appeared to be linked with drugs and other crimes in his 

company. 

08.02.12 A police officer and housing officer carried out a joint home visit. V’s property 

was noted to be in a poor condition; no furniture, dirty kitchen and sink 

blocked. The housing officer contacted the support worker at the Zone (who 
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had last supported V in August 2011) and tried to contact V’s CPN (there 

was no answer) and Assertive Outreach and left a message asking for a call 

back. 

09.02.12 The housing officer telephoned V and asked if he would like some housing 

support as she had concerns about how he was living. V agreed to come to 

the office to complete a referral form, although he did not keep this 
appointment. The housing officer emailed her concerns to the consultant at 

Plymouth Community Healthcare, regarding the state of V’s flat and his ability 

to manage on his own. 

10.02.12  V was seen by a Locum Consultant Psychiatrist who, as is usual practice, 

wrote to V’s GP to update him about that clinic visit. The psychiatrist was 

unsure whether V had relapsed into a more psychotic presentation or 

whether it was due to V being unfamiliar with him and therefore acting out of 

character. The psychiatrist also noted that V reported that he was sometimes 

too lazy to take his medication but, conflictingly, also said that he was 

compliant with taking medication. There had been deterioration in V’s flat. 

The psychiatrist increased the dose of olanzapine and requested that the duty 

team follow V with a text message on the Monday. Therefore the team were 

due to ring V on 13 February 2012. (This did not happen.) The psychiatrist 

said he would see V again in two months’ time and the next appointment was 

made for 11 April 2012. 

28.02.12 The police received a report that V followed a male and then a lone female up 

the road. V was stopped with a known prostitute; he was sweating profusely 

and was not wearing any underwear. 

05.03.12 V did not attend an Asthma Review with his GP. 

27.03.12 V reported to the police that he was having problems with neighbours being 

hostile. Devon & Cornwall Housing  confirmed to the police that this was an 

ongoing issue over noise. The police carried out a home visit. The smell of 

cannabis was apparent and V was animated and noted to be likely to be under 

the influence of drugs.  

28.03.12 The police telephoned housing to raise more concerns about V’s mental 

health. His flat was still in a dirty condition and V appeared to be taking 

cannabis. The housing officer again telephoned the consultant at Plymouth 

Community Healthcare to advise of the concerns raised by the police. 

30.03.12 The police and housing officer carried out a joint home visit to V. There were 

some small improvements in the flat. A referral to Rethink, a national mental 
health charity, was completed. V however did not keep his appointments with 

Rethink and the referral was closed. 

04.04.12 Police intelligence recorded reports of young female visitors at all times of the 

day to V’s flat and cannabis could be smelt. 

11.04.12 V had a Plymouth Community Healthcare consultant appointment. V reported 

that he had difficulty in sticking to his dose of Temazepam and would double 

up (and sometimes treble up). The psychiatrist spoke to V’s mother during 
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the appointment and conflicting accounts were given to the psychiatrist by V 

and his mother in relation to his mental health. Due to the uncertainty about 

whether V was becoming more psychotic or whether V’s mother was more 

heightened in her awareness of V’s concerns, the psychiatrist put V on the list 

for a further period of care coordination from Plymouth Community 

Healthcare and an out patients appointment in two months (July 2012). 

According to Plymouth Community Healthcare’s policy, V should have been 

seen within 10 days i.e. by 24 April 2012. This did not happen and at the time 

of his death, V was still waiting to be allocated a care coordinator. 

21.06.12 V was sent a first invitation for a Mental Health Review by his GP. He was 

sent appointments for 29 June 2012 and 10 July 2012. He did not attend the 

appointment to have bloods taken on 29 June; therefore the appointment 

with the GP on 10 July was cancelled. 

11.07.12 

14:47 

 

 

 

 

 

 

15:49 

 

 

 

 

 

15:51 

 

16:11 

 

 

 

V’s sister telephoned Plymouth Community Healthcare requesting a Mental 

Health Act assessment. V’s sister reported that V was getting worse and was 

texting to say that he was the second coming. The CPN explained that she 

was unable to give her any information due to confidentiality. Having 

discussed it with her team, the CPN rang V’s sister and gave her the number 

for the Plymouth City Council Out of Hours social worker/ Approved Mental 

Health Professional (AMHP) so that the Nearest Relative could make a 

request for a Mental Health Act assessment. 

V’s other sister telephoned Plymouth Community Healthcare requesting a 

Mental Health Act assessment as she believed V was paranoid and had been 

sending 20-30 abusive and strange messages to his family stating he was the 

chosen one, writing a book and would be rich in a month. During the call, the 

CPN also spoke to V’s mother who reported that V had been in town with a 

Bible forcing it into the faces of members of the public. V also told his mother 

that when he had been in a club a woman had been trying to make him rape 

her. Both V’s mother and sister felt he was a danger to himself and others and 

reported he had a knife and hammer in his flat to protect himself from people 

trying to enter his flat. V’s mother and sister requested an assessment.  

V’s mother again telephoned Plymouth Community Healthcare, asking to talk 

to someone about a Mental Health Act assessment and she was given the 

contact numbers for the Plymouth City Council Out of Hours AMHP service 

(which was responsible for coordinating assessments.) 

The CPN made a telephone call to the Plymouth City Council Out of Hours 

service and made a referral. (The daytime AMHP service operated between 

0900 and 17:00. Outside these times, Mental Health Act assessments were 

carried out by the Plymouth City Council Out of Hours Service. 

New requests for Mental Health Act assessments received late in the 

afternoon, dependent on circumstances, could be passed, or in this case made 

directly by the CPN, to the Plymouth City Council Out of Hours team to 

arrange. This service was and is managed by Plymouth City Council’s 

Children’s Social Care.) The Out of Hours AMHP advised that he would 

discuss it with the on call doctor and would feed back to the duty worker the 

following day. The CPN tried to telephone V but there was no answer and no 
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facility to leave a message.  

The Plymouth City Council AMHP in the Out of Hours Service received a 

telephone referral from Plymouth Community Healthcare’s CPN outlining the 

concerns detailed above and that V’s mother had asked Plymouth Community 

Healthcare to arrange a Mental Health Act assessment. (It was the 

responsibility of the AMPH to consider, arrange and undertake a Mental 

Health Act assessment.) After the telephone conversation with the CPN, the 

AMHP obtained a copy of the recorded referral from the Epex database and 

reviewed the records. He then left a message for the duty Out of Hours 

Consultant Psychiatrist to return his call for a case discussion. There was a 

considerable delay in the AMHP being able to speak to the consultant, due to 

his extended involvement with another patient; it took place at 21:00 hours. It 

was noted during this discussion that V was open to the Community Mental 

Health team and that he was under the care of a consultant psychiatrist. They 

considered that V’s presentation did not warrant an emergency Mental Health 

Act assessment late that night. The AMHP recalled that they agreed that the 

requested Mental Health Act assessment should take place during daylight 

hours the next working day as this would be less disturbing for V. The AMHP 

did not contact V as he did not want to alert him to an assessment the 

following day, which could have given V cause to avoid the assessment. It was 

felt that it would be better to involve the Home Treatment Team (part of 

Plymouth Community Healthcare) and V’s named psychiatrist who would be 

more familiar with V’s treatment history and best placed to make a more 

accurate and informed assessment of his mental health. 

The AMHP then faxed a front sheet (addressed to: Home Treatment 

Team/Avon House Duty/AMHPs), care plan and Care Programme Approach 

risk assessment. However, only the front sheet containing V’s name was 

received by the community mental health team at Avon House. The AMHP 

said in evidence at the Coroner’s Inquest that he faxed the same information 

to the daytime AMHP services. This fax was not received by the daytime 

AMHP services. The purpose of the faxes was to alert daytime services to his 

recordings on the electronic recording system (Epex) and that a Mental 

Health Act assessment would be required as requested by V’s mother.  

The Epex recording system was a shared computer recording system; it was 

shared between daytime AMHP services and the clinical team. The Out of 

Hours AMPH service also had access to Epex. There were no recordings on 

the Epex system as the recordings made by the AMHP were not saved so the 

CPNs who visited V the following day did not have the most up-to-date 

information.  

Neither V’s mother, sisters nor V himself were contacted by the Plymouth 

City Council Out of Hours team. 

The Plymouth City Council Daytime AMHP services did not carry out a 

Mental Health Act assessment and they did not contact V’s mother or sister 

(as they had not received the information from the Out of Hours AMHP and 

therefore had no knowledge of V).  
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12.07.12 The referral was followed up by Plymouth Community Healthcare, in that 

two CPNs carried out a home visit to V, lasting approximately one hour. This 

was not a Mental Health Act assessment; it was an assessment of mental 

health and welfare. (Had the CPNs considered that a Mental Health Act 

assessment was required, they could have taken steps to arrange this. It was 

their professional judgement that one was not required. However, there was 

not a discussion about the Nearest Relative’s Request for a Mental Health Act 

assessment.)  V presented as welcoming, there was evidence of delusional 

beliefs and responding to voices. The CPNs were able to determine evidence 

of insight by V in to his mental state. V reported poor sleep. The CPNs 

identified lack of social engagement and activity as contributing factors. V 

reported that he was concordant with prescribed medications, eating well and 

was cooking for himself. V repeated that he wished no details to be given to 

his family. V agreed to contact Plymouth Community Healthcare twice weekly 

for telephone contact and to attend his outpatient appointment on 30 July 

2012. It was agreed that the duty worker would contact V by the end of the 

week if V failed to contact services himself. Following this visit, one of the 

CPNs telephoned V’s mother and sister, as had been agreed with V but there 

was no response from either. A message was left requesting contact to be 

made with Plymouth Community Healthcare. 

Same day 

(12.07.12) 

The police had information that V was approaching young females in the city 

centre asking them for the time. The police have recorded that V’s mental 

health had been deteriorating rapidly; he thought he was Jesus reincarnated 

and needed to be assassinated and had voices in his head telling him to rape 

girls.  

16.07.12 V telephoned the CPN at Plymouth Community Healthcare, as had been 

agreed at the home visit on 12 July. V reported not feeling well and was 

paranoid that people were talking about him. He attended the gym over the 

weekend. V reported feeling concerned and did not feel up to collecting his 

medication and requested the team to collect it. The team were unable to do 

this as it is not part of their role but offered a welfare call in the afternoon. 

This happened at 2pm. V was told it wasn’t part of the role to deliver meds 

and it was suggested to V that he get them delivered. (V did collect his 

medication.) V sounded composed and said he would attend his next 

outpatient appointment. 

18.07.12 The housing officer telephoned V, who confirmed that he had completed a 
housing application form. (V had attended his MP’s surgery on 11 July 2012 

saying he wanted to move.) V said things were better with his neighbour. He 

would let housing know whether he wanted support from Rethink. 

19.07.12 The GP sent V a second invitation to book a Mental Health review. There 

was also a paper medication review. 

21.07.12 V made a 999 call to the police alleging that people were threatening to break 

into his flat armed with guns. Police went to V’s flat and spoke to him at 

length. 

24.07.12, at V made a 999 call to the police. He said that he needed the police as the 
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03:40 Army was after him. He also said he was a global threat and his life could be 

in danger. V asked to be protected and requested that he be put in a police 

cell and be deported out of England. The police advised V to make his way 

home and dial 999 if people actually came to his house. The call concluded 

with the operator saying “Right sir, I don’t believe you at all so I’m going to 

hang up on you now alright, goodbye to you.”  

24.07.12 

11:06 

V made a 999 call to the police stating he had fallen out with the neighbours 

and he wanted to go back and collect his stuff. V was told to ring back on the 

101 non-emergency number. 

13:00 V attended a local Police Station. V said he wanted to stay at the station until 

he was due to catch a bus. He did not want to stay at the bus station, as he 

believed people were out to get him. He did not say where he was travelling. 

17:50 V made a 999 call to the police, saying he needed to speak to someone as his 

life was in danger as people were out to shoot him as they had heard bad 

things about him. V was told to ring back on the 101 non-emergency number. 

V immediately called 101 and was put through to Force Enquiry Centre. He 

told the Force Enquiry Centre that people were out to get him because he 

was a global terrorist threat. V said he had mental health issues. V was advised 

to return home and call immediately if there were any problems when he was 

there. No log was created but an email was sent to the local neighbourhood 

team highlighting the call and its contents. 

18:43 V made another 999 call to the police stating that he was in a bit of trouble 

and people were spreading bad rumours about him. V was asked to hang up 

and dial 101. V asked if he could go to a local police station to make a report. 

V was advised that that would be fine. V stated that he would go into the 

police station and then asked “Would I be able to have some custody maybe 

like a place to get umh (inaudible) just for one night?” The call taker replied 

saying he could speak to the officers when he got there and see if they could 

direct him to a hostel or something similar. The Police IMR author, having 

reviewed all of the phone calls states that V misheard the call taker saying the 

word “hostel” and said “A hospital, yeah”. V again mentioned mental health 

issues and the call taker said she would tell the local police station that he 

would be attending and that she would see if she could get someone to talk 

to him there. An hour later, V went to the local police station stating he was 

again being chased and threatened by people. V did not look at all well whilst 

there; he was sweating profusely and very nervous. A “Concern for Welfare” 

STORM log was created as V left the station whilst the police officer was 

carrying out research. An officer was assigned to attend his home to check 

that all was OK and to try to obtain further information from him. 

20:04 V was not at home when an officer attended. The officers returned two days 

later and again got no reply. They left a calling card. They attended the next 

day and V was not at home. They saw that the calling card was still there. 

21:00 V visited his sister at her home in Plymouth. V is heard by his sister making a 

telephone call which she reports was to the Glenbourne Mental Health Unit. 

It appears that V was told that he would need to go to Derriford Hospital and 
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V telephoned for a taxi to collect him from his sister’s home. (It is not 

possible for people to self-refer to the Unit; the correct route in is via 

Accident and Emergency at Derriford hospital.) V did not have any money to 

pay for the taxi and left before his sister could give him any. V told the taxi 

driver to take him to the Accident and Emergency Department of Derriford 

Hospital but during the journey, it became apparent that he did not have any 

money to pay for the fare. The taxi driver therefore stopped the taxi, V got 

out and the taxi drove away. 

Members of V’s family telephoned Glenbourne Mental Health Unit to try and 

find out whether V had been admitted. They were informed that even if V 

was at the Unit, they would not provide the information for Data Protection 

reasons. V’s sister was left with the impression that her brother was at the 

Unit but this was not the case.  

21:52 The mother of an old school friend of V’s telephoned the police reporting 

that she was concerned about V as he had been at her home behaving 

strangely and had now left. She said that she thought that V needed to be 
sectioned. She was advised to call 999 if V returned and was told that we will 

“see if we can find him in the area”. No log was created by the call handler. 

No police officers went to the area. 

25.07.12 

20:39 

A resident of the house near to where V’s body was eventually discovered 

telephoned the police. He reported that a large black male ran in front of his 

house and up the bank opposite. The caller noticed him taking some tablets 

and then he got up and collapsed. The caller was unable to go and check on 

the male due to an injury to his shoulder; he thought he was behind a tree. 

The call was forwarded to ambulance control for an ambulance to attend. No 

police unit was sent. The incident was logged by the Police as an incident 

requiring an immediate response. 

Five minutes later, a telephone call was made from police to ambulance 

control in which a discussion regarding resourcing the incident was 

undertaken. It was also asked if police were “on their way”. It was confirmed 

by the call taker that they were.  

The call details were then passed four minutes later to the ambulance. It was 

asked by the paramedic if any back up crew were available and it was stated 

by the ambulance call operative that he would be next in line for back up 

20:45 A Rapid Response Vehicle, from the Ambulance Service, staffed by one 

person, and dispatched from Paignton, was allocated and advised of the 

incident details; the decision was made to stand off for the police, because the 

police had confirmed they were on their way. This was based on the Lone 

Worker Policy.  As the Rapid Response Vehicle was staffed by one person 

and there were no two person ambulance resources available within close 

proximity to the incident (the closest two person response was 14 minutes 

away) and as the Police were said to be on route, it was felt to be appropriate 

to send the single staffed response vehicle that was 2 minutes away, and ask 

that he stands off from the location until the Police arrive.  
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20:48 The Rapid Response Vehicle contacted ambulance control via the airwaves 

radio, asking for information related to the incident. The Ambulance Control 

informed them ‘call from police, male collapsed behind tree? O/D, they are on 

route, hold off until they arrive…another RRV waiting for back up before 

vehicle can attend this incident…will stand off until police arrive.’ 

20:51 The Rapid Response Vehicle arrived at the standing off location. The Rapid 
Response Vehicle contacted ambulance control via the airwaves radio. It 

confirmed that it was not on the scene but was standing off in Totnes road. 

The paramedic stated he needed to be told when the police were on the 

scene due to numerous entrances to scene. Ambulance control replied that it 

was going to chase the Police up about something else, so would let them 

know. 

21:03 Police Control telephoned Ambulance Control: ‘waiting for us in Paignton, for 

Winner Street job…. We don’t have any units at all, they are all committed. So 

unless you can deal with it on your own you are going to be waiting for a long time, 

I’m afraid.’ Ambulance control: ‘we only have a single response, so it looks like we 

will be waiting for you then.’ Police control: ‘well, it might be for the rest evening 

with the way it’s going….. we have a rape on going at the moment and lots of other 

incidents as well…’ Ambulance control: ‘ok, I’ll put it to the dispatcher but I don’t 

think she will be happy to send a single response.’ Police control: ‘Fair enough 

that’s your decision but that’s our decision.’  

21:07 Ambulance Control allocated a Front Line Vehicle, which was dispatched 

from Dartmouth. This was crewed by two paramedics. The Rapid Response 

Vehicle was stood down as an inappropriate incident for a lone responder 

with no police assistance.  

21:17 The Front Line Vehicle arrived on the scene. Two paramedics arrived and 

spoke to the person who made the 999 call. The Coroner’s Inquest 

considered the length and extent of the search by paramedics and whether 

the garden where V was eventually found was searched at all. One empty box 

of paracetamol and one of sleepeze were found on the bank, however it was 

not known if the box belonged to V. The person (later confirmed as V) was 

not found. 

21:34 The paramedic sent a radio update to the Ambulance control centre saying 

“we’ve found a gentleman who said he saw the man who is the patient running 

away from the scene and swallowing a quantity of what he thought were tablets. I’ve 

pursued in the general direction of where this man indicated where the guy had 
gone. We have found some discarded medication including paracetamol and 

sleeping tablets, but that there was no sign of the patient what so ever.” The crew 

stated they would complete a fast Patient Clinical Record and then book 

clear, which the dispatcher agreed to. 

21:35 A crew member of the Front Line Vehicle texted (these are messages that 

appear at the front of the vehicle and are updated by the control hub) “crew 

were told he left the scene, found some tablets but no patient.” This was put into 

the notepad of the call.  
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21:40 The same crew member of the Front Line Vehicle sent a second text message 

“caller believes the subject to be in his 30’s, black with short dark hair thick 

set gentleman wearing a turquoise t-shirt, potential overdose maybe acting 

out of the ordinary- details for the police” This message was not put into the 

notepad of the call which meant that this information was not passed to the 

police.  

21:58 The Front Line Vehicle booked clear from the scene, by choosing the option 

“nothing found” on the Mobile Data Transfer (text) system 

22:14 A call was received from Police Control requesting an update; “…we didn’t 

have any units to send at the time, was wondering if this incident had been 

resolved”. Ambulance control: “I’ll just go and check…” “...he wandered off so we 

left apparently...I don’t know if you guys want to go or not, I don’t know I haven’t got 

any more description or anything.” The detail regarding the medicine boxes by 

the Ambulance crew at the scene and the description of the person (later to 

be confirmed as V) were not passed on to the police. 

The police have recorded this as “The man had wandered off before the 

ambulance arrived.” As a consequence, police did not attend the scene or 

take any further action. 

22.08.12 V’s body was found in the area adjacent to that searched by the paramedics. 

 

2. Appraisal of single Agency responses 

2.1 It is important to acknowledge good practice. Police and housing officers carried out 

joint visits on a number of occasions and this approach to sharing and acting on concerns is 

encouraging. 

2.2 Some of the Agencies have acknowledged, either in their Independent Management 

Reviews, or whilst giving evidence at the Inquest, that there are significant areas from which 

learning emanates. Some of these were as a result of individuals’ professional responses and 

some were as a result of challenging systemic factors. The learning points identified by each 

Agency are set out below.  

2.3 There are some common themes regarding the reasons behind why individuals acted in 

the way they did and these are discussed later on in this report. It has not always been 

possible to ascertain why individuals took the actions they did or why they did not act in 

certain ways. Reviews seek to follow all relevant lines of enquiry and the transcripts of 

evidence from the Inquest have enabled a greater depth of understanding as to what 

happened and why in a pragmatic manner. 

2.4 Plymouth Community Healthcare 

2.5 When V was reassessed in April 2012 he was placed on an allocation list for a 

Community Psychiatric Nurse. At the time, this list was not regularly reviewed and V 

remained unallocated at the time of his death.  

2.6 Poor professional practice, together with restrictions on the time available to frontline 

staff to work with individuals resulted in poor attempts to engage with V and poor 
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engagement with V in 2011. (In June 2011 five sessions were planned; this was not 

reviewed.) This also resulted in no formal Care Programme Approach  holistic assessment 

being undertaken and clear signs of psychiatric deterioration were missed in November 

2011 and December 2011, leading to V being discharged, putting him at further risk of 

deterioration and lack of follow up. The discharge did not follow process or policy. 

2.7 V was seen on 10 February 2012 by a consultant psychiatrist and a follow up call was 

requested on 13 February 2012. This did not happen. 

2.8 Concerns about V’s welfare were not acted on or recognised.  

2.9 The Assessments and record keeping in 2011 did not meet professional or 

organisational standards e.g. the care plan did not give a sense of the non-compliance with 

contacts. 

2.10 An unsigned care plan dated August 2011 stated that V had indicated what his needs 

and relapse indicators were. V identified family dynamics as an indicator of worsening mental 

health. This information was not acted upon when V’s relationship with his mother started 

to deteriorate in late 2011. 

2.11 The Consultant who saw V in early 2012 should have considered a Multi- Disciplinary 

review and re-referral to the Community Mental Health team. 

2.12 The letters to the GP did not follow the standard care template and offered an 

abridged version of the contact, lacking some specific details. 

2.13 V telephoned Glenbourne Unit on 24 July 2012 asking to be admitted. This telephone 

call was made in the presence of one of V’s sisters. She states that V made this phone call 

because he wished to be assessed and admitted. As the route into Glenbourne Unit is via 

the Accident and Emergency department at Derriford Hospital, the call taker advised V to 

get a taxi to Derriford Hospital. Although V tried to do this, the taxi driver did not take him 

to Derriford Hospital as he did not have any money.  

2.14 Plymouth City Council (Out of Hours Service and Daytime AMHP services) 

2.15 There was a breakdown in process which led to V’s Nearest Relative’s (his mother’s) 

request for a Mental Health Act assessment not being actioned. The Out of Hours team 

AMHP considered it was in V’s best interests based on the information available for the 

Mental Health Act assessment to be carried out by the daytime AMHP services, as an 

evening or night time Mental Health Act Assessment would have caused further anxiety. 

However this information was not received (although it was reported as sent) by the 

daytime AMHP team or recorded in Epex, the Health Services Electronic record, so the 

request was not actioned and no Mental Health Act assessment was carried out. There are 

a number of potential reasons behind why this happened. It is possible that the electronic 

recording made by the Out of Hours AMHP was not saved or was lost from the Epex 

recording system, so this avenue of notifying daytime services did not work. The Out of 

Hours AMHP also said in evidence at the Coroner’s Inquest that he faxed the information 

to daytime AMHP services. This information was not received. Despite this issue having 

been investigated by Plymouth City Council, no further information or clarification was 

found.  The daytime AMHP team had recently been relocated from health teams back in to 

the Local Authority and were working with new IT systems and were working in new ways. 

Also, there was a transition in recording systems from a paper to a paperless system. What 
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can be said with certainty is that the process in place at that time did not work in V’s case 

and resulted in a failure to carry out a Mental Health Act assessment. 

2.16  In addition, the Nearest Relative was not informed of the decision not to undertake a 

Mental Health Act assessment or of the rationale for not doing so by the out of hours 

AMHP. There was some uncertainty in the mind of the professional involved as to whether 

this was appropriate bearing in mind that V was clear, at this stage, that he did not want his 

family involved in his care. 

2.17 Devon and Cornwall Police 

2.18 The Independent Police Complaints Commission (IPCC) has carried out a parallel 

investigation. The IPCC report makes several recommendations regarding systems and 

individuals. This Review report is not a reiteration of the IPCC report but considers 

information from it. 

2.19 In several of the telephone calls V had with call handlers, V was either not recognised 

as having mental health issues or he was but his vulnerability and risk issues were not 

assessed or addressed. On the 24.07.12 V attended a local Police Station. V said he wanted 

to stay at the station until he was due to catch a bus. He did not want to stay at the bus 

station, as he believed people were out to get him. He did not say where he was travelling.  

On the 24.07.12 V made another 999 call to the police stating that he was in a bit of trouble 

and people were spreading bad rumours about him. V was asked to hang up and dial 101. V 

asked if he could go to a local police station to make a report. V was advised that that 

would be fine. V again mentioned mental health issues and the call taker said she would tell 

the local police station that he would be attending and that she would see if she could get 

someone to talk to him there. An hour later, V went to the local police station stating he 

was again being chased and threatened by people. V did not look at all well whilst there; he 

was sweating profusely and very nervous. A “Concern for Welfare” STORM log was 

created as V left the station whilst the police officer was carrying out research. An officer 

was assigned to attend his home to check that all was OK and to try to obtain further 

information from him. 

2.20 Assessment of the severity of risk might have increased had officers known of V’s 

previous contacts with the police. Some calls were treated in line with “first contact 

resolution principles” set out in Devon and Cornwall Police Grading and Deployment Policy 

whereby staff assess that the matter reported can be dealt with there and then without the 

need to deploy resources or open an incident log. Had V’s vulnerability been recognised in 

at least two of the calls, then an incident log would have been created.  

2.21 A search for V was not initiated at 2152 hours on 24 July 2012 as the officer 

immediately started dealing with another call and forgot to initiate the search process. 

2.22 The Resource Deployment Officer, who managed the call from the member of the 

public, was not aware of the Ambulance Services’ Lone Working policy that sets out that a 

paramedic can legitimately choose not to attend on his own.  The process in place at the 

time was for the Resource Deployment Officer to explore whether police are required and 

to record a reason and rational for their attendance.  However, this does not help the 

Resource Deployment Officer if there is a reason why an individual paramedic might not 

wish to attend on his own. In this case, the Resource Deployment Officer did not know that 

the paramedic involved had had previous bad experience in this area due to drink and drug 
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related incidents. In addition, the Resource Deployment Officer was also not informed that 

it was a single crew ambulance which was initially deployed. However the South Western 

Ambulance Service confirmed a Rapid Response Vehicle (RRV) was dispatched because the 

police had confirmed they were attending. 

2.23 The call handler did not take any steps to see if he could find police to attend the 

scene, despite the fact that the call was graded Immediate and therefore required the police 

to attend within 15 minutes. Had he done so, other units were available. The officer did not 

take steps to identify other available resources as he was under the mistaken belief that 

resources were not available as a potential rape was notified at a similar time. Other 

relevant factors impacting on the decision making were that resources were short within 

the control room, the officer did not have dedicated radio support, it was a very busy shift 

and a new computer communication system had been introduced within the control room 

in the preceding weeks and the officer had missed some of the training due to illness. 

2.24 South Western Ambulance Service 

2.25 Incomplete information was passed to the police. At 2135, a paramedic texted the 

ambulance control hub to say “crew were told he left the scene, found some tablets but no 
patient.” This message appeared on the Computer Aided Dispatch (CAD) system in the 

Incoming Message Queue (IMQ) in the ambulance control hub. The Dispatcher had to ‘click’ 

on the message which opened it up in a window in order to be able to read it. Once read, 

the dispatcher then closed the window. The message does not automatically appear in the 

incident notepad. (The notepad section of the control log acts as a summary of free text 

messages regarding the incident which are entered by anyone in the Clinical Hub.) If the 

dispatcher needs the message to be logged, he has to copy it into the notepad. This is what 

happened with this message. However, a second message was sent at 2140 and this was not 

copied into the notepad of the call. The significance of this is that this information did not 

inform professional debate as to what to do next and this information was not passed to the 

police. It was the intention of the paramedic that it would be passed to the police. This 

second message (which was sent but not copied in to the notepad) said; “caller believes the 

subject to be in his 30’s, black with short dark hair thick set gentleman wearing a turquoise 

t-shirt, potential overdose may be acting out of the ordinary; details for the police”. The 

reasons for this error were, firstly, high activity in the Police control; it took four attempts 

including dialling 999 and in total over 10 minutes for the phone to be answered when a 

dispatcher was trying to pass on another incident to them at the same time. Secondly, 

human error  

2.26 A significant flaw in the operation of the notepad system was identified. Although the 

text messages were sent by the paramedic, there was no way of ascertaining whether the 

message was actually read. When the Dispatcher clicks on the message, it opens in a 

window so it can be viewed. The Dispatcher then closes that window. It does not prove 

that they actually physically read the message. Also, if they click too many times it can open 

and close that window before the Dispatcher has had a chance to read it.  

2.27 Housing 

The systems in place at the time for recording information and assessing and acting on risk 

were inadequate as a result of which there was little guidance for staff members in how to 

act appropriately in order to safeguard vulnerable adults. The processes for dealing with 
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racial harassment and complaints were not robust enough to mean that co-ordinated action 

was taken. 

 

3. Common themes; why agencies acted (or did not act) as they did 

3.1 Perceptions of vulnerability and appropriate actions to take 

3.1.1 Some Agencies identified V as vulnerable. Some did but did not know what to do with 

that information. Some did not appear to recognise that he was vulnerable. Plymouth City 

Council’s Multi agency policy and procedures for Safeguarding Adults a complete working guide (in 

force as at July 2012), which applied to all Agencies, defined vulnerable adult as “a person 

over 18 years of age who is or may be in need of community care services by reason of 

mental or other disability, age or illness and who is or may be unable to take care of himself 

or herself, or unable to protect himself or herself against significant harm or serious 

exploitation.” It is noted in the Guidance that this definition may include a person who has 

learning disabilities, mental health problems or has social or emotional problems. 

3.1.2 There was a common lack of understanding of the Human Rights Act’s qualified rights 

to privacy and self-determination and when this can be overruled when the individual is a 

risk to others or themselves. This needs to be considered on an on-going basis depending 

on the state of the individual’s health. 

3.2  Lack of knowledge around the use of the Vulnerable Adult Risk Management 

(VARM) process  

3.2.1 The VARM process was a poorly understood multi-agency risk management tool. It 

was therefore ineffectively deployed. Although V was supported by a number of Agencies, 

they supported him in isolation. None of the Agencies raised an alert for V. Either V or his 

family had to repeatedly ask for help from different Agencies. V should not have had to 

chase for help; had the VARM process been initiated, services could have wrapped around 

him. One Agency was not aware of the process, one thought it was not covered by the 
process and others confused it with the safeguarding process or considered that the 

appropriate threshold had not been met. 

3.2.2 The VARM process was part of Plymouth City Council’s Safeguarding process and is 

set out in Appendix E of the Multi agency policy and procedures for Safeguarding Adults a 

complete working guide (attached at Appendix 2). (The VARM process was reviewed in 2013 

in preparation for moving from a paper based policy to an online version in the autumn of 

2013. The present online Risk Management and Self-Neglect Guidance was updated in 2015 

with the introduction of the Care Act 2014. At this point a review was undertaken by a 

Safeguarding Adults Board sub-group leading on the development of a Risk Management & 

Self-neglect policy, consistent with the Care Act 2014 guidance).  

3.2.3 The process in place at the time was that where an alert was raised of abuse by a third 

party, self-neglect or refusal of services by a vulnerable adult, there were two different 

directions that could be followed. Where abuse was suspected by a third party a 

safeguarding referral was made in which case information was gathered and assessed and a 

decision made whether this was a matter for the safeguarding process. Or if no third party 

abuse was suspected, the alert led to a multi-agency Vulnerable Adult Risk Management 

meeting. It was established whether the vulnerable adult had capacity and if s/he did, three 
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actions followed. Firstly risk management and care planning, secondly there was testing of 

the vulnerable adult’s resistance and thirdly there was a review.  

3.2.4 The VARM process was a local process, not well understood by all Agencies. Although 

Plymouth City Council hosted the policy and it was available online, other Agencies had 

their own policies in place. In addition, those staff that transferred in to the area may not 

have been aware of it. There was also confusion over which organisation led the process.  

3.2.5 Safeguarding training in most Agencies did not automatically cover the VARM process. 

Individual staff members may therefore have lacked knowledge about the VARM process.  

3.3  Perception over whose responsibility safeguarding was.  

Not all Agencies regarded Safeguarding as their responsibility, mistakenly believing that it 

applied to the Agency which had the most contact with the individual and, in particular, 

mental health services. There was a perception that, as V was receiving support from mental 

health services (and, near to the time of his death, he was not), there was little to be 

achieved in making a referral. 

3.4  Supervision. 

3.4.1 Poor practice was not identified and corrected by supervisory staff. 

3.4.2 It is of note that the same issues in relation to identifying and assessing vulnerability 

and equality issues were made by four of the Police Call Handlers/ Resource Deployment 

officers. 

3.4.3. It is not clear how considerations of the different, and changing, needs of service users 

were considered in ongoing supervision or management of specific cases. There was no 

evidence that these issues had been considered routinely in relation to V. 

3.4.4. Frontline staff face a pressurised working environment and decision making needs to 

be seen in the context of competing demands on time. Police call handlers have described 

forgetting to implement actions as the telephone immediately rang again. 

3.5  Variable training in relation to Safeguarding and vulnerability 

3.5.1 In many Agencies, mental health training was delivered when staff were inducted or as 

part of E- learning i.e. learning accessed by the individual via the internet with no face to face 

training. In all but one Agency, there was no training regarding the relation between the 

Human Rights Act and the Mental Health Act; this is particularly important in relation to 

self-determination.  

3.5.2 It is of concern that although four of the Police call handlers had some mental health 

training in 2011 (e learning), they were unable to put this into practice when talking to V. 

Two of them stated at the coroner’s inquest that they had had no mental health training, 

when in fact they had. This calls into question the usefulness of e learning in relation to 

mental health training and assessing risk  

3.5.3 Training should be multi-faceted, examining the interaction between 

race/gender/mental health and learning difficulties. 

3.5.4 The experience and outcomes of services are informed by the ethnic and cultural 

background and gender of service users. The quality of care experienced by BME groups 
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depends on the cultural capability and competence of services. This should form a vital part 

of the training provided. 

3.6 Organisational change 

During 2011,2012 and 2013, nearly all Agencies underwent significant organisational change. 

This resulted in changes in processes, management and recording. The NHS was 

restructured nationally with the introduction of Clinical Commissioning Groups (2013) and 
the establishment of Plymouth Community Healthcare in 2011 (later to become known as 

Livewell Southwest). Adult Social Care was restructured in 2011; Mental Health 

Partnerships came to an end resulting in, amongst other matters, the Plymouth City Council 

daytime AMHP services being relocated from health teams to Local authority offices. The 

GP practice took over V’s previous GP practice in 2010 which involved taking on 

approximately 4,000 patients. The Lloyd George records of those patients were not 

completely summarised to the same standard as that required by the Marlborough Street 

practice (V’s new GP practice). The police introduced a major electronic recording system.  

 

4 Lessons Learnt 

4.1  Communication.  

Multi-agency communications did not maintain the safety of vulnerable adults. Inter and intra 

agency communication between everyone involved in V’s life was, at times, inadequate. 

4.1.2   Communication with V 

4.1.2.1 It is clear that V and his family tried very hard in the last few weeks of his life to get 

help; V made repeated contact with the police and he and his family had some contact with 

secondary healthcare. His increased vulnerability was not recognised 

4.1.2.2 V had, at times, significant rent arrears. Although there is evidence arrears were 

withdrawn in 2008 due to V’s immigration status, the debt recovery process was initiated in 

April 2011 by V’s former housing provider (Plymouth Community Homes). Letters were 

sent to V by solicitors throughout 2012. One was sent to him after his death. The debt 

recovery process is initiated automatically and it includes sending letters regarding legal 

proceedings. There is no process in place for housing providers to communicate with each 

other so that the process is applied more sensitively to vulnerable adults. V’s sisters have 

confirmed that the letters caused V a great deal of stress. 

4.1.2.3 V’s sisters observed that V often did not have credit on his telephone so was unable 

to make calls. Service users are given contact numbers by services so that they can call 

professionals in times of need. This does not take into account the fact that when service 

users are most in need, that they may be unable to make the calls 

4.1.2.4 At the CPNs' home visit on 12 July 2012, it was agreed that V would contact Avon 
House twice weekly for phone contact. This happened on 16 July 2012 but V did not call 

again and missed his Outpatient’s appointment on 30 July 2012, which triggered a response 

from PCH i.e. one attempted phone call to V on 31 July 2012. V’s family query why the onus 

is on people who are ill to take actions, especially as the illness is the reason they are out of 

contact 
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Communication with family 

4.1.3.1. V’s sister told the report author that she and other family members telephoned 

Glenbourne Mental Health Unit repeatedly around 24 July 2012, as part of their attempts to 

find V. She told the report author that members of staff at Glenbourne Mental Health Unit 

refused to tell her whether or not V was at the unit. It appears that staff refused to tell V’s 

sister whether or not V was at the Unit as they were protecting patient confidentiality. Staff 

members did not appear to realise that they are able to breach patient confidentiality where 

the individual is a risk to themselves or others. 

4.1.3.2 V’s sisters observed that they have found out a lot about V’s mental health after his 

death. If they had known more they would have supported him more. They say that, had V 

been advised by a mental health professional to invite his family to a review meeting he 

would have done so, because he trusted authority figures, and they would have come.  

4.1.4 Communication between Housing and other Agencies, particularly mental 

health services  

4.1.4.1 Housing officers tried to contact a number of agencies to pass on their concerns 

about V. They were able to carry out joint visits with the police to V. Their efforts to share 

information with health were not successful.  Housing officers did not know whether their 

concerns had either been noted or acted upon. The Housing provider did not have an 

escalation policy; concerns were not escalated. 

4.1.4.2 Housing did not however, pass on to health services information about V’s 

continuing debt arrears, including threats from solicitors over legal action. As discussed 

above, although housing officers at times recognised that V was vulnerable, they did not 

always know what actions to take and were not aware of the VARM process. 

4.1.5 Communication between Police and South Western Ambulance Service 

4.1.5.1 The ambulance was told that police were on their way. This was wrong; they were 

not on their way. 

4.1.5.2 Language and recording used caused serious miscommunication. The caller to 999 

reported that a man had run in front of his house and up the bank and that he took some 

tablets and then got up and collapsed. The radio update received from the paramedics at 

21:34 was that a man was seen running away from the scene. The text message sent by the 

paramedic to the ambulance control centre at 21:35 stated that the man had left the scene. 

When the police telephoned the ambulance control hub at 22:14, they were told that the 

man had wandered off. (The call from the Police was answered by someone not dealing with 

the incident, so they had to check the notepad of the incident on the CAD for details. It 

seems that there was not enough in the notepad to go on so that person spoke to the area 

Dispatcher for the incident for more information. Based on what they were told, the Police 
were told that the man had wandered off.)The police therefore closed the incident and did 

not initiate a full search. A more proportionate response could have been initiated using 

additional resources had the police been given additional information. 

4.1.6 Communication between Plymouth Community Healthcare and other 

Agencies 
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Plymouth Community Healthcare has identified a number of areas where communication 

was poor, both internally and with the family. They did not communicate with either the GP 

or with the housing officer, who may have been able to offer V some support, or, at least, 

keep an eye on his mental health, whilst he was waiting to be allocated a care coordinator 

(from April 2012 to his death).  

4.1.7 Police internal communication 

4.1.7.1 A mental health marker was not placed on to the STORM IT system until 10 August 

2012, during the Missing Person’s Inquiry.  Had a marker been placed on records when the 

Police knew about V’s mental health issues, this would have prompted further questions 

about vulnerability and risk by the call handlers who spoke to V during the last two days of 

his life. V was not always asked by the call handler for his name and address. Had he been 

and had this information been entered on to the STORM IT system, and had the mental 

health warning marker been in place, this would have prompted further questions about 

vulnerability and risk. The STORM system was new at the time and staff were getting used 

to working with it. 

4.1.7.2 Had a log been created for each call V made or had an entry been made in the 
running log for each call made, this would have enabled call handlers to not treat each call in 

isolation and would have increased their assessment of risk. It may have increased the 

likelihood of the police using their powers under section 136 Mental Health Act to detain V 

for his own safety.  

4.2 V was not referred to Social Care.  

The reasons no referral (apart from the referral to the Out of Hours AMHP service) was 

made to social care are varied; the appropriate threshold had not been identified, a referral 

was not necessary as other agencies were already working with V and a referral would have 

been considered (although not necessarily made) had a comprehensive assessment been 

carried out. It is not clear whether all Agencies were aware of the services that they each 

provided and the limits to that service, as well as how they should be working with each 

other and what information they should be sharing (for example, were they aware of the 

limits on the information they could share?)  

4.3 Insufficient attention was paid to dyslexia and learning difficulties 

4.3.1 No formal diagnosis or assessment of any learning difficulties or disabilities appears to 

have been made, although some Agencies recorded that V had dyslexia or learning 

difficulties. 

4.3.2 Between the ages of 7 and 12, V attended a state funded boarding school for boys with 

learning difficulties or behavioural problems. Although the Safeguarding Adults’ Board made 

enquiries of Children and Young People’s services, they have no record of V. The Education 
service and the school itself no-longer hold any records so it has not been possible to 

ascertain why V attended the school, whether he was known to services as a child and, if so, 

what support he had in accessing services as an adult. V’s mother describes how V did not 

always think like an adult and that when he was with Insight, he received lots of practical 

support with life administration tasks and that, once discharged from their services, he 

missed out on this support. V’s sisters have observed that V’s dyslexia and learning 

difficulties made it difficult for him to be organised enough to attend appointments.  
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4.3.3 Dyslexia is a learning difficulty and V should therefore have been entitled under the 

Equality Act 2010 to Agencies making “reasonable” adjustments, to ensure that their service 

was accessible to him. Reasonable adjustments are required under the Equality Act 2010’s 

Public Sector Equality Duty, which states that due consideration must be given to the need 

to eliminate unlawful discrimination, harassment and victimisation, to advance equality of 

opportunity and to foster good relations. Advancing equality of opportunity means: 

removing or minimising disadvantage suffered by people due to their protected 

characteristic and taking steps to meet the needs of people from protected groups where 

these are different from others. This specifically includes taking steps to meet the needs of 

disabled people. All the Agencies were covered by this legal duty as they were either public 

bodies or, contracted to carry out public services. There is no evidence that any Agency 

either did this or considered doing so. 

4.3.4 On the whole, Agencies did not consider that there were any real problems in 

communicating with V. However, V did have a history of not attending appointments and 

not responding to letters. V did not attend; Mental Health Reviews with the GP on 8.3.11 

and 12.7.11, a GP appointment on 23.12.11, mental health appointments on 

30.9.11,14.12.11, and 22.12.11, a GP asthma review on 5 .3.12  and a blood test 

appointment on 29.6.12. Although it is recognised that this is not unusual in patients with 

mental health needs, it is also possible that V’s dyslexia affected his attendance, not just in 

his ability to read and understand letters but also in being organised enough to attend. 

There is insufficient information regarding whether this was an issue for V. 

4.3.5 Learning difficulties and dyslexia are referred to in some early letters received by the 

GP (by V’s former GP practice, rather than the practice with which he was registered at the 

time of his death). The GP practice did not have a computerised read coded record that V 

had learning difficulties and dyslexia. The reason for this was that the former GP practice 

had not coded this information on its system, therefore the information (which was only 

documented in letters and therefore, to a degree, hidden) was not transferred to the “new” 

GP practice’s electronic system. The GP practice with whom V was registered at the time 

of his death did have a system for acknowledging the difficulties that V may have had in 

understanding/responding to written information and, had V come to them as a new patient, 

rather than being transferred to the practice, this information would have been captured on 

their system. 

4.3.6 Had care coordination been completed fully, the impact of dyslexia/learning difficulties 

on V would have been established. 

4.3.7 The evidence that other people were using V’s accommodation and stealing items 

from him does not seem to have alerted either housing providers or the police to the 

possibility that he was the victim of Disability Hate Crime (any criminal offence which is 

perceived, by the victim or any other person, to be motivated by a hostility or prejudice 

based on a person’s disability or perceived disability) or Mate Crime (the exploitation, abuse 

or theft from a vulnerable person by those they consider to be their friends.) V’s sisters are 

certain he was the victim of Mate crime, commenting “Goodness knows how many laptops 

were stolen from him.” 

4.4 Ethnicity issues 
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4.4.1 The Individual Management Reviews have not identified any direct racial discrimination 

or, indeed, any form of direct discrimination. Nor was direct discrimination identified by the 

IPCC report author, who also had the benefit of specialist equality advice. 

4.4.2 All Agencies had policies on race equality in place at the time and some, but not all, 

Agencies had training on equality issues. Some Agencies had Diversity Officers, responsible 

for equality and diversity issues.  

4.4.3   It is also not clear whether there was awareness of the multi layering effect of the 

potential impact of discrimination across and within protected characteristics. Research 

shows that the prevalence of different mental health problems (disability) varies by ethnicity.  

The Mental Health Foundation quoted in the Adult Mental Health Needs Assessment for 

Plymouth published in 2012 quotes the Mental Health Foundation finding that Black Minority 

and Ethnic (BME) people are: 

 more likely to be diagnosed with mental ill health. 

 more likely to be admitted to hospital. 

 more likely to experience poor outcomes from treatment. 

The needs assessment notes that there are small numbers of BME people in Plymouth but 

that this can lead to a lack of culturally appropriate services. 

4.4.4 It is not so clear whether or not services were provided in way which was sensitive to 

racial and cultural issues. 

4.4.5 The question of why some ethnic minority communities appear to suffer higher rates 

of severe mental health problems is the subject of debate. Some researchers hold that these 

rates are artefacts arising from discriminatory or culturally insensitive professional practice. 

The issue is of concern and the Joint Commissioning Panel for Mental Health has produced 

Guidance for Commissioning Mental Health Services for People from BME Communities 

(http://www.jcpmh.info/wp-content/uploads/jcpmh-bme-guide.pdf). 

4.4.6 Plymouth Community Homes (and this may apply to other housing providers) did not 

undertake a risk assessment as there were no housing related incidents. However, the 

reason V requested a housing move was racial harassment. It is not therefore clear where 

the Agency records racial harassment and risks associated with it. 

4.5 Immigration status 

4.5.1 V moved from Belize to England when he was four i.e. in 1981 He was not granted 
indefinite leave to remain in the UK until March 2009. The potential impact of this issue for 

V does not appear to have been recognised by any of the Agencies (apart from one 

reference in housing records) nor the impact it must have had explored. It does not feature 

on risk assessments. It is not known whether V or his family had experienced trauma; there 

is no evidence that Agencies considered this or that it was reflected in their care planning.  

4.5.2 V’s sisters have confirmed that the extended period when V’s status was uncertain was 

hugely stressful for him. He felt that he was treated like a criminal and lived in fear that he 

would be deported. He was so delighted when he was given the leave to remain card, that 

he carried it around with him at all times. 

http://www.jcpmh.info/wp-content/uploads/jcpmh-bme-guide.pdf
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4.6 Mate Crime/Hate Crime/racial harassment 

4.6.1 The policies of Plymouth Community Homes relied on the victim to take forward the 

complaint without recognition of how this would impact on someone who was vulnerable. It 

is not clear if complaints of racial harassment were considered as part of a risk assessment 

process. 

4.6.2 The response to the racial harassment accusations raised by V with the police and 
housing was not coordinated or proactive. V was rehoused due to racial harassment but 

there was no liaison between Police and Plymouth Community Homes in relation to 

possible police action or supporting V to take further action himself. It is not clear what the 

outcome of housing’s investigations into the harassment were.  

4.6.3 There was evidence that people were entering V’s home and he complained about 

people taking his things. The police recorded on 4.4.12 that there were young female 

visitors to his flat at all times of day. However there is no evidence that the police, or the 

housing providers, investigated to see if V was being exploited by others due to his 

vulnerability (“mate crime”). 

4.7 Religion and belief 

There is no evidence that the relevance of V’s religious belief was taken into account in any 

assessments or noted as his behaviour became more dysfunctional. V’s sisters have 

commented that V had a very strong Christian belief. He carried a Bible with him at all times 

and was a regular attendee at a number of different churches. 

4.8 Equality issues 

4.8.1 There is no evidence that any consideration was given to: 

 The known relationship between ethnicity and mental ill heath 

 That any reasonable adjustments were made to make services more accessible to 
users such as V with mental health and learning difficulties (see paragraph 4.3.3 

above) 

4.8.2 All Agencies had Equality policies in place at the time. They were of variable quality in 

particular with regard to service users and intersectionality issues.  

4.9 Issues around prescribing and medication reviews (GP Practice) 

4.9.1 The Review Panel was assisted by the expertise of two members of the Medicines 

Optimisation team who prepared two reports. All prescribing plans were established in 

Secondary Care and communicated to the GP. Their advice is that, while fundamental 

responsibility for the review of the prescription rests with the Primary Care prescriber (I.e. 

the GP, who took over prescribing on 11 July 2011), the medication reviews undertaken by 

Secondary Care (ie the Consultant Psychiatrists from the mental health services) were 

frequent and appropriate and provided information that supported the prescribing regime. 

4.9.2 Accepted good practice is that medication reviews should be carried out annually. The 

General Medical Council’s supplementary guidance on “Good Practice in Prescribing Medicines” 

states that;  
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 “31…each prescription is regularly reviewed so that it is not issued for a medicine 

that is no longer required 

  “37…regularly review the prescription, monitor the patient’s condition and for 

further examination or assessment of the patient as necessary” and 

 “41…monitor the effectiveness of the treatment and/or review the diagnosis” 

4.9.3 The General Medical Council’s Good Practice in Prescribing Medicines (2008) (in force 

until 2013) states at Para 32 “Arrangements for issuing repeat prescriptions should include 

suitable provision for monitoring each patient’s condition and for ensuring that patients who 

need a further examination or assessment do not receive repeat prescriptions without being 

seen by a doctor This is particularly important in the case of medicines with potentially 

serious side effects. “ 

4.9.4 There is no Guidance about what should be monitored or how it should be monitored 

or whether GPs need to have a face to face review when patients are also being seen by 

secondary mental health services.  

4.9.5 The view of the Medicines’ Optimisation team is that a Patient Medication Record 

review, without a face to face consultation, is appropriate if a patient is being seen regularly 

by the Secondary Care team and if clinically the Primary Care prescriber has determined 

that no changes are needed following the Patient Medication Record review.  

4.9.6 The prescriber must undertake physical health monitoring. For example, Olanzapine 

(an antipsychotic agent and one of V’s prescribed medications) can have a significant impact 

on physical health causing weight gain, elevated plasma cholesterol and elevated blood 

glucose readings.  The Summary of Product Characteristics (SPC) for Zyprexa (a brand of 

olanzapine) recommends “appropriate clinical monitoring” of blood glucose, lipids and 

weight1 while the UKMi guidelines recommend a suite of annual monitoring tests2.  

4.9.7. Current Clinical Guidelines on the management of psychosis and schizophrenia in 

adults from National Institute of Care Excellence (NICE) recommend an annual review of 

antipsychotic medication3.  Although this was published post-events, it represents 

appropriate clinical practice. (V had been provided with this through his secondary care 

appointments) 

4.9.8 V’s medication was reviewed on 28 July 2011 and on 19 July 2012, in his absence. 

(Asthma medication was reviewed at other times) 

4.9.9 The prescribing records show that immediately prior to his death, V was prescribed: 

                                            
1 Electronic Medicines Compendium (2014) Zyprexa tablets (all strengths).  Available at 
http://www.medicines.org.uk/emc/medicine/614/SPC/Zyprexa++2.5mg,+5mg,+7.5mg,+10mg,+15mg,
++and+20mg+coated+tablets.+Zyprexa+Velotab++5mg,+10mg,+15mg,++and+20mg++orodispersible
+tablets (Accessed 16/04/2015) 
2 United Kingdom Medicines Information (UKMi) service (2014) Suggestions for Drug Monitoring in 
Adults in Primary Care: Antipsychotic agents.  February 2014. 
3 NICE (2014) Psychosis and schizophrenia in adults: treatment and management. 
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http://www.medicines.org.uk/emc/medicine/614/SPC/Zyprexa++2.5mg,+5mg,+7.5mg,+10mg,+15mg,++and+20mg+coated+tablets.+Zyprexa+Velotab++5mg,+10mg,+15mg,++and+20mg++orodispersible+tablets
http://www.medicines.org.uk/emc/medicine/614/SPC/Zyprexa++2.5mg,+5mg,+7.5mg,+10mg,+15mg,++and+20mg+coated+tablets.+Zyprexa+Velotab++5mg,+10mg,+15mg,++and+20mg++orodispersible+tablets
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Date Medication 

prescribed 

Dosage Quantity  

(number of days treatment) 

19 July 

2012 

Mirtazapine 15mg 

tablets 

One at bedtime 28 (28) 

19 July 

2012 

Olanzapine 20mg 

tablets 

One at bedtime 28 (28) 

19 July 

2012 

Temazepam 20mg 

tablets 

One at night 28 (28) 

 

4.9.10 Before this final prescription, similar prescriptions for one month’s worth of these 

drugs had been issued. 

4.9.11 The Medicines Optimisation team advise that it is important to note that it is unclear 

if V requested the prescriptions or if they were automatically produced (which may include 

at the request of the pharmacy). It is also unclear if V collected the prescription from the 

practice or whether it went directly to the pharmacy.  The team point out that medication 

compliance was a known issue; it was known that V did not take medication as prescribed. 

It was recorded that he reported taking double his dose some days and missing doses 

altogether on other days.  

4.9.12 It is not possible for a prescriber to know if a patient is taking their medication as 

prescribed. As long as prescriptions are requested regularly and the medication is dispensed 

by a pharmacy when expected (usually on or around the day the prescription is collected), 

neither the prescriber, nor the pharmacist knows what happens afterwards.  

4.9.13 The Medicines Optimisation team has queried whether the frequency of collection 

was appropriate.  Shorter frequencies, for example 14 days, may have been considered if the 

patient was at risk of self-harming through overdose or had demonstrated significant suicidal 

ideations.  The letters from Secondary Care suggest some poor compliance but suicidal 

ideations and/or the risk of significant self-harm were ruled out in the last letter dated 

12.4.12 which states that V “is having no thoughts of harming himself or ending his 

life…although on occasion he has been doubling or even trebling the dose” 

4.9.14  It should also be noted in the same letter that V’s mother presented a different 

version of events stating V was “…overdosing in front of her” but these accounts were 

disputed by V.  The Consultant Psychiatrist did not consider that there was a need to 

discuss this urgently with the GP as a letter was sent rather than an urgent phone call being 

made.  No recommendation was made in the letter to reduce the frequency of collection.  

It should also be noted that when V’s prescription was transferred to Primary Care on 11 

July 2011, the consultant psychiatrist stated that he had been issuing V with 28 day 

prescriptions.   

4.10 GP; Mental Health Reviews. 

4.10.1 V was offered regular Mental Health Reviews with his GP, in accordance with 

national Quality Outcome Framework (QOF) Guidelines. (There is no requirement to hold 

the Mental Health Reviews, only a requirement to offer them; patients can choose to ignore 
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or decline the invitation.) The process for reviews under QOF guidelines was that the 

practice must contact the patient on three separate occasions within the year. Once the 

patient fails to make contact after the third contact, the practice can reset the recall date to 

a year from the original first call.  

4.10.2 V did not attend a Mental Health Review on 12 July 2011. Follow up letters were sent 

on 20 July 2011 and 24 August 2011 and the GP practice then reset the recall date to the 

following year.  On 21 June 2012, V was invited to attend a blood test appointment on 29 

June 2012 (this was part of the physical monitoring in relation to his psychotropic 

medication) and a Mental Health Review on 10 July 2012. This appointment was cancelled as 

the Mental Health Review was not appropriate without the blood test results. A further 

letter was sent on 19 July 2012 reminding V to make an appointment for the Mental Health 

Review. 

4.10.3 It is not known whether V understood either the letters being sent him or the link 

between the blood test appointment and the Mental Health Review.  

4.10.4 The GP practice did not consider “reasonable adjustments” (discussed at paragraph 

4.3.3 above) as it did not have a record of V having learning difficulties. Had it done so, it 
could have considered how to make its service more accessible to V and not simply have 

instituted the blanket policy of resetting the recall date after three failed letter contacts. 

(This issue is likely to affect all GP practices, possibly nationally, in view of the fact that the 

GP practice was following QOF Guidelines.) There could, for example, have been a 

combination of attempted letter and telephone (and possibly text) contacts. 

4.11 Pharmacy issues 

4.11.1 V collected repeat prescriptions from the pharmacy every 28 days. The GP had no 

record on their system that this was the case and there seems to be no way of checking 

when V actually collected his medication. For the vast majority of patients, this system 

works well, for both GP practices and pharmacies and to change in all in cases would 

become unworkable and unmanageable. 

4.11.2 V did not attend an appointment with his GP on 29 June 2012 to have his bloods 

taken, which was part of the physical monitoring of his medication, to check it was not 

having an impact on V’s physical health. This led to the cancellation by the GP of V’s Mental 

Health Review on 10 July 2012. (V was sent a letter on 19 July 2012 reminding him to make 

an appointment for a Mental Health Review (although what was needed in the first instance 

was an appointment to have bloods taken.) No further steps were taken to rebook the 

bloods appointment. It is, however, likely that V collected his medication from the pharmacy 

on or around 16 July 2012. 

4.11.3 There is a gap in the information loop between GPs and pharmacies. Pharmacies are 

under no obligation to inform GPs if patients have not collected their medication and 

conversely there is no obligation on GPs to inform pharmacies if patients are not complying 

with physical monitoring; this has potential implications for patient safety. 

4.12 Diversity/Equality training.   

4.12.1 At the time, in most Agencies, equality and diversity training was delivered as part of 

induction training which may have taken place some time ago (we do not know the position 
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for individual staff members) and therefore only covered very general issues around non-

discrimination.  

4.12.2 Some of the Agencies delivered specific training about dealing with Mate Crime and 

Hate Crime including race or disability discrimination crime. 

 

5 Lessons identified in other SCRs 

5.1 The Serious Case Review in relation to MA was commissioned by Plymouth Adult 

Safeguarding Board and covered the period 2002 to 2008. The report was finalised in March 

2010 and therefore lessons identified in that review should have been incorporated into 

practice by the time of V’s involvement with services between 2010 and 2012. The Review 

identified a number of similar issues; one way information sharing (from NHS Plymouth’s 

Learning Disability Service to the Police), the VARM process was not used (although it was 

unclear whether MA was at risk of self-neglect/self-harm) and that no consideration was 

given to calling some form of multi-disciplinary meeting to discuss concerns. The Review 

also identified a concern with NHS Plymouth’s Community Nurse Team care; there was a 

lack of assessment and lack of recognition that MA’s vulnerability could result in serious 

risk, a lack of structured care process and a lack of care review. Communication with the 

family, with the multi-disciplinary framework and with the service manager was inadequate. 

5.2 The report author has identified a number of Serious Case Reviews nationally in relation 

to the period 2009-2012 where issues similar to those in this review were identified. As 

they cover the same time period as this review, they simply add weight to the issues 

identified in this review. A Safeguarding Adults’ Board in the local area carried out a 

Thematic Review of Vulnerable Adults’ Mental Health Crisis Care. Although these were not 

serious case reviews, the thematic review identified similar issues; effective care 

coordination through inter agency communication and full sharing of risk information did 

not always happen. It also identified a lack of effective communication between agencies and 

the family, that police required refresher Mental Health Act training (in relation to their 

section 136 powers) and that there was a lack of clarity regarding the exact roles and 

responsibilities of the police and ambulance service in relation to mental health clients.  

5.3 The Serious Case Review in to the death of a 26 year old woman with mental health 

issues by Dorset Safeguarding Adults Board identified inter-agency communication and 

information sharing as issues. Of some significance are the findings of the Serious Case 

Review in Dudley into BD. There was a failing by a number of agencies to recognise that BD 

was vulnerable and, in particular, the police’s “persistent failure over many years to 

recognise that BD’s constant bombardment of 999 calls and officer visits indicated his 

vulnerability rather than just a nuisance.” One of the recommendations of this review was 

that there should be training regarding how to recognise vulnerability and how to respond 

appropriately. This review also recommended that staff should have a greater awareness of 

harassment and hate crime and how to respond to it. 

5.4 Thematic analysis of findings from a survey of 144 serious case review executive 

summaries in adult safeguarding4 identified dominant themes and universal lessons. It is not 

surprising that the analysis of recommendations identified the following categories of 

                                            
4 Aylett A 2016 Universal learning: findings from an analysis of serious case review executive summaries 
The Journal of Adult Protection Vol 18 No. 1 2016, pp28-39 
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recommendations; staff training, reviewing and improving policy, procedure and guidance, 

facilitating information sharing and communication within and across agency, developing 

effective governance systems, holistic multi-agency assessment, planning, monitoring and 

review, developing dynamic risk assessment and risk management by assertive outreach to 

vulnerable adults and engaging with a wide range of agencies and interests in Safeguarding 

Vulnerable Adults. Most of these categories are reflected in the recommendations made in 

this report. 

5.5 The research also identified themes which have been identified in this review; lack of 

holistic assessment, poor risk assessment, problems in consistency in identifying 

vulnerability, poor information sharing between agencies, inconsistent or absent recording 

of concerns, and poor engagement with services. 

 

6 Were there any actions agencies could have taken to prevent V’s death 

The purpose of the Serious Case Review is to support multi-agency learning and, as such, it 

is not a process to consider legal concepts of liability and causation. What the review does 

find, however, is that there were a number of opportunities for Agencies to intervene prior 

to death. It is not possible to say with certainty whether the outcome would have different 

had those opportunities been taken. 

 

7 Agency action plans 

7.1 Actions were identified by individual Agencies as part of their individual management 

review submission of V and have been implemented and reviewed.             

 

8 Recommendations 

Most of the Agencies have introduced new processes to address deficiencies in the 

processes existing at the time of V’s death; these are identified in the Action Plans set out in 

Appendices 3 - 8. The Review process has identified lessons to be learnt and the following 

additional recommendations are made. 

8.1 Police 

8.1.2 Agencies and, in particular the Police, have learnt valuable lessons about the 

assessment of vulnerability and risk. It is recommended that the police share the lessons 

learnt and the changes in practice they have implemented with their colleagues nationally. 

(See lessons learnt regarding Communication at para 4.1.2 and the theme of Perceptions of 

Vulnerability at para 3.1) 

8.1.3 There were a number of occasions when young women were found in V’s flat. There 

did not appear to be a wider consideration of risk issues, both in relation to V (i.e. whether 

he was at risk of Mate Crime) or whether the young women were at risk from V or his 

associates. Wider awareness of the range and variety of vulnerabilities should be addressed 

by the changes already implemented by the Police in their action plan. (See lessons learnt 

regarding Insufficient attention paid to dyslexia and learning difficulties at para 4.3.7.) 
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8.2 South Western Ambulance Service 

Training/instruction is given to all frontline staff and staff in the control centre about the 

importance of the precise use of language so that information does not get misinterpreted, 

information to be transcribed verbatim, if possible. (See lessons learnt regarding 

Communication at para 4.1.5.) 

8.3 Housing Providers 

It is recognised that the number of recommendations made for housing providers appears 

to be larger than those for other agencies who had greater involvement with V. This is 

mainly because those agencies identified actions to take shortly after V’s death and took 

action at the time; these actions are identified in Appendix 3 and are not repeated in the 

Recommendations. However, the housing providers who had contact with V only started to 

consider learning after the start of the SCR process itself, as it was only at that point that 

the relevance of their involvement in V’s life was identified. 

Given the number and range of recommendations (see 8.3) for all housing providers, 

consideration must be given to how their implementation is monitored and a suitable 

process set up. An action plan has been drawn up by the housing providers involved in this 

review process. The learning points identified in this action plan will be shared with all 

registered social landlords through the network meetings. 

8.3.1 People can move house frequently and between housing providers (as happened to V). 

Although there is a process in place (operated by Devon Home Choice), for handing over 

and sharing information between housing providers, this worked inconsistently and is reliant 

on individuals inputting full information. The computerised system may not allow full details 

across all areas to be input. This process must be reviewed. (See lessons learnt regarding 

Communication at para 4.1.4) 

 

8.3.2 Housing providers to review their processes in relation to debt recovery when adults 

at risk are involved (See lessons learnt regarding Communication at para 4.1.2.) 

 

8.3.3 Where a tenant is in contact with secondary mental health services housing providers 

should share relevant and appropriate information with them (e.g. harassment, debt, 

immigration status) (See lessons learnt regarding Communication at para 4.1.4.2.)  

 

8.3.4 Housing providers must have harassment and discrimination clauses in tenancy 

agreements, making it clear that harassment and discrimination will not be tolerated and 

may lead to the termination of a tenancy. (See lessons learnt regarding Mate Crime/Hate 

Crime/racial harassment at para 4.6) 
 

8.3.5 Housing providers to review how they investigate allegations of harassment and to 

take proactive steps to investigate particularly when an adult at risk is involved who may 

need additional support in pursuing the complaint. (See lessons learnt regarding Mate 

Crime/Hate Crime/racial harassment at para 4.6.) 

 

8.3.6 Housing providers and individual housing staff members must be aware of the 

differences between sharing information with other agencies about a adult at risk and what 

steps to take if they are concerned about an adult at risk.  

 



2017 06 12  
 

40 

 

If there are safeguarding concerns or concerns about an adult at risk from self-neglect or 

from refusing services, they should initiate the Safeguarding process or the Risk Management 

and Self Neglect policy, and not simply pass on concerns to other Agencies.  

 

The safeguarding training attended by housing providers must make this distinction clear. 

Housing providers’ adult safeguarding policy and procedures must include information 

sharing, reporting adult safeguarding concerns, escalation procedures, training and record 

keeping. 

 

8.3.7 The Local Authority, as lead agency for adult safeguarding is responsible to inform all 

Plymouth Safeguarding Adult Board Partners and wider stakeholders of the Care Act 2014 

responsibilities related to information sharing.  

 

The Adult Safeguarding Procedures must include guidance on how agencies escalate 

concerns. If housing staff pass on information to other agencies and that information is not 

responded to, all staff must be aware of when escalation is appropriate and how to 
implement it. The escalation guidance is to be used were its identified safeguarding referrals 

have failed to be made to the Local Authority. (See lessons learnt regarding Communication 

at para 4.1.4) 

 

8.3.8 A Housing sub-group with representation of Plymouth Housing Services Partnership 

meet to ensure all actions are taken up and reviewed annually as part of the Plymouth 

Housing Services Partnership’s Annual Review and presented to SAB. 

8.4 Livewell Southwest (formally Plymouth Community Healthcare) 

When a service user is waiting for a care coordinator to be allocated to him/her, s/he 

should be given a named duty contact, so that they are able to contact a named person if 

they need to speak to a professional about their mental health. (See lessons learnt regarding 

Communication at para 4.1.2.) ,  

8.5 Prescribing and reviewing medication - GP’s and Pharmacies 

8.5.1 Guidance is required for all GP practices in relation to when a Medication Review 

requires face to face consultation and when a face to face consultation is not required, 

particularly when a patient is being seen by secondary health services. Although, in V’s case, 

mental health services were involved, this recommendation has a wider implication when 

patients are being seen by other secondary health services. (See lessons learnt regarding 

Issues around prescribing and medication reviews at para 4.9)  

 

8.5.2 The Clinical Commissioning Group and Livewell Southwest to jointly discuss the long 

term arrangements for managing patients taking anti-psychotic medication, so that there are 

appropriately agreed processes in place. (See lessons learnt regarding Issues around 

prescribing and medication reviews at para 4.9.)  

 

8.5.3 The NEW Devon CCG Medicines Optimisation team will prepare Guidance to ensure 

that GP practices and community pharmacies are aware of their responsibilities in relation 

to physical monitoring and the implications for continued prescribing where a patient has 

not complied with physical monitoring (i.e. potential risks to health versus impact of ceasing 

to prescribe). The team will liaise with the Local Pharmaceutical Committee and the Local 

Medical Committee. This recommendation has a wider implication and is made in relation 
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to all medication, not just psychotropic medication. (See lessons learnt at para 4.11 

regarding Pharmacy issues.)  

 

8.5.4 The NEW Devon CCG Medicines Optimisation team will prepare Guidance around a) 

actions to be taken (if any) if a vulnerable patient fails to collect prescriptions. The team will 

liaise with the Local Pharmaceutical Committee and the Local Medical Committee. (See 

lessons learnt regarding Pharmacy issues at para 4.11.)  

 

8.5.5 Guidance is sought from the Local Medical Committee in relation to the QOF 

Guidelines and what Guidance is appropriate locally in relation to how to contact patients 

who do not respond to invitations when consideration of “reasonable adjustments” under 

the Equality Act 2010 is required. (See lessons learnt regarding GP; Mental Health Reviews at 

para 4.10) 

8.6 Plymouth City Council   

8.6.1 Following the revision of the existing VARM policy guidance (which was in place at the 

time of V’s involvement with services) , all agencies/organisations and, in particular, housing 

providers must receive updated information and training about the usefulness of the new 

Risk Management & Self-Neglect (RM&SN) process in supporting adults at risk. This could 

be incorporated into existing Safeguarding training. There needs to be a testing of 

agencies’/organisations’ knowledge of RM&SN policy guidance, what it is, how it operates, 

where to access information and how to raise concerns to the Local Authority as the lead 

agency for adult safeguarding. Even those agencies and organisations that were aware of the 

VARM process appeared not to access it often. (See themes regarding Lack of Knowledge 

around the use of the VARM process at para 3.2, regarding Perception over whose responsibility 

Safeguarding was at para 3.3 and V was not referred to Social Care by any Agency at para 4.2) 

8.6.2 Prior to the Care Act 2014, there was a challenge in overcoming the different 

thresholds used by agencies in determining whether to make referrals to adult social care or 

in initiating the VARM process. The Care Act 2014 broadens access to Adult Social Care for 

adults at risk who may self-neglect within a safeguarding framework. However 

agencies/organisations’ past experience of accessing Adult Social Care on behalf of adults at 

risk means there needs to be significant awareness raising of the process and this should be 

planned as part of the Risk Management & Self-Neglect policy launch 

8.6.3   Plymouth Safeguarding Adults Board hosts the Lead Officer Sub Group (LOG) for 

agencies/organisations’ safeguarding lead officers to attend. It is recommended the group 

membership be extended and utilised by agencies to share with each other exactly what 

support they are able to provide to adults at risk, understand any limitations, and identify 

and address gaps in knowledge through an action plan monitored via the LOG which in turn 

reports to the Safeguarding Adult Board.  

8.7 Learning & Development – all agencies involved 

8.7.1 The recommendations in relation to training apply to all Agencies (not just those 

involved with this Serious Case Review), including community pharmacies. (See theme of 

Variable Training in relation to Safeguarding and vulnerability at para 3.5 and lesson learnt 

regarding Diversity/Equality training at para 4.12).  

8.7.2 Diversity training Agencies to review their diversity training and how it is accessed by 

staff. Training should be multi-faceted, examining the relationship between 
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race/gender/mental health, faith and learning difficulties. Agencies should consider including 

immigration status in the training so that staff consider its potential impact on mental health. 

Training must also cover an examination of unconscious bias to allow staff to consider their 

own responses and attitudes. 

8.7.3 Human Rights Act There must be training in the relationship between the Human 

Rights Act and the Mental Health Act and between the Human Rights Act and the Care Act 

2014. Decisions about releasing information to relatives and sharing information with other 

professionals (i.e. potentially breaching confidentiality) require an on-going assessment 

reinforced in supervisory sessions. 

8.7.4 Safeguarding All agencies to ensure that basic safeguarding training is completed for all 

frontline staff, including call handlers and reception staff and, in the case of housing, 

maintenance staff. A key part of this must be training on how to identify a vulnerable 

individual. 

8.7.5 E-learning All agencies that use e-learning to identify whether staff actually learn from 

it, especially in the arenas of assessing risk 

8.7.6 Induction All agencies review induction training for appropriate content in relation to 

adult safeguarding. The review should also confirm the arrangements and frequency for 

updating staff following their induction training. 

8.7.7 Mental Health. Mental health training needs to ensure that staff understands the 

interactions between ethnicity and other protected characteristics and mental health. 

Training should help to develop “cultural confidence” for staff working with clients who did 

not share their cultural background 

8.8 Equality issues – all agencies involved 

8.8.1 All Agencies should review their Equality policies to ensure there is sufficient 

concentration on service user issues. (See lesson learnt regarding Ethnicity Issues at para 4.4). 

These should be linked into the new provision of integrated health and social care services 

 8.8.2 Agencies must develop systems for ensuring that reasonable adjustments are 

considered and that such consideration is evidenced. Meeting objectives is more than legal 

compliance. It is not enough, in order to comply with the Equality Act 2010, simply to 

recognise that an individual has dyslexia or learning difficulties. This could be tested with on-

going discussions with user groups or surveys of patients (e.g. Health Watch). Carers’ views 

should also be sought. (See lesson learnt regarding Equality Issues at para 4.8) 

8.8.3  Agencies to review their risk templates to ensure they are designed in such a way as 

to assist with the recording of information the layering effect of protected characteristics 

(race, gender, learning difficulties) and other relevant factors such as immigration status and 

harassment. There is also a need to ensure that these issues are discussed regularly with 

staff. This would help to ensure that full account is taken of a service user’s history, 

especially when the service user is a refugee or asylum seeker. (See lesson learnt regarding 

Ethnicity Issues at para 4.4, regarding Immigration Status at para 4.5 and regarding Religion and 

Belief at para 4.7) 

8.9 Plymouth Safeguarding Adults Board – Assurance  
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8.9.1 Plymouth Safeguarding Adults Board to keep under review and report progress of 

recommendations to the Board. Monitoring of recommendations will be via the Policy & 

Lead Officer Sub Group (PLOG). 

8.9.2 Safeguarding and Risk; the Safeguarding Adults Board to assure itself that there is a 

uniform system of accessing and raising safeguarding concerns and concerns regarding cases 

of self-neglect or refusal of services by an adult at risk, including agencies being able to 

escalate matters if concerns about an individual are not addressed. 

8.9.3 Learning & Development; it is recommended that the four local Safeguarding Adults’ 

Boards (Cornwall, Plymouth, Devon & Torbay) take the opportunity offered by this Serious 

Case Review to review their learning & development strategies to see how training can be 

delivered across agencies so that it is effective. 

8.9.4 Adult Mental Health Needs Assessment for Plymouth; the Safeguarding Adults Board 

should be assured that the Adult Mental Health Needs Assessment for Plymouth, (i.e. to 

undertake further work to understand the mental health and wellbeing needs and service 

supply and requirements for BME people), has been implemented. (See lesson learnt 

regarding Ethnicity Issues at para 4.4) 

8.9.5 Research; the Safeguarding Adults Board to ask Agencies how they take research into 

account when planning services and care plans for individuals. Commissioners should 

confirm how they ensure that providers are knowledgeable about vulnerability and risk and 

know how to safeguard the service users. (See lesson learnt regarding Ethnicity Issues at para 

4.4)  

8.9.6 Information sharing; the Safeguarding Adults Board to seek assurance from Agencies 

regarding leadership in relation to inter-agency information sharing. 

8.9.7 Communication; communication between Agencies was reasonable although 

information sharing between health agencies and the housing provider was, at times, poor. 

(See paragraph 8.4.4). The housing provider tried to pass concerns on but was somewhat 

thwarted. An easier system for Housing providers to share their concerns with other 

Agencies involved with a vulnerable adult and to know that their concerns are being 

actioned should be established, especially as housing officers are in a unique position to 

provide insight into the states of mind and living conditions of vulnerable adults. Although 

this recommendation should be addressed by the new Risk Management/Self Neglect 

process, it is recommended that the Safeguarding Adults Board keep this under review. (See 

lessons learnt at para 4.1.4.2 regarding Communication) 

8.9.8 Supervision; some but not all Agencies have systems in place for picking up poor 

practice and supporting staff members. The Safeguarding Adults’ Board must be assured that 

all Agencies have robust systems in place. (See theme regarding Supervision at para 3.4) 

8.9.9 Organisational Change; the Safeguarding Adults Board to assure itself that during 

organisational change, services link up together to ensure that services are talking to each 

other about the consequences and local impact of organisational change. 

8.9.10 The Safeguarding Adults Board to explore whether it can develop a mechanism 

whereby it holds organisational memory, so that invaluable historical information is not lost. 
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8.9.11 The Safeguarding Adults Board to feel assured that adults with mental health 

difficulties are protected when services take the view that those adults must take 

responsibility for their own health by making telephone calls and/or attending appointments 

even when the very nature of their illness makes it difficult for them to do so. 

8.9.12 Sharing lessons; it is recommended that the Safeguarding Adults’ Board share the 

lessons learnt with their colleagues nationally. 

 

  

 

 

 

 

 

 

 

 

 

Glossary 

Ambulance Control Managed by South Western Ambulance Service. 

Responsible for taking 999 calls, also for allocating 

vehicles and sharing information between frontline 

staff and the police 

Approved Mental Health 

Professional (AMHP) 

 

Employed by Plymouth City Council. A specifically 

trained health or social care professional who is 

responsible for organising and coordinating 

assessments under the Mental Health Act 

Care coordinator 

 

A mental health practitioner responsible for 

monitoring how care is delivered and for carrying 

out an assessment to work out health and social 

care needs under the care programme approach. 

Care Programme Approach 

 

A way that services are assessed, planned, 

coordinated and reviewed for someone with mental 

health problems or a range of related complex 

needs 

Community Psychiatric Nurse A registered nurse with specialist mental health 

training 
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Daytime service 

 

Daytime AMHP service operated between 0900 and 

1700 hours Monday to Friday. Managed by 

Plymouth City Council, Adult Social Care (up to 31 

March 2015) 

Force Enquiry Centre 

 

Managed by the police. It handles all 101 non-

emergency and 999 calls. In appropriate cases, it 

redirects calls to Ambulance Control. 

Front Line Vehicle This is an emergency ambulance 999 vehicle staffed 

by two clinicians 

Home Treatment Team 

 

Treats people with severe mental health conditions 

that are experiencing an acute and severe 

psychiatric crisis. 

Independent Police Complaints 

Commission 

An independent body that oversees the police 

complaints system 

Insight 

 

A charity commissioned by the NHS to provide an 

early intervention service for 18-35 year olds who 

may be experiencing symptoms of early psychosis. 

Clinics operate at The Zone 

Medicines Optimisation Team 

 

Managed by Northern, Eastern and Western Devon 

Clinical Commissioning Group. It supports the 

commissioning of medicines and other medical 

interventions 

Mental Health Act assessment 

 

An assessment carried out by an AMHP and two 

doctors to decide whether a person needs to be 

detained in hospital for assessment and treatment of 

a mental health condition 

Mental Health Review 

 

This is a QOF (Quality Outcomes Framework) 

requirement. A review must be offered by the GP to 

carry out appropriate physical health checks and to 

offer health promotion and prevention advice. 

Mental health warning marker 

 

An entry made against a person’s name on the 

Police National Computer that the person has 

mental health issues.                                      

MIND A charity providing advice and support to anyone 

experiencing a mental health problem 

Nearest Relative This is a designated relationship defined in the 

Mental Health Act 2007 

Out of Hours Service 

 

Out of Hours AMHP service operated between 

1700 and 0900 hours Monday to Friday and 

weekends/bank holidays. Managed by Plymouth City 
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Council’s Children’s Social Care 

Plymouth Access to Housing 

(PATH) 

 

A charity commissioned by Plymouth City Council 

to support people vulnerable to homelessness to 

secure and sustain appropriate accommodation 

Plymouth Community 

Healthcare 

 

An independent social enterprise providing 

integrated health and social care services including 

community mental health services established in 

October 2011 

Rapid Response Vehicle 

 

A vehicle sent to a patient and able to start 

emergency treatment without the help of an 

ambulance crew. An RRV is often the only 

ambulance resource sent to an incident.   

Resource Deployment Officer 

 

Based in the Force Enquiry Centre. Provision of 

radio to the Devon and Cornwall Police through 

the dispatching of police resources to a range of 

incidents. Answering emergency calls and making 

decisions in relation to the grading against Force 

policy 

Rethink A national charity for everyone experiencing mental 

health issues 

Appendix 1  

Table detailing requests for agency Independent Management Reviews (IMR’s) 

 Date Letter sent IMR received Chronology 

Plymouth 

Community Health 

14.1.2013 1.7.2013 1.7.2013 

Plymouth 
Community 

Homes 

14.1.2013 5.6.2013 5.6.2013 

Police 14.1.2013 21.9.2015  

GP 14.1.2013 13.3.2013 13.3.2013 

SWASFT (South 

Western 

Ambulance Service 

Foundation Trust) 

14.1.2013 22.1.2013  22.1.2013 

PCC Housing 15.10.2013 14.11.2013 14.11.2013 

The Zone/Insight 6.1.2014 N/A 22.4.14 
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PCC OOHS Team 13.2.2013 20.3.13  

Devon and 

Cornwall Housing 

15.10.2013 16.6.2014 16.6.2014 

PATH 6.1.2014 N/A 16.5.14 
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Appendix 2 

 

Multi-agency policy and procedures for Safeguarding Adults a complete working 

guide 

safeguarding_adults
_policies_and_procedures.pdf

 

Vulnerable Adult Risk Management Meeting Process – Appendix E 

safeguarding_adults
_appendix_e_varm_process.pdf



2017 06 12  
 

49 

 

Appendix 3 

 

Serious Case Review ‘V’ Summary Recommendations  

 
8 RECOMMENDATIONS 

 

   

8.1 Police 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.1 8.1.2 Agencies and, in particular the Police, have learnt 
valuable lessons about the assessment of vulnerability and 

risk. It is recommended that the police share the lessons 

learnt and the changes in practice they have implemented 

with their colleagues nationally. (See lessons learnt 

regarding Communication at para 4.1.2 and the theme of 

Perceptions of Vulnerability at para 3.1) 

 

 

 

 

8.1.3 There were a number of occasions when young 

women were found in V’s flat. There did not appear to be 

a wider consideration of risk issues, both in relation to V 

(i.e. whether he was at risk of Mate Crime) or whether 

the young women were at risk from V or his associates. 

Wider awareness of the range and variety of 

vulnerabilities should be addressed by the changes already 

implemented by the Police in their action plan. (See 

The working practices introduced through 
the Safeguarding Vulnerable People Review 

have been identified by HMIC in its 

inspections on child protection & efficiency. 

These reports are available through the 

HMIC website. A College of Policing peer 

review was also undertaken in 2016. These 

changes have been presented to the South 

West regional Head of Public Protection 

meeting. Other forces have visited Devon 

& Cornwall as part of their own reviews 

around vulnerability. This recommendation 

can be shown as complete. 
 

 

D&C have invested heavily in the training 

of staff around wider vulnerability. This 

includes initial learning programmes for 

student officers as well as bespoke training 

courses for more experienced officers e.g. 

CID Course. Safeguarding training has also 

been undertaken by our Call Handling 

 
 

26.01.2017 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

26.01.2017 
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lessons learnt regarding Insufficient attention paid to dyslexia 

and learning difficulties at para 4.3.7.) 

Centre who are vital in early identification 

& assessment of vulnerability. In addition to 

the training when the single safeguarding 

process was introduced and completion of 

the ViST which covers a wide range of 

vulnerabilities, since then a process named 

Victim Needs Assessment has been 

introduced. In every case where there is a 

victim the officer will complete a VNA. 

This then is forwarded to the Victim Care 

Unit where one of the many services 

available will be used if required and 

consent given by the victim. This 

recommendation can be shown as 

complete. 

8.2 South Western Ambulance Service Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.2 8.2.1 Training/instruction is given to all frontline staff and 

staff in the control centre about the importance of the 

precise use of language so that information does not get 

misinterpreted, information to be transcribed verbatim, if 

possible. (See lessons learnt regarding Communication at 

para 4.1.5.) 

 

Complete 

 Already in place with NHS 
Pathways 

 Call Handler Competencies 

 Call audit process 

 Training presentation and 
discussion. 

 

Expected Competencies 

 Staff will use the most appropriate 

language when communicating with 

others to ensure that it is 

understood and not misinterpreted. 

SWASFT 

Clinical Hub 

Training Team 

&  

Safeguarding 

Service 

 

On-going as 

new staff are 

trained. 
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 There will be no further 

complaints/SI/incidents related to 

this  recommendation 

8.3 Housing Providers 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.3 8.3.1 People can move house frequently and between 

housing providers (as happened to V). Although there is a 

process in place (operated by Devon Home Choice), for 

handing over and sharing information between housing 

providers, this worked inconsistently and is reliant on 

individuals inputting full information. The computerised 

system may not allow full details across all areas to be 

input. This process must be reviewed. (See lessons learnt 

regarding Communication at para 4.1.4) 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

8.3.2 Housing providers to review their processes in 

relation to debt recovery when adults at risk are involved 

(See lessons learnt regarding Communication at para 4.1.2.) 

Devon Home Choice (DHC) is a choice 

based letting scheme that covers the whole 

of Devon through partnership between the 

10 Devon local authorities and housing 

associations working in Devon.  All 

applicants are assessed in the same way, 

using the rules set out in this policy to 

ensure fairness and consistency. Whilst all 

applicants are assessed in the same way, 

some partner housing associations may 

have different criteria to let their homes. 

 

DHC annually carries out a Policy and 
Procedures Review and has also within the 

last 2 years procured and implemented a 

new IT system which has resulted in 

positive changes. This work has been 

supported by Devon ICT Partners are able 

to view full application details, attach 

documents, create notes and alerts to 

support communication and share 

information. 

 

There is no industry standard in relation to 

debt recovery. Issue to be tabled as an 

agenda item at the Plymouth Housing 

Plymouth City 

Council 

Community 

Connections 

Service and 

Plymouth 

Housing 

Services 

Partnership 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

Plymouth City 

Council 

Community 

Complete 

with annual 

review of 

Policy and 

Procedures  

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

22 June 2017 

Forum 

meeting 
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8.3.3 Where a tenant is in contact with secondary mental 

health services housing providers should share relevant 

and appropriate information with them (e.g. harassment, 

debt, immigration status) (See lessons learnt regarding 

Communication at para 4.1.4.2.)  

 

8.3.4 Housing providers must have harassment and 

discrimination clauses in tenancy agreements, making it 

clear that harassment and discrimination will not be 

tolerated and may lead to the termination of a tenancy. 

(See lessons learnt regarding Mate Crime/Hate Crime/racial 

harassment at para 4.6) 

 

8.3.5 Housing providers to review how they investigate 

allegations of harassment and to take proactive steps to 

investigate particularly when an adult at risk is involved 

who may need additional support in pursuing the 

complaint. (See lessons learnt regarding Mate Crime/Hate 

Crime/racial harassment at para 4.6.) 
 

8.3.6 Housing providers and individual housing staff 

members must be aware of the differences between 

sharing information with other agencies about an adult at 

risk and what steps to take if they are concerned about an 

adult at risk.  

 

If there are safeguarding concerns or concerns about an 

adult at risk from self-neglect or from refusing services, 

they should initiate the Safeguarding process or the Risk 

Management and Self Neglect policy, and not simply pass 

Services Partnership Forum.  

 

A two stage action plan for 

recommendations 8.3.3 – 8.3.6 & 

8.3.8.  

 

1st stage: - recommendations to be 

circulated to members of the Plymouth 

Housing Services Partnership for them to 

comment on compliance with the 

recommendation.  

 

2nd stage: an extra-ordinary meeting of 

the Plymouth Housing Services Partnership 

Forum to be convened after the publication 

of the SCR to discuss lessons learned and 

compliance issues 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

Connections 

Service 

 

 

 

 

Plymouth City 

Council Adult 

Safeguarding 

Team 

 

 

Plymouth City 

Council 

Community 

Connections 

Service 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

12 June 2017 

 

 

 

 

 

22 June 2017 

Forum 

meeting 
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on concerns to other Agencies.  

 

The safeguarding training attended by housing providers 

must make this distinction clear. Housing providers’ adult 

safeguarding policy and procedures must include 

information sharing, reporting adult safeguarding 

concerns, escalation procedures, training and record 

keeping. 

 

8.3.7 The Local Authority, as lead agency for adult 

safeguarding is responsible to inform all Plymouth 

Safeguarding Adult Board Partners and wider stakeholders 

of the Care Act 2014 responsibilities related to 

information sharing.  

 

The Adult Safeguarding Procedures must include guidance 

on how agencies escalate concerns. If housing staff pass 

on information to other agencies and that information is 

not responded to, all staff must be aware of when 

escalation is appropriate and how to implement it. The 

escalation guidance is to be used were its identified 
safeguarding referrals have failed to be made to the Local 

Authority. (See lessons learnt regarding Communication at 

para 4.1.4) 

 

8.3.8 A Housing sub-group with representation of 

Plymouth Housing Services Partnership meet to ensure all 

actions are taken up and reviewed annually as part of the 

Plymouth Housing Services Partnership’s Annual Review 

and presented to SAB. 

 

 

 

 

 

 

 

 

 

Circulate SAB Information Sharing protocol 

to all SAB Partners and wider stakeholders. 

 

 

 

 

Share/signpost links to the SAB multi-

agency procedures with all SAB Partners 

and wider stakeholders, highlighting 

escalation guidance. 

 

 
 

 

 

 

It is proposed the Plymouth Housing 

Services Partnership act as the Housing 

Sub-group, facilitated by PCC Connections 

service and the Adult Safeguarding Team 

 

 

 

 

 

 

 

 

 

Plymouth City 

Council Adult 

Safeguarding 

Team 

 

 

Plymouth City 

Council Adult 

Safeguarding 

Team 

 

 
 

 

 

 

Plymouth City 

Council 

Connections 

Service and 

the Adult  

Safeguarding 

Team 

 

 

 

 

 

 

 

 

 

26 May 2017 

 

 

 

 

 

26 May 2017 

 

 

 

 

 
 

 

 

 

22 June 2017 
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8.4 Mental Health Services 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.4 When a service user is waiting for a care coordinator to 

be allocated to him/her, s/he should be given a named 

duty contact, so that they are able to contact a named 

person if they need to speak to a professional about their 

mental health. (See lessons learnt regarding Communication 

at para 4.1.2.)  

 

Livewell Southwest have actioned this 

recommendation. 

 

Suggested this recommendation is 

expanded to include other mental health 

Providers e.g. Devon Partnership Trust, 

Icebreak, the Zone - Insight 

 

 

 

CCG 

Commissioning 

 

 

 

To be 

confirmed 

8.5 Prescribing and reviewing medication - GP’s and 

Pharmacies 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.5 8.5.1 Guidance is required for all GP practices in relation 

to when a Medication Review requires face to face 

consultation and when a face to face consultation is not 

required, particularly when a patient is being seen by 

secondary health services. Although, in V’s case, mental 

health services were involved, this recommendation has a 

wider implication when patients are being seen by other 

secondary health services. (See lessons learnt regarding 

Issues around prescribing and medication reviews at para 4.9)  

 

8.5.2 The Clinical Commissioning Group and Livewell 

Southwest to jointly discuss the long term arrangements 

for managing patients taking anti-psychotic medication, so 

that there are appropriately agreed processes in place. 

(See lessons learnt regarding Issues around prescribing and 

medication reviews at para 4.9.)  

 

8.5.3 The NEW Devon CCG Medicines Optimisation 

team will prepare Guidance to ensure that GP practices 

Medication review guidance for patients in 

receipt of secondary mental health care will 

be confirmed by the CCG and Livewell 

Southwest and distributed to all GP 

surgeries in Plymouth by NHS England. 

 

 

 

 

 

Following discussion between Livewell 

Southwest, Local Medical Committee and 

the CCG, clarification of the existing 

“South & West Devon Formulary and 

Referral” guidance will be confirmed and 

issued to Livewell Southwest and GP 

practices  

Medication review guidance as described in 

8.5.1 will include reference to 

Oksana Riley, 

CCG, Sally 

Mayell, 

Livewell 

Southwest and 

NHS England 

 

 

 

 

Oksana Riley, 

CCG, Sally 

Mayell, 

Livewell 

Southwest 

 

 

Oksana Riley, 

CCG, Sally 

30 June 2017 

 

 

 

 

 

 

 

 

 

30 

September 

2017 

 

 

 

 

30 June 2017 
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and community pharmacies are aware of their 

responsibilities in relation to physical monitoring and the 

implications for continued prescribing where a patient has 

not complied with physical monitoring (i.e. potential risks 

to health versus impact of ceasing to prescribe). The team 

will liaise with the Local Pharmaceutical Committee and 

the Local Medical Committee. This recommendation has a 

wider implication and is made in relation to all medication, 

not just psychotropic medication. (See lessons learnt at 

para 4.11 regarding Pharmacy issues.)  

 

8.5.4 The NEW Devon CCG Medicines Optimisation 

team will prepare Guidance around a) actions to be taken 

(if any) if a vulnerable patient fails to collect prescriptions. 

The team will liaise with the Local Pharmaceutical 

Committee and the Local Medical Committee. (See 

lessons learnt regarding Pharmacy issues at para 4.11.)  

 

 

 

 
 

 

8.5.5 Guidance is sought from the Local Medical 

Committee in relation to the QOF Guidelines and what 

Guidance is appropriate locally in relation to how to 

contact patients who do not respond to invitations when 

consideration of “reasonable adjustments” under the 

Equality Act 2010 is required. (See lessons learnt 

regarding GP; Mental Health Reviews at para 4.10). The 

Accessible Information Standard was launched by NHS 

England in July 2016. 

consideration of potential risks versus 

benefits of continuing to prescribe where a 

patient has not complied with monitoring 

requirements.   

 

 

 

 

 

 

 

Best practice guidance of the Repeat 

Prescription Process issued to all GP 

practices in 2015 by CCG; highlighted best 

practice with reference to uncollected 

prescriptions. Guidance for community 

pharmacies to highlight best practice where 

vulnerable patients are not collecting their 

prescriptions will be confirmed by CCG 

and NHS England and will be distributed to 

all community pharmacies in Plymouth by 
NHS England. 

 

The Accessible Information Standard aims 

to ensure that people who have a disability 

or sensory loss receive information that 

they can access and understand. Details of 

the standard have been highlighted to GPs 

by the Local Medical Committee on their 

website and through newsletters. 

Mayell, 

Livewell 

Southwest and  

NHS England 

 

 

 

 

 

 

 

Oksana Riley, 

CCG, and 

NHS England 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

30 June 2017 

 

 

 

 

 

 

 

 

 
 

 

Complete 
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8.6 Local Authority - Plymouth City Council  

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.6 8.6.1 Following the revision of the existing Vulnerable 

Adult Risk Management (VARM) policy guidance (which 

was in place at the time of V’s involvement with services), 

all agencies/organisations and, in particular, housing 

providers must receive updated information and training 

about the usefulness of the new Risk Management & Self-

Neglect (RM&SN) process in supporting adults at risk. 

This could be incorporated into existing Safeguarding 

training.  

 

There needs to be a testing of agencies/organisations 

knowledge of RM&SN policy guidance, what it is, how it 

operates, where to access information and how to raise 

concerns to the Local Authority as the lead agency for 

adult safeguarding. Even those agencies and organisations 

that were aware of the VARM process appeared not to 

access it often. (See themes regarding Lack of Knowledge 

around the use of the VARM process at para 3.2, regarding 

Perception over whose responsibility Safeguarding was at para 

3.3 and V was not referred to Social Care by any Agency at 

para 4.2). 

 

8.6.2 Prior to the Care Act 2014, there was a challenge in 
overcoming the different thresholds used by agencies in 

determining whether to make referrals to adult social 

care or in initiating the VARM process. The Care Act 

2014 broadens access to Adult Social Care for adults at 

risk who may self-neglect within a safeguarding 

framework. However agencies and organisations’ past 

The Local Authority has reviewed the 

VARM policy guidance and publishing the 

Risk Management and Self-Neglect policy. 

The Local Authority to share/signpost links 

to the SAB multi-agency procedures with 

all SAB Partners and wider stakeholders, 

highlighting the RM&SN Policy. 

 

 

 

SAB Partners will be requested assure the 

Board the RM&SN Policy has been shared 

and knowledge tested within their 

organisation.  

 

The above will be monitored at the Policy 

& Lead Officer sub-group (PLOG) agenda 

provides for case study and practice 

discussion to assist with embedding this 

policy. 

 

 

As above 
 

 

 

 

 

 

PCC Adult 

Safeguarding 

Team 

 

 

 

 

 

 

 

SAB Board 

Partners 

 

 

 

PCC Adult 

Safeguarding 

Team and 

PLOG 

 

 

 

 
 

 

 

 

 

 

31 May 2017 

 

 

 

 

 

 

 

 

 

30 

September 

2017 

 

 

Quarterly 

meeting -

ongoing 
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experience of accessing Adult Social Care on behalf of 

adults at risk means there needs to be significant 

awareness raising of the process and this should be 

planned as part of the Risk Management & Self-Neglect 

policy launch. 

 

8.6.3   Plymouth Safeguarding Adults Board hosts the 

Policy & Lead Officer Sub Group (PLOG) for 

agencies/organisations’ safeguarding lead officers to 

attend. It is recommended the group membership be 

extended and utilised by agencies to share with each 

other exactly what support they are able to provide to 

adults at risk, understand any limitations, and identify and 

address gaps in knowledge through an action plan 

monitored via the PLOG which in turn reports to the 

Safeguarding Adult Board.  

 

 

 

 

 

 

PLOG Terms of Reference reviewed to 

reflect a wider membership. 

 

 

 

 

 

 

 

 

 

 

 

PCC Adult 

Safeguarding 

Team and 

PLOG 

 

 

 

 

 

 

Complete 

8.7 Learning & Development – all agencies involved 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

8.7 The recommendations in relation to training apply to all 

SAB Partners (not just those involved with this Serious 

Case Review), including community pharmacies. (See 

theme of Variable Training in relation to Safeguarding and 

vulnerability at para 3.5 and lesson learnt regarding 

Diversity/Equality training at para 4.12).  

 

8.7.1 Diversity training Agencies to review their diversity 

training and how it is accessed by staff. Training should be 

multi-faceted, examining the relationship between 

race/gender/mental health, faith and learning difficulties. 

Agencies should consider including immigration status in 
the training so that staff consider its potential impact on 

Letter to be drafted to all SAB partners 

requesting a date where appropriate 

evidence and assurance in the areas 

identified in  8.7.1 to 8.7.6 will be provided 

to the SAB Chair 

PCC Adult 

Safeguarding 

Team & SAB 

Chair 

31 July 2017 
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mental health. Training must also cover an examination of 

unconscious bias to allow staff to consider their own 

responses and attitudes. 

 

8.7.2 Human Rights Act.  There must be training in the 

relationship between the Human Rights Act and the 

Mental Health Act and between the Human Rights Act 

and the Care Act 2014. Decisions about releasing 

information to relatives and sharing information with 

other professionals (i.e. potentially breaching 

confidentiality) require an on-going assessment reinforced 

in supervisory sessions. 

 

8.7.3 Safeguarding All agencies to ensure that basic 

safeguarding training is completed for all frontline staff, 

including call handlers and reception staff and, in the case 

of housing, maintenance staff. A key part of this must be 

training on how to identify a vulnerable individual. 

 

8.7.4 E-learning All agencies who use e-learning to identify 

whether staff actually learn from it, especially in the 
arenas of assessing risk. 

 

8.7.5 Induction All agencies review induction training for 

appropriate content in relation to adult safeguarding. The 

review should also confirm the arrangements and 

frequency for updating staff following their induction 

training. 

 

8.7.6 Mental Health. Mental health training needs to 

ensure that staff understands the interactions between 

ethnicity and other protected characteristics and mental 
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health. Training should help to develop “cultural 

confidence” for staff working with clients who did not 

share their cultural background. 

8.8 Equality issues – all agencies involved 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

 8.8.1 All Agencies should review their Equality policies to 

ensure there is sufficient concentration on service user 

issues. (See lesson learnt regarding Ethnicity Issues at para 

4.4). These should be linked into the new provision of 

integrated health and social care services. 

 

8.8.2 Agencies develop systems for ensuring that 

reasonable adjustments are considered and that such 

consideration is evidenced. Meeting objectives is more 

than legal compliance. It is not enough, in order to comply 

with the Equality Act 2010, simply to recognise that an 

individual has dyslexia or learning difficulties. This could be 

tested with on-going discussions with user groups or 

surveys of patients (e.g. Health Watch). Carers’ views 

should also be sought. (See lesson learnt regarding 

Equality Issues at para 4.8) 

 

8.8.3  Agencies to review their risk templates to ensure 

they are designed in such a way as to assist with the 

recording of information the layering effect of protected 

characteristics (race, gender, learning difficulties) and 

other relevant factors such as immigration status and 

harassment. There is also a need to ensure that these 

issues are discussed regularly with staff. This would help 

to ensure that full account is taken of a service user’s 
history, especially when the service user is a refugee or 

Letter drafted to all SAB Partners 

requesting a date where appropriate 

evidence and assurance in the areas 

identified below numbered 8.8.1 – 8.8.3 will 

be provided to the SAB Chair 

 

The SAB via the Local Authority has 

commissioned Healthwatch to engage and 

develop participation with citizens of 

Plymouth related to the adult safeguarding 

agenda. The area of reasonable adjustments 

can be considered as part of planned 

activity, reported quarterly to SAB.  

 

 

 

 

PCC Adult 

Safeguarding 

Team & SAB 

Chair 

 

 

PCC Adult 

Safeguarding 

Team 

31 July 2017 

 

 

 

 

 

31 May 2017 
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asylum seeker. (See lesson learnt regarding Ethnicity 

Issues at para 4.4, regarding Immigration Status at para 4.5 

and regarding Religion and Belief at para 4.7) 

8.9 Safeguarding Adult Board 

 

Activity required to achieve action, 

updates and milestones 

Person(s) or 

agencies 

responsible 

Completion 

Date 

 8.9.1 Plymouth Safeguarding Adults Board to keep under 

review and report progress of recommendations to the 

Board. Monitoring of recommendations will be via the 

Policy & Lead Officer Sub Group (PLOG). 

 

8.9.2 Safeguarding and Risk; the Safeguarding Adults Board 

to assure itself that there is a uniform system of accessing 

and raising safeguarding concerns and concerns regarding 

cases of self-neglect or refusal of services by an adult at 

risk, including agencies being able to escalate matters if 

concerns about an individual are not addressed. 

 

8.9.3 Learning & Development; it is recommended that 

the four local Safeguarding Adults’ Boards (Cornwall, 

Plymouth, Devon & Torbay) take the opportunity offered 

by this Serious Case Review to review their learning & 

development strategies to see how training can be 

delivered across agencies so that it is effective 

 

8.9.4 Adult Mental Health Needs Assessment for 

Plymouth; the Safeguarding Adults Board should be 

assured that the Adult Mental Health Needs Assessment 

for Plymouth has been implemented. (i.e. to undertake 

further work to understand the mental health and 

wellbeing needs, and service supply and requirements for 
Black and Minority Ethnic people) (See lesson learnt 

PLOG meets quarterly and will include 

recommendations from the SCR as a 

standing agenda item 

 

 

Letter drafted to all SAB Partners 

requesting a date where appropriate 

evidence and assurance will be provided to 

the SAB Chair 

 

 

 

The report or summary will be made 

available to the local and regional 

safeguarding leads group 

 

 

 

 

Letter to Public Health/Commissioning to 

provide assurance to the SAB 

 

 

 

 
 

PLOG Chair 

 

 

 

 

PCC Adult 

Safeguarding 

Team & SAB 

Chair 

 

 

 

PCC Adult 

Safeguarding 

Team 

 

 

 

 

PCC Adult 

Safeguarding 

Team 

 

 

 
 

Ongoing 

 

 

 

 

30 

September 

2017 

 

 

 

 

On 

publication 

 

 

 

 

 

30 

September 

2017 
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regarding Ethnicity Issues at para 4.4) 

 

8.9.5 Research; the Safeguarding Adults Board to ask 

Agencies how they take research into account when 

planning services and care plans for individuals. 

Commissioners should confirm how they ensure that 

providers are knowledgeable about vulnerability and risk 

and know how to safeguard the service users. (See lesson 

learnt regarding Ethnicity Issues at para 4.4)  

 

8.9.6 Information sharing; the Safeguarding Adults Board 

to seek assurance from Agencies regarding leadership in 

relation to inter-agency information sharing. 
 

8.9.7 Communication; communication between Agencies 

was reasonable although information sharing between 

health agencies and the housing provider was, at times, 

poor. (See paragraph 8.4.4). The housing provider tried to 

pass concerns on but was somewhat thwarted. An easier 

system for Housing providers to share their concerns 

with other Agencies involved with an adult at risk and to 

know that their concerns are being actioned should be 

established, especially as housing officers are in a unique 

position to provide insight into the state of mind and living 

conditions of adult at risk. (See lessons learnt at para 

4.1.4.2 regarding Communication) 

 

8.9.8 Supervision; some but not all Agencies have systems 

in place for picking up poor practice and supporting staff 

members. The Safeguarding Adults’ Board must be 

assured that all Agencies have robust systems in place. 

(See theme regarding Supervision at para 3.4) 

 

 

Letter drafted to all SAB Partners 

requesting a date where appropriate 

evidence and assurance will be provided to 

the SAB Chair 

 

 

 

 

Circulate SAB Information Sharing Protocol  

 

 

 

Work planned with Plymouth Housing 

Services Partnership to act as a Housing 

Sub-group (See 8.3 above) 

 

 

 

 
 

 

 

 

 

 

Letter drafted to all SAB Partners 

requesting a date where appropriate 

evidence and assurance will be provided to 

the SAB Chair 
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8.9.9 Organisational Change; the Safeguarding Adults 

Board to assure itself that during organisational change, 

services link up together to ensure that services are 

talking to each other about the consequences and local 

impact of organisational change. 

 

8.9.10 The Safeguarding Adults Board to explore whether 

it can develop a mechanism whereby it holds 

organisational memory, so that invaluable historical 

information is not lost. 

 

8.9.11 The Safeguarding Adults Board to feel assured that 

adults with mental health needs are protected when 

services take the view that those adults must take 

responsibility for their own health by making telephone 

calls and/or attending appointments even when the very 

nature of their illness makes it difficult for them to do so. 

 

8.9.12 Sharing lessons; it is recommended that the 

Safeguarding Adults’ Board share the lessons learnt with 
their colleagues nationally. 

 

SAB ToR to be amended to reflect the 

need for Partners to notify the SAB and 

undertake an impact assessment prior to 

undertaking organisational change 

 

 

The P&LOG to agenda this item for 

discussion and present suggestions to the 

SAB 

 

 

The P&LOG to agenda this item for 

discussion and present suggestions to the 

SAB 

 

 

  

 

The report or executive summary will be 

made available to the local and regional 
safeguarding leads group 
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