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Executive Summary 

This is the report of a Serious Case Review of the agency responses and support given to PQ, a 
resident of Bath & North East Somerset.  She had become involved in a relationship with a man 
(RS) who became abusive to her and she was then the victim of rape in 2012 by another man (TU) 
who is now serving a prison sentence having been found guilty of one offence of rape. 

The key purpose of a Serious Case Review is to enable lessons to be learned from serious 
incidents or injury and to identify what needs to change in order to reduce the risk of such incidents 
happening in the future to another adult at risk. 

BACKGROUND 

1. PQ is a woman in her early 70s who has generally good health and who lived alone in a housing 
association flat.  She also had a borderline diagnosis of learning disability and those agencies in 
contact with her all described her as vulnerable, though not all referred to her having a learning 
disability.  She required considerable support from the housing association to maintain her 
tenancy, as she had limited ability for self-care, though valued her independence highly.   

2. PQ had no family members around her, though she had a trusted friend nearby.  She has an 
open and friendly disposition, sharing a lot of information about herself very easily with new 
acquaintances.  At the time of the events that are the subject of the Serious Case Review she 
walked her dog each day and met RS who was not previously known to her. PQ took pity on him 
and he moved into her home, living there from November 2009 to February 2012.  It is apparent 
that RS exercised significant control over her life and what she did, although they presented 
their relationship as platonic. PQ was supported to remove RS from her home by Curo and the 
Police in February 2012 after a period of abusive actions on his part. 

3. TU was seen visiting PQ’s home the day after he left prison in March 2012.  It is not clear how 
he came to know of PQ and why he arrived at her home, though there was a previous 
connection between him and RS.  TU raped PQ at a point in April 2012, when he seems to have 
been spending considerable periods at her home.  Following PQ’s disclosure of the rape, a 
safeguarding adults’ referral was made and appropriate processes followed.   PQ has since 
moved to a new home and continues to be safeguarded by Sirona Care & Health and Bath & 
North East Somerset Council. 

4. As a result of the safeguarding processes that then took place, an application for a Serious 
Case Review was made to the Chair of the Local Safeguarding Adults Board (LSAB) by Bath & 
North East Somerset Council (B&NES) and was subsequently approved by an Extraordinary 
Meeting of the LSAB held on 9th May 2012. 

 

THE REVIEW PROCESS 

5. Terms of Reference were agreed for the review, which covered the period from July 2007 to 
May 2012.  This timescale was fixed because information that emerged during the safeguarding 
work identified a pattern of potentially abusive behaviour to a number of adults by both TU and 
RS.  This not only formed the context for PQ’s own experience, but was also important to 
examine if the learning from the Serious Case Review process was to be complete.  The 
particular focus of the review was to:- 

 examine the implementation of the local multi-agency Safeguarding  Adults Policy and 
Procedures in general and looked in particular at safeguarding triggers and thresholds and 
inter-agency communication; 

 examine the implementation of local Multi-Agency Risk Assessment Conference procedures 
(MARAC). 

6. A Serious Case Review Panel was formed including all the agencies which had been in contact 
with PQ, and an Independent Chair and an Overview Report author were appointed.  PQ was 
informed that the Serious Case Review was taking place.  Individual Management Reviews 
(IMRs) were prepared by each agency that contributed to the care of, or who had contact with, 
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PQ and by those agencies who had contact with, or provided a service to, RS and TU; a total of 
eleven IMRs.  These IMRs were then the basis for full discuss and mutual challenge by the 
review Panel.  The Overview Report was then drafted and considered by the Panel, which also 
agreed the recommendations to be made to the LSAB. 

 

REVIEW FINDINGS 

7. The Panel identified in its discussions a number of key themes running throughout the review, 
and its main findings are presented under these headings.  

Good Practice 

8. In any review process it is as important to identify good practice that needs to be maintained and 
developed as it is to identify failings to be addressed.  In this case numerous examples of good 
practice were identified by the agencies involved, where the staff concerned had been proactive, 
conscientious and imaginative in the way they fulfilled their responsibilities. In some cases, in 
order to ensure a good service, they had gone beyond their own core role. 

Communication 

9. The range of contacts in relation to PQ, RS and TU, and therefore the range of potential 
communications, was very extensive and this was demanding for all the agencies involved. 
Much of the communication was appropriate and well-handled, but not all communication was 
effective and efficient and there were significant challenges in the right information being shared 
appropriately and in a timely manner.   While much good work was being done individually by 
agencies to support PQ, a co-ordinating point to develop a full picture of her situation was not 
established.   

10. The Panel’s view was that more effective communication within and between agencies, 
particularly in the way that information was shared about the main protagonists, could have 
resulted in a clearer picture of RS and TU and the risks they posed much earlier. This in turn 
would have contributed to safeguarding of PQ and other adults at risk.  

11. In the light of this the Panel concluded:- 

 More robustness is needed in the arrangements for the general sharing of information when 
several agencies are involved with a vulnerable individual and about who takes the 
responsibility for overview and co-ordination of the situation.  

 Any professional should feel able to take the initiative to bring information together from 
other agencies.  

 Intelligence sharing about individuals known to pose a risk to others needs to be further 
examined and improved, including in the MARAC1 arrangements.   

 In supporting adults at risk there is a responsibility on all agencies to be proactive in sharing 
intelligence appropriately within their own agency and in seeking information when concerns 
are raised about an individual or situation.  

Systems 

12. The Panel identified a number of systems whose effective operation was relevant to the way 
support was provided to PQ and/or agencies were made aware of events relating to TU and RS.  
These included the safeguarding system (see more detail later), the arrangements for 
responding to domestic abuse and use of the MARAC system, links with the GP practice, prison 
release notification arrangements and links with A & E attendance. 

                                                
1
 Multi-Agency Risk Assessment Conferences (MARAC) are meeting where information about high risk 

domestic abuse victims (those at risk of murder or serious harm) is shared between local agencies. 
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13. What this theme illustrates very vividly is the wide range of processes, activities and agencies 
that may be involved in a situation of this sort.  It highlights the crucial need to see the situation 
as a whole, from the Prison Service through to the more customary social and health care 
agencies and ensure that a complete picture of an individual’s circumstances can be created, 
whether they are a potential perpetrator of abuse or an adult at risk of abuse.  Constant 
vigilance is needed in complex cases to achieve and maintain this whole system approach. 

14. The following areas for improvement were identified:- 

 While some agencies, such as the Police, are now well-informed about domestic abuse and 
structured to respond to it, there was evidence that awareness and understanding needed to 
be improved in others.  In particular, the linkages between responses to domestic abuse and 
the use of the safeguarding procedures where an adult at risk is involved need to be 
stressed as does the role of the MARAC system. 

 The Panel discussed whether MAPPA2 could have applied to TU, and concluded that it 
would have required a good knowledge of the MAPPA system to identify this possibility and 
wider awareness of the system therefore needs to be promoted. 

 The review’s contact with the Prison Service identified the need for much stronger 
engagement both nationally and locally with that service on adult safeguarding.  

Safeguarding is a complex area to manage in the prison service driven by a distinct set of 

policies and procedures. However, there are helpful signs that a few prisons are engaging 
better with safeguarding with some prison governors becoming members of local 
Safeguarding Boards.  

 Issues arose in relation both to the Emergency Duty Team and the A & E Department about 
how to identify repeat contacts with services by individuals or care settings that may indicate 
safeguarding concerns and consideration needs to be given to how this kind of information 
can be gathered and used appropriately.   

 All agencies need to focus in their work in safeguarding, criminal justice or domestic abuse 
both on the victim and the perpetrator.  That awareness and approach may help to prompt 
the information seeking and sharing across a wider range of agencies. That is one of the key 
themes of this review. 

Risks 

15. The Panel returned frequently in its discussions to issues of risk for PQ, how this had been 
assessed and what actions were taken in response to any assessment and the issue of how risk 
was assessed in relation to RS and TU.  PQ’s own living circumstances, even without the 
presence of either of these men, already presented a risk to her welfare which was regularly 
responded to by her housing provider Curo. 

16. Overall, the Panel thought that the language and activities of risk assessment and management 
were not sufficiently consistently employed in managing this complex set of inter-related 
situations.  Areas identified for improvement were:- 

 The use of risk assessment, as part of the overall assessment of a vulnerable adult’s needs, 
to inform the decision-making  to ensure a focus on the individual’s wider circumstances and 
the outcomes she might wish to achieve. 

 As noted earlier, the need for information to be brought together about potential perpetrators 
of abuse to enable the risks they pose to be more formally assessed and responded to. 

                                                
2
 MAPPA stands for Multi Agency Public Protection Arrangements. It is not a legal body or framework, but a 

set of arrangements for supervising dangerous offenders in the community. They are principally a structure by 
which the various agencies an offender comes into contact with can share information and thereby monitor 
risk factors after the person is released. 
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 The need for consistent engagement between social care agencies and the criminal justice 
system, to prevent a potential perpetrator from putting themselves in a position to abuse, 
though the Panel also recognised that it is unusual for circumstances to come together to 
create the evidence for strong action in these kinds of situations, and this is also made more 
complex if there is an unwilling or inconsistent account from the victim.   

 An identified co-ordinating point would have increased the likelihood of recognising the need 
for a risk assessment of PQ. The use of the Safeguarding Adults process would have 
provided this clarity, and potentially improved the decision-making. 

Safeguarding Adults 

17. While the Serious Case Review process relates specifically to the multi-agency safeguarding 
procedures, the significant feature of this case was the limited use of safeguarding procedures, 
despite the various events that emerged in the compilation of the IMRs. Not all the significant 
concerns relating to PQ were made the subject of safeguarding alerts or managed through the 
safeguarding adults’ procedures.   

18. The Panel thought that there were clear reasons to see PQ’s situation in the context of the 
safeguarding procedures, and use that mechanism, even if the initial discussion did not lead to a 
full referral. Not using this process contributed to a lack of robustness in decision-making.  

19. The Panel considered improvements were needed in the following areas:- 

 The effectiveness of supervision arrangements in identifying issues with staff that needs to 
be addressed through safeguarding procedures and/or the Mental Capacity Act. 

 Strong case management to ensure the processes are properly used and decisions are 
based on robust multi-agency assessment.  Also, to ensure that there are prompt responses 
to new information about an adult at risk, such as when it was first identified that TU was 
present in PQ’s home. 

 Clarity about the level at which a decision is made about whether or not to follow 
safeguarding procedures and that the value of the Strategy Meeting, with its formal 
requirements for specialist knowledge and for information sharing, is recognised.  

 Ensuring that communications and recording systems consistently establish a full audit trail 
for safeguarding alerts. 

 Awareness of the threshold for a Serious Case Review and the method of application for one 
to be considered.    

 As mentioned above, ensuring that the links between domestic abuse and safeguarding are 
well understood and applied appropriately.  Proactive information seeking, the recognition of 
the relevance of the safeguarding procedures in some domestic abuse situations and a 
strong, shared understanding of the threshold for safeguarding have the potential to identify 
and manage risk more effectively.   

Choice and Capacity 

20. As with risk assessment, the Panel was concerned to find a lack of discussion about PQ’s 
capacity to make choices and decisions in her life, despite the fact that she was consistently 
identified as having a learning difficulty or disability.  The lack of such an assessment appears to 
have led to assumptions being made by staff within all agencies about PQ’s capacity to make 
informed choice and in some cases consent to risk-taking activities.  What may appear 
problematic choices of relationship or living conditions may be genuine, informed choices or 
may result from outside influences, mental illness, learning disability or other problems.   

21. It is not possible to know what the outcome of an assessment under the Mental Capacity Act 
might have been, but the Panel’s view is that there were clear grounds to consider this, as it 
would have provided a much more complete context for working with PQ and for assessing the 
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risks in her life.  It would also have prompted consideration of the use of an advocate to support 
her in representing her needs and making appropriate decisions about her relationships. 

22. Greater awareness and application of the Mental Capacity Act therefore needs to be addressed 
as a result of this review.   

Practice  

23. Apart from points that related particularly to the themes above, the Panel identified some 
broader issues about practice in this case.  These related to PQ’s social care assessment and 
services, agencies’ views of her relationships and the need for those involved to recognise what 
their own role was, but also to know when they needed to refer upwards in their organisation, or 
involve a specialist team.   

24. The Panel therefore identified the following issues to be addressed as a result of this review:- 

 There are implications for all agencies in the issues about responding to PQ’s relationships 
with RS and TU.  All staff need to have a greater curiosity and enquiring approach about 
what they observe and to be aware when they need to pursue further information either 
directly with the individual concerned or through other agencies.   

 Safeguarding training for all practitioners needs to cover safe relationships and how to 
support people in understanding this concept. 

 When supporting adults at risk, professionals should always be cautious about accepting an 
individual who just appears in that person’s life and not accept at face value what is 
presented.  Particularly if it is being agreed that a second person is going to support a 
vulnerable adult with their financial management. 

 There are implications for all agencies in ensuring that staff are clear about their own roles 
and responsibilities and are carrying them out to the full extent and in a well-informed way.  
They also need to ensure that supervision and management arrangements ensure that the 
limits of responsibility are recognised and difficult decisions taken at the right level. 

 Sirona needs to examine its processes critically and ensure they have taken into account the 
issues identified by the review.   

Criminal Justice 

25. This case has highlighted the need for prisons, the courts and the CPS to be more fully engaged 
in and aware of the arrangements and expectations for safeguarding adults.  There were a 
number of points where the lack of a “whole system” approach made managing the risks posed 
by offenders more difficult.  While not really within the remit of the review, the Panel noted the 
ineffectiveness of short sentences in addressing offending behaviour. 

 

CONCLUSION 

26. Any Serious Case Review, in its consideration of the events under review, needs to be 
conscious of the degree to which, viewed together and with hindsight, actions or events which at 
the time were not individually of serious concern may seem more obviously demanding of a 
formal response.  In this case the Panel did not find that there was a single decisive action that 
affected the outcome, but there were several sets of activities or events that, if handled 
differently, would have significantly reduced the risks from both RS and TU to a number of 
adults at risk and reduced the likelihood of TU being in PQ’s home in March/April 2012.   

27. These all relate to the themes identified in the preceding paragraphs, and the Panel’s 
recommendations seek to address these areas of concern which, to summarise, are:- 

 Communications and information sharing to build the cumulative picture of a serial victim 
and/or serial offender which would have focussed the work in this case more effectively.  
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Had a Safeguarding Adults Strategy meeting been held at an earlier point this would 
have built the more rounded and complete multi-agency picture of the individuals 
involved, both victims and perpetrators, that the review has identified was lacking.   

 The application of good practice in relation to domestic abuse.   

 In the context of a great deal of good work being done on this case by various agencies, 
and extensive support being offered to PQ, the need nevertheless for all agencies to 
focus their thinking on the potential perpetrator of abuse as well as the victim.  This will 
maximise the effectiveness of support work with individuals at risk. 

 There was a lost opportunity between TU being known to be at PQ’s home and action 
being taken, which highlighted the importance of all agencies being clear about the 
trigger point for a safeguarding referral and then for further steps within the safeguarding 
process.  Decision-making within the agency receiving the referral needs to be strong, 
but also referring agencies need to be clear about how and when they escalate matters if 
they get no response, or a response they consider unsatisfactory.  It is better to instigate 
the safeguarding process and then stand it down if the issues don’t meet the threshold 
for action.  

 The actions taken, or not taken, in relation to PQ’s stated learning difficulty or disability 
were relevant to the outcome in this case.  A learning disability assessment may have 
resulted in more specialist work with PQ on relationships, risky choices and safe 
interaction with men, and a better focus generally on risk assessment and management 
her care and support arrangements may have identified more effective mitigation of 
some of the risks she was incurring. 

 The final influential set of events arose from the prison not providing TU’s release 
information correctly in March 2012.  However, it appears that the experience of this 
review has prompted at least one of the prisons involved to review its whole approach to 
safeguarding and to engage more actively with the local Safeguarding Adults Board, so 
there has been some significant learning from these events. 

 

RECOMMENDATIONS FROM INDIVIDUAL MANAGEMENT REVIEWS  

28. This review has provided an important learning opportunity both for individual agencies and for 
the multi-agency partnership of the Safeguarding Adults Partnership Board.  Most agencies who 
prepared Individual Management Reviews made a number of recommendations, both to their 
own agencies and about multi-agency practice.   There is also one recommendation to other 
bodies outside the partnership.  The number of internal recommendations from some agencies, 
even when their overall practice has not found been lacking, offers a positive picture of self-
analysis and improvement.  

 

RECOMMENDATIONS FROM THE SERIOUS CASE REVIEW PANEL 

29. The following recommendations were made to the Safeguarding Adults’ Board, and accepted by 
it on 16th April 2013. 

Recommendation 1 

That the LSAB agrees the actions necessary to address the specific issues raised by this review 
about the application of the safeguarding procedures. 
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Recommendation 2 

That the LSAB continues its review of arrangements for training on Mental Capacity Act awareness 
and assessment for all agencies, including the links made to Safeguarding policy and procedures in 
that training, and makes recommendations for any improvements necessary. 

Recommendation 3 

That the LSAB seeks assurances about arrangements for multi-agency identification of adults at risk 
as being at risk (and how they are at risk), the sharing of responsibility and knowledge, and 
proposes the changes necessary to strengthen those arrangements, including across service or 
authority boundaries. 

Recommendation 4 

That the LSAB assures itself about arrangements for multi-agency identification of perpetrators, the 
sharing of responsibility and knowledge; and proposes the changes necessary to strengthen those 
arrangements. 

Recommendation 5 

That the LSAB, in conjunction with the Community Safety Partnership, promotes strengthened 
awareness of domestic abuse and responses to it, including the functioning of the MARAC process.  
This would include: 

 All agencies to:- 

o ensure that domestic abuse awareness forms part of mandatory training for all staff 

o raise awareness amongst relevant staff of MARAC process 

o identify the internal process for making MARAC referrals 

o identify a senior member of staff to champion domestic abuse and lead on 
implementation of DASH/CAADA 

 LSAB to influence a review of MARAC membership to ensure that active membership is in 
place and that all member organisations are clear about their role and responsibilities.  
This may need to include the development of a role description 

 LSAB to consider asking B&NES Council to review its position regarding the administration 
of MARAC. 

 In the light of the significant resource implications for agencies to research and report 
information to MARAC, LSAB to promote appropriate action by Social Care and Health 
Commissioners to:- 

o Identify resourcing of MARAC involvement by providers and their responsibilities.   

o Consider how involvement from all health providers can best be co-ordinated and 
information collated on victims and perpetrators and how health services can be 
represented on MARAC 

Recommendation 6 

That the LSAB requests that the MAPPA Strategic Management Board works with the LSAB to 
ensure MAPPA awareness-training takes place with relevant staff. 

That all relevant agencies:- 

 identify the internal process for making MAPPA referrals 

 identify a senior member of staff with responsibility for MAPPA referrals 

 



 

Page 9 of 9 
Executive Summary 

Recommendation 7 

That the LSAB considers what additional engagement may be possible and effective  with the CPS 
and HM Prison Service in order to raise awareness and implementation of Safeguarding Adults 
processes, whether this should be local or regional work and takes appropriate action. 

Recommendation 8 

That the LSAB establishes a task and finish group to consider whether multi-agency agreement can 
be reached on a system for identifying the triggers within all agencies for repeat contacts from either 
adults at risk or perpetrators.  This might include:- 

 B&NES Council, Avon & Somerset Constabulary and B&NES CCG considering the 
development of a multi-agency soft intelligence system to bring together information on 
victims and perpetrators, if legally possible, within public protection safeguards.  

 Considering the potential of the healthcare IT system (“System One”) to improve information 
sharing between a number of agencies. 

Recommendation 9 

That the LSAB establishes and monitors an implementation programme for B&NES Self Neglect 
Policy. 

Recommendation 10 

That the LSAB receives a report back on the implementation of all agencies’ own action plans in 
response to their IMR recommendations. 

Recommendation 11 

That the LSAB invites B&NES Council, Sirona and AWP to review their current approach to the 
commissioning and provision of care packages with reference to current best practice – based 
around achieving service users’ chosen outcomes combined with effective resource management.    

Recommendation 12 
Consideration to be given by Health Commissioners to a specialist nursing service for older people 
within primary care who would support those outside of the receipt of statutory social services 
provision. 

Recommendation 13 

That the LSAB identifies any specific points from this review that it thinks should be raised with 
national agencies. 


