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Sponsored by: 

Presented by: 

Lorna Wilkinson, Deputy Director of Nursing/ Head of Patient 
Safety 

Julie Dawes, Director of Nursing 

Julie Dawes, Director of Nursing 

Purpose of paper Provides a briefing on the findings of the Winterbourne View 
Serious Case Review and recommendations for PHT.  

For Information / Awareness 

Key points for Trust Board 
members 

Briefly summarise in bullet point 
format the main points and key 
issues that the Trust Board 
members should focus on 
including conclusions and 
proposals 

In May 2011, a BBC Panorama programme evidenced patients 
being subjected to abusive and degrading treatment by hospital 
staff at Winterbourne View. An investigation conducted by Avon 
and Somerset Police resulted in the successful prosecution of 
11 staff for their part in the abuse. A Serious Case Review was 
commissioned by South Gloucestershire Safeguarding Adults 
Board and was published in August 2012. 

The Hampshire Safeguarding Adults Board (HSAB) has 
grouped the findings into the following 5 headings: 

• Communication between key agencies failed at times to 
identify and/or raise safeguarding alerts 

• There was a lack of effective systems to recognise the 
serious pattern of concerns emerging 

• When safeguarding investigations were undertaken they 
were not always robust 

• The Service Users’ voice was not heard   

• There was a failure to provide a strategic joined up multi-
agency response 

Using the HSAB template a gap analysis has been carried out 
against all of the above areas for the Trust. This has highlighted 
that the Trust has made significant improvements in 
safeguarding adults process, practice, and interagency working 
over recent years and as a result can provide ongoing 
assurance against all 5 sections. In order to develop adult 
safeguarding further in response to the findings in this SCR the 
following have been identified as key pieces of work during 
2013/14 

• Participate in the pilot of the pan Hampshire 
Safeguarding referral Threshold Tool which will further 
develop the clarity and a consistency of approach in 
raising and responding to safeguarding concerns across 
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all agencies in Hampshire 

• Complete the review of all restraint policies (physical and 
chemical) and build in a monitoring mechanism to review 
their use 

• Review process for picking up patterns of attendance in 
ED 

• Organisational Development work including Listening 
into Action  

Options and decisions required 

Clearly identify options that are to 
be considered and any decisions 
required 

To agree the areas for further development during 2013/14 

Next steps / future actions : 

Clearly identify what will follow the 
Trust Board’s discussion 

 

To include the agreed recommendations in the annual  
safeguarding work plan to be monitored by the Safeguarding 
Committee 

To share the gap analysis and PHT recommendations with 
Portsmouth and Hampshire Safeguarding Adults Boards 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Nil 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

Nil 
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1. WINTERBOURNE VIEW – LEARNING FOR AN ACUTE HOSPIT AL 
 
Summary  
The purpose of this paper is to provide a briefing on the findings of the Serious Case Review relating 
to events at Winterbourne View Private Hospital in Gloucestershire and to consider how the findings 
impact on Portsmouth Hospitals NHS Trust.  
 
Winterbourne View was an independent hospital owned by Castlebeck Company, which provided 
assessment, treatment and rehabilitation services for individuals with a learning disability and/or 
autism, combined with complex and challenging behaviour. In May 2011, a BBC Panorama 
programme evidenced patients being subjected to abusive and degrading treatment by hospital staff. 
Patients were transferred to other facilities and the hospital was closed. An investigation conducted by 
Avon and Somerset Police resulted in the successful prosecution of 11 staff for their part in the abuse. 
A Serious Case Review was commissioned by South Gloucestershire Safeguarding Adults Board and 
was published in August 2012. 
 
The SCR identified the following: 
 
Staffing and Staff Management 

• Lack of leadership which was also often geographically remote – the registered manager was 
often not based on the site 

� High staff turn over - 380 staff in 5 years (establishment 44 wte incl. Manager and Deputy) 
� High sickness rates 
� Staff shortages and excessive use of agency staff  
� The majority of the staff were unregistered, unregulated support workers who over time 

because of staff shortages began to run the unit in effect. 
� Lack of staff training / induction 
� Poor response to whistle blowing 

 
Safety and Safeguarding Information  

� High levels of physical assault reported (patient on patient, patient on staff, staff on patient) 
� Complaints – from residents and families 
� Restricted visiting – appointment only 
� Lack of access to in-patient areas – for both visitors and inspectors 
� High numbers of SIRI’s and SUI’s overall and per patient 

– Reliance on restraint - high number of physical interventions logged – 379 for 2010, 
129 for Q1, 2011 

– High number of abscondments and self harm incidents 
� High number of Police call-outs  
� High number of Safeguarding Alerts  
� Repeated ED attendances  
 
The SCR concluded that the model of care provided was outdated and did not fit with current 
government policy and as such there are a series of recommendations around commissioning 
services. The SCR also highlighted however that there were opportunities where warning signs 
could have been picked up across agencies e.g. commissioners, police, repeat patterns in ED 
attendances 
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2. PORTSMOUTH HOSPITALS WINTERBOURNE VIEW GAP ANALY SIS AND ACTION PLAN 
 
The Hampshire Safeguarding Adults Board (HSAB) has produced an action plan which all agencies 
have been asked to consider in terms of their own services. It is important to note that the HSAB 
Action Plan as piece of work being carried out across all agencies, our focus is on the implications for 
an acute Trust and its partnership working within the multiagency Adult Safeguarding arena. This 
learning has been presented at the PHT Safeguarding Committee where it was used as a gap 
analysis to identify where assurance could be given but also to inform our local priorities going 
forwards (full document at appendix 1).  This response will be shared with both Hampshire and 
Portsmouth Safeguarding Partnership Boards, and ultimately feeds into our internal safeguarding 
annual work programme. The findings of this serious case review have been presented to various 
forums around the Trust including the Safeguarding Operational Leads meeting, several 
departmental/CSC meetings and the Nursing and Midwifery Advisory Committee. 
 
It is important to note that the Trust has made significant improvements in safeguarding adults 
process, practice, and interagency working over recent years. This has been complimented in 2012 
by the increase in resource available through the safeguarding adult lead role. In March 2013 the 
CQC reviewed outcome 7 as part of their inspection and deemed the Trust to be compliant with some 
very positive feedback regarding general awareness of safeguarding within the Trust.  
 
The Winterbourne View Serious Case Review identified five broad areas of concern in relation to 
safeguarding process and practice which were pertinent to this case: 
 
1. Communication between key agencies failed at tim es to identify and/or raise safeguarding 
alerts  
 

• The Trust has a clear structure in place for safeguarding adults – identified Executive Director 
and has recently increased the resource for adult safeguarding with a full time adult 
safeguarding lead supported by the Deputy Director of Nursing/Head of Patient Safety 

• Each department has an identified safeguarding operational lead with full role description in 
place 

• Good and consistent representation on multiagency Adult Safeguarding Boards across 
Portsmouth and Hampshire 

• The Trust is a committed signatory of and works to the pan Hampshire safeguarding adults 
policies 

• Internal adverse event reporting system has an electronic flag to ask the reporter if the event 
has safeguarding concerns and is lined to the safeguarding alert form this allows us to identify 
potential safeguarding concerns promptly and in a way which is directly linked to risk 
management processes. 

• Evidence of good communication with other agencies such as the police when the need 
arises. 

• Robust links internally between adult safeguarding and risk – teams are co located teams and 
adult safeguarding lead is a member of key committees such as Serious Incident Review 
Group 

• Safeguarding training is part of essential skills update and we continue to increase training  
 
2. There was a lack of effective systems to recogni se the serious pattern of concerns 
emerging 
 

• Internally we have good systems to flag any patterns through safeguarding and/or incident 
data. This has been extended to complaints and there is enhanced training for complaints staff 
during 2012/13 

• As part of this response we are exploring the process for recognising concerns that may be 
external to us such as flagging attendance patterns in ED 

• Restraint policies and audit of its use is a focus for 2012/13.  
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• The Trust has a whistle blowing policy in place and during the recent CQC inspection staff 
demonstrated that they knew how to use it and would feel able to initiate this process. During 
2013/14 and beyond there is a focus on organisational development with Listening into Action 
being a key piece of work within this. 

 
 
3. When safeguarding investigations were undertaken  they were not always robust 
 

• We have effective means of communication with partner agencies and communication can be 
evidenced through cases on the safeguarding database. 

• Investigations are shared with the Local Authority as appropriate 
• Commitment to engage in any external reviews which require Trust input 
• Outcomes of investigations are fed back to the reporter and operational leads. 
• Key performance information re adult safeguarding is shared within the monthly and quarterly 

board reports 
 
4. The Service Users’ voice was not heard   
 

• Links between safeguarding and complaints as set out above 
• Learning Disabilities liaison service in place 
• Hospital passport system in place and used 
• Advocates used (including IMCA) 
• Flexible and supportive approach on visiting for visitors/carers 

 
5. There was a failure to provide a strategic joine d up multi-agency response 
 

• PHT is a signatory of the pan Hampshire safeguarding policies 
 
Recommendations Arising for PHT: 
 
The Trust will continue to develop the adult safeguarding policy and practice and ensure that there 
are internal monitoring mechanisms to provide assurance on this. As a result of this review and 
completion of the gap analysis based on the Hampshire template the following have been identified 
as key areas for work in 2013/14. These have been shaded in the attached appendix: 
 

• Participate in the pilot of the pan Hampshire Safeguarding referral Threshold Tool which will 
further develop the clarity and a consistency of approach in raising and responding to 
safeguarding concerns across all agencies in Hampshire 

• Complete the review of all restraint policies (physical and chemical) and build in a monitoring 
mechanism to review their use 

• Review process for picking up patterns of attendance in ED 
• Organisational Development work including Listening into Action  

 
 
It should be noted that PHT has recently contributed to a serious case review of an adult patient. The 
review has looked into the care and treatment across a range of NHS and social services. The report 
is expected to be published in May and the key findings for PHT will be presented to the Board as an 
agenda item under ‘patient story’. The full SCR report will be brought to the trust board when 
received.  
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APPENDIX 1 
PHT Winterbourne View Response Using the HSAB Templ ate 
 
Intended outcome  Current s ituation  Action required   By w ho  By when  
1. Communication between key agencies to identify a nd/or raise safeguarding alerts  
a). Host Local Authority (PCC) 
informed of potential Adult 
Safeguarding concerns within 1 
working day 

- Trust works to pan Hampshire safeguarding 
policy and timelines. This is reflected within the 
Trust policy. 
- Internal incident reporting system linked to 
Safeguarding Alert form 
- If incidents are flagged as safeguarding  but 
no alert form is received this is requested 
within 1 working day (Alerter and SOL)  
- Any repeated failure or delays in raising 
safeguarding alert form escalated to SOL and 
HoN, Chief of Service 
 

- Continue current actions 
- Performance continues 
to be monitored as part of 
routine reporting 

Routine 
monitoring 
through 
Safeguarding 
Committee 
 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

b). Improve communication of 
incidents and identification of 
safeguarding issues internally 

- Adult Safeguarding located in the Risk 
Department  
- Safeguarding participation in SIRG, and SIRI 
panels as appropriate 
- Ongoing training and awareness continues 
for all staff as part of essential skills 
 

- Continue current actions 
- Performance monitored 
as part of routine 
reporting 

Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

c). Improve communication of 
incidents and identification of 
safeguarding issues with external 
safeguarding partners and 
commissioners 

- Fortnightly meeting with HCC team to discuss 
triage, progress of cases and  any concerns 
working well 
- 6-weekly partners (PHT, PCC, HCC)  
- Good representation and participation from 
PHT in Safeguarding Partnership Boards, 
Safeguarding Executive and Healthcare 
Consortium across Portsmouth and Hampshire 

- Continue current actions  
- No additional action 
required 
 

Routine 
monitoring 
through 
Safeguarding 
Committee 
 
 
 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

d). Clarify roles and responsibilities 
within the Trust for Adult 
Safeguarding 

- Executive and operational leads identified 
- Safeguarding Operational Lead (SOL) role 
descriptor agreed and formalised Feb 2013 
- Internal safeguarding committee established 
and chaired by Executive Lead January 2013 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 

Ongoing 
through 
quarterly 
reports 
and 
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Intended outcome  Current s ituation  Action required   By w ho  By when  
meetings. 

e). Staff are competent to spot and 
respond appropriately safeguarding 
alerts 

- safeguarding awareness is included in all 
staff induction and essential training 
- CSC compliance levels with essential training 
and updates reviewed at SOL meeting for 
action 
- Additional Preceptorship and local 
departmental training delivered by Lead and 
SOL’s as requested 
- Adult Safeguarding inclusion in Essential 
update booklet  
 

- Continue current 
actions 

 
 
 
 

Routine 
monitoring 
through 
Safeguarding 
Committee 
        
 
 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

2. There was a lack of effective systems to recogni se the serious pattern of concerns emerging  
a)Identify patterns in safeguarding 
concerns  and alerts and 
communicate to external partners 

- Vulnerable individuals 
- External providers 
- Internal departments or staff 
- Frequent ED attendances 

which may give rise to 
safeguarding concerns 

 

- Monthly CSC report submitted to SOL 
meeting (number of alerts, themes and 
patterns, lessons learned) 
- Trust safeguarding data records site and 
location of care concerns, highlighting external 
residential facilities / care providers where 
known 
 

- Review current 
departmental specific 
process for raising a 
safeguarding alert in the 
ED 
- Review process for 
recognising patterns of 
admission in ED  
 

ED SOL’s June 
2013 

b). Consistency in decision making 
for safeguarding referrals across the 
NHS and LA’s, including 
- PHT raising an alert about internal 
or external concerns 
- Local Authority raising 
safeguarding concerns about PHT 
provided care or personnel 

- PHT participation in development of NHS 
Threshold tool 
- Review of safeguarding alerts raised 
internally prior to external communication 

- Participate in next wave 
of NHS Threshold tool 
pilot 
- SOL training in use of 
the NHS Threshold tool  
 

AT  
 
AT 

TBC 
 

c). Safeguarding concerns arising 
from Risk Events and complaints are 
recognised and the alert process 
completed.  

- Safeguarding is situated within the Risk 
department and co-located with the Complaints 
team leading to close collaboration 
- Internal adverse incident reporting system 
has an automated prompt re safeguarding and 
a link to the Safeguarding Alert form 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 
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Intended outcome  Current s ituation  Action required   By w ho  By when  
- 48-hour SIRI panel checklist and PU RCA 
tools includes reviewing if the incident is 
safeguarding related 
 

 
 
 

d). Improved guidance for staff in 
relation to use of restraint, including 
clarity of what is legally appropriate 
and when restraint is a criminal 
offence.  

- RCN Restraint Guidance available to all staff 
- ED specific guidance available in line with 
NICE Guidelines 
  

Rapid tranquilisation 
guidelines to be 
incorporated into 
Restraint Policy 
 

LW/JS June 
2013 

e). Staff feel confident and safe to 
raise concerns about care 
(Whislteblowing) 
 

- Whislteblowing Policy in place 
- Whislteblowing data provided to Trust Board 
and Safeguarding Committee via regular 
reporting systems 
- Presentation to NMAC on WBV SCR 
highlighted Whislteblowing concerns 
- Whislteblowing included in safeguarding 
training  
 

Organisational 
Development work will 
continue a focus on this 
throughout and beyond 
2013 

TP 2014 

3.  When safegu arding investigations were undertaken they were not  always robust  
a). Adult Safeguarding concerns 
appropriately referred to Police / 
PPU  
 

- PHT process for raising safeguarding alerts 
includes referral to Police and current 
safeguarding alert form records this information 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 
 

b). Openness and candour with our 
external partners within internal 
safeguarding investigations and 
reports  

- Individualisation of internal investigation  TOR 
considered at 48-hour panel  
- Updates provided as requested or via 
Safeguarding meetings regarding progress and 
initial findings 
- Relevant reports / responses forwarded to LA 
 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

c). Effective, appropriate and timely  
contribution to partnership  / 
multiagency safeguarding activities 
and investigations 

- Confidential safeguarding minutes received 
into secure safeguarding inbox circulated to 
relevant personnel  
- Requests for attendance at safeguarding 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 

Ongoing 
through 
quarterly 
reports 
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Intended outcome  Current s ituation  Action required   By w ho  By when  
 meeting, completion of reports or investigations 

copied in to CSC SOL / staff member leading 
on case 
- With CSC discussion, AT (or CSC SOL in 
absence of AT) advise LA of the appropriate 
staff to invite to meetings 
 

Committee 
 

and 
meetings. 

d). Effective escalation of any non-
compliance of Trust staff to engage 
productively within the safeguarding 
process. 

- Failure to attend meetings or provide reports 
in a timely manner escalated to Chiefs of 
Service, HoN and SOL copied in 
- Non-compliance reported to relevant 
supervisory personnel e.g. Medical staff 
educational supervisor, Midwifery supervisor, 
Ward Manager for inclusion in appraisal and 
for reflection on  
- Repeated non-compliance by an individual 
member of staff may be considered a failure to 
follow Trust policy, could constitute misconduct 
and possible breach of professional regulations 
and thus should trigger appropriate disciplinary 
/ HR policy 
 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

e).  Safeguarding investigations 
completed and outcome 
disseminated to appropriate 
personnel 
  

- Safeguarding case closure and outcomes are 
recorded  by the Trust  
- Concerns about external care provision which 
have been raised by the Trust will be internally 
‘closed’ if no information has been sought by 
the LA within 2 weeks of notification, with an 
outcome of “Not PHT”.   
- Feedback to the original alerter and other 
relevant staff  
 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

4. The Service Users’ voice was not heard   
a). The views of the service user are 
obtained with regard to safeguarding 
concerns and included on alert form.  

- Face-Face safeguarding training updated to 
include focus on consent to safeguarding 
referral, and service users wishes  

- Continue current actions Routine 
monitoring 
through 
Safeguarding 

Ongoing 
through 
quarterly 
reports 
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Intended outcome  Current s ituation  Action required   By w ho  By when  
Committee 
 

and 
meetings. 
 

b). All patients admitted who have 
LD will have a hospital passport  

- LD Resources on the intranet  
- LD team liaise with community team to obtain 
passport for those admitted without one 
- positive CQC review of this provision of 
service 

- Continue current actions  
 

Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 
 

c). Service users have access to an 
independent interview   

- Advocacy information and IMCA referral 
leaflet available on Safeguarding Adult intranet 
site 

Updated Restraint 
guidance will include 
information about 
patient’s right to and how 
to access an independent 
professional (eg. Social 
Worker, DOLs assessor, 
advocate) to talk to 
 

LW June 
2013 

5. Failure  to provide a strategic joined up multi agency respo nse 
PHT fulfils its duties and 
responsibilities as a signatory to 
Pan-Hampshire Safeguarding Adults 
Policy   

- Trust fully compliant with CQC outcome 7 
- Trust is fully signed up to the pan Hampshire 
document and the Portsmouth and Hampshire 
Safeguarding Adults Boards 
 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 
 

PHT effectively participates in 
Serious Case Reviews and Large 
Scale investigations as required.  

- SCR process currently under review in 
Hampshire 

-    Trust fully signed up to process and 
coordination has improved since full time 
adult safeguarding lead resource identified 
supported by Deputy Director of Nursing/ 
Head of Patient Safety 

 

- Continue current actions Routine 
monitoring 
through 
Safeguarding 
Committee 
 

Ongoing 
through 
quarterly 
reports 
and 
meetings. 

 


