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SERIOUS CASE REVIEW OVERVIEW REPORT OF SOLAR CENTRE

1. Introduction
This report details the circumstances surrounding allegations of abuse made in
March 2007, in relation to the Solar Centre and describes the actions and learning
undertaken up to the present time.
It includes an evaluation of action plans, evidence of learning and recommendations
to the Safeguarding Adults Partnership Board (DSAPB) for further assurance.
This Serious Case Review relates to the abuse by staff employed at the Solar Centre
of 19 vulnerable people within their care. Convictions were secured relating to 12 of
the 19 victims.
A number of investigations have been undertaken in relation to the abuse at the
Solar Centre, these include:
A Safeguarding Adults Investigation
A Police Investigation
A Serious Untoward Incident Investigation
This Serious Case Review has been commissioned by Doncaster Safeguarding
Adults Partnership Board (DSAPB) and is intended to provide an overview of actions
taken by all agencies relating to abuse, which occurred at the Solar Centre.
1.1 The Solar Centre is a day service provided by Rotherham Doncaster and South
Humber NHS Foundation Trust (RDaSH) for vulnerable individuals with
profound and multiple disabilities.
1.2 Since an initial safeguarding referral in March 2007, safeguarding adult, Police
and disciplinary investigations have been undertaken; evidence has been
submitted to the Crown Prosecution Service on three occasions; reports have
been submitted to the Doncaster Safeguarding Adults Partnership Board; and a
Lessons Learned Review was commissioned and undertaken in 2011.
1.3 The investigations into the abuse at the Solar Centre found that there were at
least 24 allegations related to 18 individual service users who attended the Day
Service. The abuse occurred over a period of at least 16 months (November
2005 – March 2007).
1.4 There were no clear guidelines about the „supremacy of investigations‟, and an
understanding and belief that the police investigation had priority. This resulted
in the disciplinary and safeguarding investigations being stopped during the
police investigation.
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1.5 A Serious Case Review is not intended to attribute blame but to endeavour to
learn lessons and make recommendations for change, which will help to
improve the safeguarding and wellbeing of vulnerable adults in the future.
1.6 This Serious Case Review has been undertaken in line with the Serious Case
Review policy guidance of the Doncaster Safeguarding Adults Partnership
Board, and South Yorkshire‟s Adult Protection Procedures.
Since 2007, it is important to note that there have been many changes in
organisations, personnel, policies and procedures, locally, regionally and nationally;
as per the chronology in Section 5.

2.

Terms of reference

2.1 The Doncaster Safeguarding Adults Partnership Board agreed to commission
the Serious Case Review in late July 2013; the first meeting with the
independent author was on the 8th August 2013.
2.2 The Safeguarding Adults South Yorkshire Policy does not include any
timescales in relation to the completion of a Serious Case Review. The initial
allegations of abuse at the Solar Centre were in March 2007, the Police and
disciplinary investigations did not conclude until May 2013.
The terms of reference for this Serious Case Review are:
1.

To establish the lessons to be learned from the circumstances at the Solar
Centre in relation to the way in which local professionals and agencies
worked together to safeguard vulnerable adults

2.

To review the effectiveness of procedures (both multi-agency and those of
individual organisations)

3.

To inform and improve local inter-agency practice

4.

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

5.

To prepare an overview report which will bring together and analyse the
findings of the various reports from agencies in order to make
recommendations for future action (ADASS, 2010)

6.

The purpose of this review is not to reinvestigate, but to identify evidence
that action plans of the agencies involved have been implemented. The
Serious Case Review will bring a collective reflection and assurance of
the different interventions undertaken by organisations and formally note
the lessons learned and that the learning is embedded within each
organisation involved.

7.

The overview report brings together, and draws overall conclusions from,
the information and analysis contained in the individual management
reviews, reports commissioned from relevant parties; and meetings with
relevant agencies and organisations.
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Summary
This Serious Case Review pursues the identification of actions and developments
which organisations agreed following the safeguarding, police and disciplinary
investigations. Assurance and evidence has been sought that actions have been
undertaken and resulted in changes in practice; to mitigate against a repeat of the
circumstances, which led to the abuse at the Solar Centre. It is not a reinvestigation
process.
3.

Process of the Serious Case Review

3.1 The independent author for this review is Gill Poole who has a background in
nursing, health visiting and senior management within the NHS. Gill is the
independent Chair of a Safeguarding Adults Board and has worked as a selfemployed independent public sector management consultant for over 7 years.
3.2 The methodology for the Serious Case Review has been to:
 Request investigation reports and action plans from agencies involved
 Identify the learning by agency
 Analyse action plans
 Seek evidence that changes have occurred in practice
4.

Contributions to the Serious Case Review

There were a wide range of contributors to this review; all of whom were helpful and
cooperative in their dealings with the independent author.
The following agencies were asked to contribute to the independent review:
Families of patients abused at the Solar Centre
Care Quality Commission (CQC)
Crown Prosecution Service (CPS)
Doncaster Advocacy Service
Doncaster Safeguarding Adults Partnership Board (DSAPB)
NHS England
Rotherham Doncaster and South Humber NHS Foundation Trust (RDaSH)
South Yorkshire Police
4.1 The Families
In order to identify the individuals and families affected by the abuse the
independent author received contact details from RDaSH which were ratified
through meetings with the Police.
In early September 2013, an initial explanatory letter about the Serious Case
Review was sent from the DSAPB to 22 families who had relatives involved in
the abuse allegations at the Solar Centre.
The independent author sent an introductory letter in late September 2013,
which outlined the process, acknowledged the sensitivity of the situation and
stated that no further contact would be made, if they did not respond.
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No response was received from 18 families; and as stated, no further letters
were sent to those who did not respond.
A family member contacted the independent author requesting no further
contact. Three families responded that they were happy to be interviewed either
face to face or on the telephone. Those families were asked for their opinions
on what learning they would wish to be gained from the review process. A
series of five questions about the safeguarding process were asked of the
parents and families:
1.
2.
3.
4.

What worked, or went well?
What did not work, or did not go well?
What support did you receive, and was this effective?
Was there support that you would have liked which was not available and
who might have supplied that support?
5. What blockages were there in achieving a satisfactory conclusion?
4.2 The Care Quality Commission prepared an overview report relating to its
inspection activity, information and engagement relating to RDaSH since April
2010 when it registered with CQC. (Appendix 1)
4.3 The Crown Prosecution Service for Yorkshire and Humberside – the Deputy
Chief Crown Prosecutor along with the lead solicitor met with the independent
author, discussed key issues and shared written information relating to the
investigations and prosecution processes involving the alleged perpetrators of
abuse at the Solar Centre. A letter to the Senior Policy Manager at the
Department of Health, was shared with the independent author, which
summarises the CPS‟s involvement. (Appendix 2)
4.4 The Doncaster Advocacy Service submitted a report of its involvement with the
Solar Centre investigations, prepared by the Chief Executive. (Appendix 3)
4.5 The Doncaster Carer Support was recorded as attendees at initial safeguarding
strategy meetings, but has no record of involvement with the investigations. It
was therefore not required to provide a report.
4.6 The Doncaster Safeguarding Adults Unit provided support, information, a
central point of contact, including secure email address and evidence of
safeguarding referrals, strategy meetings, case conferences and annual work
plans. A chronology was also produced, which is attached as Appendix 4.
4.7 Rotherham Doncaster and South Humber NHS Foundation Trust (RDaSH)
submitted a comprehensive Individual Management Review (Appendix 5).
There was one member of staff who worked at the Solar Centre and was
implicated in the abuse, who was employed by Doncaster and Bassetlaw
Hospitals NHS Foundation Trust (DBHFT). Shortly after the allegations were
made, this member of staff resigned. This occurred before RDaSH‟s
investigation commenced and as a consequence, a formal interview did not
take place with this individual.
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4.8 The South Yorkshire Police personnel provided detailed information on the
Police investigations into the allegations of abuse at the Solar Centre. South
Yorkshire Police Public Protection Unit provided copies of revised policies
relating to public protection and abuse that occurred within the settings of
Hospitals, Care Homes and other care facilities. An Individual Management
Review of the Police involvement was provided (Appendix 6).
4.9 NHS England provided a report which sets out the commissioning
arrangements for NHS services from 2007 to date (Appendix 7).
5.

Chronology - including agency actions, legislation, policy and guidance

This chronology includes relevant legislation, policy and guidance to give context to
the timeline from March 2007, when allegations were first made, to the
commissioning of this Serious Case Review process in 2013.
2000 „No Secrets‟ was published by the Department of Health. „No Secrets‟ provides
guidance on the development and implementation of multi-agency policies and
procedures to protect adults "at risk" from abuse.
No Secrets defines a „vulnerable adult‟ as a person „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 maybe unable to take care of him-or herself, or unable to protect him-or
herself against significant harm or exploitation‟ (DoH 2000)
2004 Doncaster Safeguarding Adult Protection Policy was developed and
implemented.
2006 The Safeguarding Vulnerable Groups Act 2006 (c 47) is an Act of the
Parliament. It was created following the UK Government acceptance of
recommendation 19 of the inquiry headed by Sir Michael Bichard, which was set up
in the wake of the Soham Murders.
The Act establishes the legal basis for the Independent Safeguarding Authority to
manage two lists of people barred from working with children and/or vulnerable
adults replacing the current barred lists (List 99, the Protection of Children Act 1999
(PoCA), the scheme relating to the Protection of Vulnerable Adults (PoVA) and
Disqualification Orders). The Act also places a statutory duty on all those working
with vulnerable groups to register and undergo an advanced vetting process with
criminal sanctions for non-compliance
2007 - In 2007 there were 152 Primary Care Trusts (PCT) which reported to 10
Strategic Health Authorities (SHA‟s). The PCT were commissioning organisations
but they were also responsible for the provision of some services. The SHA covered
the geographical area of Yorkshire and Humber and in turn was responsible at that
time to the Department of Health. In 2007, it was Doncaster Primary Care Trust
which was responsible for commissioning services from RDaSH, including the day
services at the Solar Centre.
8th March 2007 Allegations of abuse at the Solar Centre, were made to an RDaSH
officer by a member of staff who was asking for a transfer from the centre. On being
7
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asked why she wanted a transfer from the facility, she stated that some staff illtreated patients and intimidated staff and managers. The alleged perpetrators were
suspended from work.
9th March 2007 A referral under the Safeguarding Adults South Yorkshire
Procedures was made by Day Service Manager following allegations made by a
member of staff following a request by them to be transferred. A report was also
made to the Police, with a Police investigation, commencing on the same day.
29th March 2007 An Adult Protection multi agency strategy meeting was held and it
was determined that the Police investigation was on going.
A safeguarding strategy meeting/discussion must recognise the priority afforded to
Police/criminal investigations. Criminal investigations by the Police take priority over
all other investigations.
This halted the safeguarding investigation. During the initial Police investigation
RDaSH continued with an Incident Management Group process and including
implementation of an action plan.
15th May 2007 An Adult Protection multi agency strategy meeting determined that
the Police investigation was still on going.
2007 The Mental Capacity Act 2005 (MCA) came into force in October 2007; within
the Act Independent Mental Capacity Advocates (IMCAs) were introduced. The role
of Independent Mental Capacity Advocates (IMCAs) is to support and represent a
person who lacks capacity in making a specific decision, and who has no-one (other
than paid carers) to support them. The Mental Capacity Act states that if a person
lacks mental capacity to make a particular decision then whoever is making
that decision or taking any action on that person‟s behalf must do this in the person‟s
best interests. This is one of the principles of the MCA.
The abuse at the Solar Centre occurred before the Mental Capacity Act 2005 came
into force in October 2007.
November 2007 South Yorkshire Safeguarding Adults Policy was introduced
alongside Doncaster specific practice guidance. This replaced the Doncaster multiagency procedure introduced in 2004.
December 2007 A file of evidence was submitted by the police to the Crime
Prosecution Service (CPS) for charging advice, the evidence was almost entirely
derived from eyewitness statements.
29th December 2007 The Police informed RDaSH that CPS had advised that
proceedings could not be brought because the allegations were of common assault
and were either more than 6 months old, or the date could not be determined.
RDaSH immediately instigated a Serious Untoward Investigation (SUI1)
1

Until 2010 a range of terms - Serious Incident, Critical Event, Significant Event, Serious Untoward Incident
- were used to describe occurrences in health care where harm or the risk of harm to patients had
occurred. In 2010, the National Patient Safety Agency (NPSA) developed a national framework for the
notification, management and learning from serious incidents in the NHS.
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5th June 2008 RDaSH concluded the SUI; an action plan was developed and
implemented to reduce the risk of reoccurrence.
The SUI conducted by RDaSH substantiated the abuse on the balance of probability.
Three employees were subject to disciplinary proceedings; of these two were
dismissed and one was disciplined. This was a catalyst for South Yorkshire Police to
revisit the case.
October 2008 – January 2009 The Department of Health, the Home Office and the
Ministry of Justice launched the national consultation on the review of the No Secrets
guidance in October 2008 and this concluded in January 2009.
The consultation involved 12,000 participants, including 3,000 members of the
public, many of whom were adults to whom this guidance applied, or their carers.
The remaining 9,000 participants were professionals working in the field. Nearly 500
long and detailed written responses were received.
The key messages from the consultation were:
A. Safeguarding requires empowerment/the „victim‟s‟ voice.
B. Empowerment is everybody‟s business; but safeguarding decisions are not.
C. Safeguarding Adults is not like Child Protection.
D. The participation/representation of people who lack capacity is also
important.
In relation to the victims of the abuse at the Solar Centre, the families interviewed as
part of the Serious Case Review, agreed and related to A, B and D. Empowerment
and participation were not evident in the investigations into the abuse at the Solar
Centre.
2009 Primary Care Trusts separated into commissioning and provider arms.
10th February 2009 The Safeguarding Adults investigation resumed and Doncaster
Advocacy Service began a series of unannounced visits to Solar Centre. The focus
of their visits was to check that the action plan, developed and agreed by RDaSH,
was being implemented.
1st April 2009 New procedural safeguards, known as „Deprivation of Liberty
Safeguards‟ (or DOLS) were introduced to protect individuals from the unlawful
deprivation of their liberty. The new procedures were an amendment to the original
Mental Capacity Act 2005.
March 2010 Doncaster Metropolitan Borough Council (DMBC) and NHS Doncaster
published Being Valuable, Being Valued, A strategy for people with learning
disabilities in Doncaster 2010 – 2013. This was Doncaster‟s strategy for people with
learning disabilities for 2010 – 2013, was written in conjunction with Doncaster
Learning Disability Partnership Board, and the Choice for All in Doncaster (ChAD)
Group.
Early 2010 Doncaster Director of Adult Services commissioned an independent
review of adult safeguarding processes. The outcome of the review was to
9
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implement a central recording system. During the period between 2007 and 2010
there was recognition at a national and local level of the need for a review of
Safeguarding Adults processes.
20th September and 29th November 2010 Two meetings chaired by RDaSH Chief
Executive took place involving relatives and their legal representatives.
December 2010 South Yorkshire Police approached the CPS to ask for a review of
the case on the basis of charges under Section 127 of the Mental Health Act 1983.
2011 Community Health Services were split off from PCT‟s.
5th January 2011 A third meeting chaired by RDaSH Chief Executive was held
involving relatives, their legal representatives and South Yorkshire Police.
February 2011 A further file of evidence was submitted by the Police to the CPS.
Additional information was then requested from the Police up to June 2011.
May 2011 A Lessons Learned Review was commissioned by the DSAPB. This was
undertaken on behalf of the Board by an officer from Doncaster PCT, which was the
NHS commissioning body at that time. The review explored three main issues
relating to the Solar Centre investigation process and outcomes these were:



Investigation processes and information sharing;
Ability to report incidents: Multi-agency service provision and training
standards.

The Lessons Learned Review concluded that abuse had occurred at the Solar
Centre; that the organisations involved including the DSAPB had made significant
changes; and that the culture and processes surrounding safeguarding adults had
evolved.
Some issues were identified which required consideration by DSAPB and these were
embedded in the DSAPB work plan for the year 2011 / 2012. Evidence of this was
provided to the independent author.
May 2011 The Department of Health (DH) published a „Statement of Government
Policy on Adult Safeguarding‟. This document sets out the government‟s policy on
safeguarding vulnerable adults. It includes a statement of principles for use by local
authority social services and housing, health, the police and other agencies for both
developing and assessing the effectiveness of their local safeguarding
arrangements.
September 2011 The CPS gave the police advice and stated that „eye witnesses‟
could not be relied on because they had witnessed the incidents and had done
nothing. They therefore became secondary parties to the act, or were potentially
guilty of wilful neglect. Without their evidence there could be no proceedings.
Although no action could be undertaken, continuing sympathy was expressed for
what a number of service users had clearly experienced.
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This advice provoked representations from the families of those abused and brought
the case to the attention of the Chief Crown Prosecutor for the CPS Yorkshire and
Humberside. The case was then referred to the CPS Yorkshire and Humberside
Complex Casework Unit for a review of both the decisions and the evidence.
2012 The Clinical Commissioning Board and Clinical Commissioning Groups were
established. There was a reorganisation of PCT‟s into clusters and Strategic Health
Authorities grouped into sub-national organisations.
July 2012 following the submission of further material, the reviewing lawyer advised
the Police that the defendants could be charged under the Mental Health Act 1983.
12 October 2012 A meeting was held with the families affected by the abuse at the
Solar Centre at a Police station in Doncaster. The Chief Crown Prosecutor, and the
lawyer in the case attended along with representatives of South Yorkshire Police.
December 2012 The Department of Health published Winterbourne View Review:
good practice examples. This document pulls together a number of good practice
examples sent in by stakeholders and people who use services across England as
part of the Department of Health review into the abuse of vulnerable adults which
occurred at Winterbourne View
2013 Strategic Health Authorities and Primary Care Trusts were abolished and NHS
England established.
March 2013 Doncaster Safeguarding Adults Partnership Board ratified its policy
Guidance on the Coordination of Safeguarding Investigations (with other
Investigations).
10th May 2013 A review of the Department of Health‟s „Statement of Government
Policy on Adult Safeguarding‟ was published. The policy states that safeguarding
adults is everybody‟s business; and the objective continues to be to prevent and
reduce the risk of significant harm; whilst supporting individuals to maintain control of
their lives and to make informed choices without coercion.
The Policy is based on a set of Safeguarding Adults Principles, which are:
Empowerment – presumption of person-led decisions and informed consent
Prevention – it is better to take action before harm occurs
Proportionality – proportionate and least intrusive response appropriate to the
risk presented
Protection- support and representation for those in greatest need
Partnership – local solutions through services working with their communities,
communities have a part to play in preventing, detecting and reporting neglect
and abuse
Accountability – accountability and transparency in delivering safeguarding
17th May 2013 Following court proceedings one defendant was found guilty of 15 out
of 20 charges, and a second was found guilty of 10 out of 19 charges. They were
subsequently sentenced to 2 years and 9 months imprisonment. Two other
defendants were acquitted of all charges. In a press statement, on the day of the
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sentencing, the Chief Crown Prosecutor acknowledged the convictions had taken
some time to secure and paid tribute to the fortitude of the victims and their families.

6.

Findings and actions undertaken as a result of investigations

The safeguarding process took from March 2007 until May 2013 and this is too long.
Recommendation 1
The DSAPB should express its regret, to the individuals and families who suffered as
a result of the abuse at the Solar Centre. The apology should relate to the length of
time the various processes have taken, including the commissioning of a Serious
Case Review; and also address their feelings of not being heard, involved or in
control of the various safeguarding investigations.
6.1 Care Quality Commission and Health Care Commission
The Care Quality Commission is the regulator of health and adult social care in
England. It is their role is to ensure that the care people receive meets essential
standards of quality and safety. It is important to note that the Solar Centre is a
Day Service and according to the Registration under the Health and Social
Care Act 2008 is not deemed to be a „regulated activity‟. A day service is
defined as:
‘Where a person is receiving personal care but it is not being provided in
the place where they are living (for example day services), then the
service is not required to register’ (CQC, 2013).
The Healthcare Commission took over the role of the Commission for Health
Improvement (CHI) on the 1 April 2004 and also assumed some of the
responsibilities of the National Care Standards Commission (NCSC) and the
Audit Commission, as well as a number of additional functions. The Healthcare
Commission was a non-departmental public body sponsored by the
Department of Health of the United Kingdom. It was set up to promote and
drive improvement in the quality of health care and public health in England and
Wales. It aimed to achieve this by being an authoritative and trusted source of
information and by ensuring that this information was used to drive
improvement. The Commission was abolished on 31 March 2009 and its
responsibilities in England broadly subsumed by the Care Quality Commission
(CQC). The CQC from this point in time became the independent regulator of
health and adult social care.
In 2007, the Solar Centre Day Services would have been commissioned by the
Doncaster Primary Care Trust, as part of the services provided by RDaSH.
RDaSH is registered with CQC, as are all providers of health and adult social
care. There is a requirement for it to meet essential standards of quality and
safety; including a standard on safeguarding.
The Care Quality Commission and the Healthcare Commission, which were the
performance assessors at the time had no involvement in the investigations
12
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associated with the Solar Centre. It is not within their remit. CQC was made
aware of the allegations and subsequent events; RDaSH supplied CQC with
the Serious Untoward Incident Report and the consequent action plans.
The CQC are currently reviewing their approach to inspections and regulation
of providers following the „Winterbourne View‟ abuse scandal. However „Day
Services‟ are still not defined as a regulated service.
Recommendation 2
The DSAPB write to the Department of Health, copying in CQC, highlighting the gap
in regulation and inspection of day services.
6.2 Crown Prosecution Service
The independent author met with the Deputy Chief Crown Prosecutor for
Yorkshire and Humberside CPS and the lead solicitor for the Solar Centre
case. They were clear that there had been issues with the way the evidence for
the Solar Centre case had been reviewed in 2007 and 2011. The case had
been referred to the CPS Yorkshire and Humberside Complex Casework Unit
(CCU) for a review of both the decisions and evidence.
The review by a CCU lawyer found that in 2007, neither the Police nor the CPS
reviewing lawyer appear to have considered the availability of alternative
charges. There were potential alternative offences, which could have been
considered. The CCU lawyer also disagreed with the conclusion of the review
in September 2011, that evidence from the eyewitnesses could not be used. He
felt that far from being passive participants, there was evidence that they were
not willingly acquiescing to the ill treatment; rather they were afraid to speak out
due to the culture of intimidation which existed at the Solar Centre.
In July 2012, following the submission of further material, the CPS advised the
police that the defendants should be charged under the Mental Health Act
1983; and this formed the basis of the trial in April 2013.
Since May 2013, CPS has significantly raised the awareness of prosecutors in
relation to the issues presented by cases involving offences against vulnerable
people. It has published guidance on the prosecution of offences against older
people and in relation to disability hate crime. This is to ensure a consistent
approach, and that prosecutors are aware of the options available.
The guidance states, “It is important to make a distinction between a disability
hate crime and a crime committed against a disabled person because of
perceived vulnerability. A disability hate crime is any crime committed in any of
the circumstances explained in section 146 Criminal Justice Act 20032. Where
there is evidence available to prove that an offence is aggravated by hostility
2

Those circumstances are—
(a) That, at the time of committing the offence, or immediately before or after doing so, the offender demonstrated towards the victim of
the offence hostility based on—
(i) the sexual orientation (or presumed sexual orientation) of the victim, or (ii) a disability (or presumed disability) of the victim, or
(b) that the offence is motivated (wholly or partly)—(i) by hostility towards persons who are of a particular sexual orientation, or
(ii) by hostility towards persons who have a disability or a particular disability.
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based on the victim‟s disability we will do our utmost to ensure that that
evidence is put before the court for sentencing purposes” (CPS, 2007).
In May 2013, the Chief Crown Prosecutor acknowledged that the convictions
had taken some time to secure; and paid tribute to the fortitude of the victims
and their families.
The CPS assured the independent author that changes in practice have been
introduced in the years since the abuse at the Solar Centre including
development of new policy, publishing national guidance and raising awareness
of prosecutors to crimes involving vulnerable people. These changes were
already in progress independent of the Solar Centre abuse, and are
summarised in a letter to a Senior Policy Manager in Adult Safeguarding at the
Department of Health (Appendix 2). That policy has now been implemented,
nationally and locally.
Recommendation 3
The DSAPB should seek assurance from the CPS that practice has changed
nationally as a result of the learning from this and similar cases.

6.3 Advocacy Services
RDaSH contacted the Doncaster Advocacy Service, in March 2007 with a view
to the organisation supporting those service users who were alleged to have
been subject to abuse and who were without family members or friends who
could represent them in relevant meetings. Doncaster Advocacy is an
independent voluntary organisation, and it was felt that the involvement of an
independent advocate, experienced in working with adults with learning
disabilities would be beneficial to the service users concerned.
The report submitted for this Serious Case Review states that the desired
outcomes from their involvement were to ensure that the issues that had arisen
had been dealt with satisfactorily, and that measures had been put in place to
prevent, as far as possible, reoccurrence.
After the initial contact made in March 2007, by RDaSH, and attendance of
Doncaster Advocacy Service at the strategy meetings on 29th March 2007 and
15th May 2007; there was no further involvement of the service until February
2009. The report provided by Doncaster Advocacy Service states that “due to
the Police investigation having supremacy, RDaSH was asked not to take any
follow up action of its own, as this could have compromised the Police
investigation”. This resulted in a further delay in investigations.
Following the contact from RDaSH in February 2009, it was not until October
2009 that Doncaster Advocacy reviewed the files of 8 service users and met
them and the staff at the Centre. It was agreed that Doncaster Advocacy would,
in effect, „take a “watching brief”; to ensure that there was some independent
input into the review of the service users individual situations. The independent
14
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author found a lack of clarity in relation to the outcomes expected from the work
of the advocacy service and no specific formal contract between Doncaster
Advocacy Service and RDaSH relating to the Solar Centre.
Doncaster Advocacy did not have a close working knowledge of any of the
patients who had been abused and therefore the role for advocacy was limited.
The action plan identified in the RDaSH SUI report (see 6.5), and subsequent
actions to improve and develop the services at the Solar centre were checked
by Doncaster Advocacy in 9 unannounced visits between November 2009 and
September 2010.
The conclusions of the report developed for this SCR by the Chief Executive
was that the actions undertaken “had all contributed to an improved service,
and hence an improved experience for service users who attend the Solar
Centre. Hopefully they will also ensure that similar issues to those that
revealed in 2007 will not happen again.”
During the initial period following the allegations made in March 2007, it
appears there was some advocacy available to the families of the abused
through the Doncaster Partnership for Carers and South Yorkshire Centre for
Inclusive Living. There was attendance by representatives from both these
organisations at the Adult Protection strategy meeting in May 2007. The
independent author could not find evidence that the organisations have records
or details of their involvement.
The Doncaster Advocacy Service was involved in Adult Protection strategy
meetings from March 2007 and February 2009, but only for those patients with
no family member to represent them. No evidence was submitted to the
Serious Case Review independent author of a contract, specifically relating to
the Solar Centre, for the advocates involved after the allegations were made in
March 2007.
Within the record of a multi-agency strategy meeting held on the 15th May 2007,
there was representation from Doncaster Partnership for Carers. They stated
that families felt as though they were being „kept in the dark‟. One family was
asking that their details be shared with other families so that they could get in
touch and provide support to each other; this process was not facilitated by
agencies.
In reviewing the information supplied there is a question about whether IMCAs
should have been involved given that regulations under the Mental Capacity
Act gave local authorities and NHS bodies powers to involve IMCAs in other
decisions concerning:




A care review
Change of accommodation
Adult protection procedures (even in situations where there may be
family or friends to consult).
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The IMCA service is commissioned by DMBC and provided by Sheffield Mental
Health Advocacy Service, working in partnership with Cloverleaf Advocacy.
This service has been commissioned by Sheffield, Doncaster and Rotherham
councils under a joint agreement.
The Serious Case Review found evidence of involvement from advocacy
services during the investigations undertaken by RDaSH and a role in ensuring
the SUI action plan had been implemented. However, there was no clear
definition of the remit of Doncaster Advocacy Service in relation to the victims
of abuse, or their families.
The appointment of IMCAs was not evident. There was no clear contract in
relation to advocacy or specific outcomes of the involvement evident to the
independent author. In addition there was no additional funding for Doncaster
Advocacy Service, the input was to be delivered within the existing contract.
There should be flexibility in the provision of advocacy, when commissioned in
relation to adult safeguarding, to ensure appropriate, timely and effective
support. This should apply whether it is commissioned by individuals or by large
organisations.
Recommendation 4
The DSAPB needs to seek assurance from the commissioners of advocacy services
that there are specific contracts with clearly expressed outcomes when
commissioning advocacy services.

6.4 Doncaster Safeguarding Adults Partnership Board
Doncaster Safeguarding Adult Partnership Board (DSAPB) commissioned this
Serious Case Review which was initiated in August 2013.
The DSAPB (previously known as the „Doncaster Adult Protection Partnership‟)
Adult Protection Policy, was implemented in November 2004. It included an
example of good practice in that it laid out the process for multi-agency
safeguarding and it made reference to Serious Case Reviews.
The 2004 procedures identified the first priority as ensuring the safety and
protection of vulnerable adults.
In 2007, at the time of the allegations being made at the Solar Centre, the
South Yorkshire Adult Protection Procedures were in development and
launched in November 2007. Serious Case Reviews (SCR) are discussed in
detail in these procedures and three events which might lead to a SCR are
suggested. These include where “Serious abuse takes place in an institution or
when multiple abusers are involved. Such reviews are likely to be more
complex, on a larger scale, and may require more time.” There is an
acknowledgement here that such a case would take some time to review.
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There is no written evidence that the DSAPB considered a Serious Case
Review earlier than 2013, although the abuse at the Solar Centre was of
multiple victims by multiple perpetrators. In the view of the independent author,
the victimisation and abuse of the patients who attended the Solar Centre
meets the criteria for a Serious Case Review, and one should have been
commissioned sooner.
In 2011 Doncaster Safeguarding Adults Partnership Board undertook a
Lessons Learned Review. The report of the Lessons Learned Review (LLR)
was reported to the DSAPB late in 2011. It highlighted the lack of clear
guidelines regarding the primacy of investigation processes; and what actions
must not be undertaken and what can continue. In relation to the Solar Centre
there was a Police investigation, SUI process, disciplinary process and
safeguarding investigation. A briefing was developed and presented to Board in
response to the issues in the LLR and a strategic work plan was developed
based on this. The work plan included the development of an SCR / LLR policy
which was submitted for the DSAPB approval on the 7th Dec 2011; and
alignment of the Serious Incidents and Safeguarding processes which was
included within the Chairs report to the DSAPB in October 2011.
As a direct action from the Lessons Learned Review the DSAPB developed
Guidance on the Coordination of Safeguarding Investigations (with other
Investigations), which was implemented in 2013. The „Guidance on
Coordinating Safeguarding Investigations with other investigations‟ was
developed and presented to Board 8th March 2013, this includes Serious
Incident investigations.
In July 2013, following the completion of the court case in May 2013, the
DSAPB revisited the circumstances surrounding the abuse at the Solar Centre
and agreed to commission an independent review on how agencies involved,
had embedded the learning within their organisations.
Given the context of the review, the proposed scope developed for the review
and the public interest in this case the Board revisited its decision and decided
that a Serious Case Review was appropriate.
Recommendation 5
The DSAPB should assure itself that the systems and processes now in place,
including the current Serious Case Review Policy, reflect the lessons learned
through this SCR. This should include the personalisation of safeguarding processes
and the timeliness of decisions to take SCRs.
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Recommendation 6
The DSAPB should ensure that effective communication is embedded in
safeguarding processes, through implementing „Making Safeguarding Personal‟; and
that they are responsive to the needs of victims and their families, particularly in
relation to frequency.

6.5 Families
The independent author met with relatives of 2 patients of the Solar Centre and
spoke to one on the telephone.
The main themes were that the families did not feel that they were part of the
investigations or the outcomes and have continuing concerns about the welfare
of their relatives.
The Serious Case Review found little evidence from the 3 families who were
interviewed, that lessons had been learned or actions taken relating to the
concerns raised by families in meetings in late 2010 and early 2011. Similar
issues were raised with the independent author, these concerns were around:







The quality of communication with relatives when the allegations were
first made;
The level of support provided to service users following the reported
allegations;
The involvement of advocacy to support service users and their
families in the investigations;
Information sharing between affected families;
Clarification about current and updated safeguarding processes in the
trust;
The length of time it took to complete the investigations.

The families interviewed do not feel that the impact of the substantiated abuse
on their family members or themselves has ever been acknowledged by
agencies.
The independent author asked the relatives a series of five questions relating to
the abuse and subsequent investigations:
1. What had worked well?
There was little positive to report.
2. What did not work well?
Communication was generally felt to have been poor. Relatives were often left
for long periods of time with no contact. Even to have been told there was
nothing to report would have been helpful.
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Some relatives felt that the issue of confidentiality was used in a negative way
“to hide things”. For example, families were told that they could not be told
certain things because of the need for confidentiality or the Data Protection Act.
3. What support did they receive, and was this effective?
The relatives felt they had received no support; at a time when they were
devastated by knowledge that their loved ones had been abused.
4. What support would you have liked?
Consistently the relatives cited regular communication, and that it should be to
suit the individuals. Some wanted frequent communication (weekly) others
were happy for it to be monthly or as agreed with them.
The wish to „be listened to‟ was really important to relatives, and that staff at all
levels in organisations „try to walk in my shoes‟; and understand how it feels
living „this nightmare‟.
Relatives wished to be involved in care planning and reviews; and to feel like
staff really care and know their relative.
Relatives strongly expressed the wish for the abuse to be acknowledged by
agencies.
5. What blockages could they identify in the processes?
Relatives felt that training was required for staff including the Police in how to
communicate with vulnerable people, those with learning disabilities and who
are non-verbal.
Relatives want honesty, accountability and transparency, not delay and denial,
which is what they feel they received from most of the contact with agencies
and organisations involved.
The feelings and perceptions of the families interviewed in the SCR correlate to
some of the findings of the No Secrets consultation. The common features
which are felt by people who have been through safeguarding processes
include:
1. People involved in adult safeguarding processes can sometimes feel: they
have little control; that they are rushed to make decisions; are not involved in
discussions about them; and have little say over outcomes.
2. There is a need to develop more effective means of empowering people,
including people who may be being coerced by the person or people who
are harming or abusing them, to work through what can be very difficult
decisions about their lives.
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3. The most commonly reported categories of outputs in safeguarding plans
seem to be “increased services” or “increased care management
monitoring”.
4. There is a view that people have insufficient access to criminal or restorative
justice. (Klee, 2009)
The perceptions of the families interviewed as part of this Serious Case Review
concur with the issues in 1, 2 and 4 above.

6.6 Rotherham Doncaster and South Humber (RDaSH)
RDaSH implemented a comprehensive improvement plan following the Serious
Untoward Incident investigations undertaken during 2007 and 2008. There
were 13 recommendations for action, made by the investigation team:
1. Deploy increased senior management supervision to the staff within the
Solar Centre
2. Initiate changes to the physical environment by introducing vision panels to
doors and changing the lock systems
3. Ensure qualified nursing staff led activity groups
4. Ensure community homes staff who transported patients to the Solar
Centre, remain with them whilst they are there
5. Initiate a plan to rotate staff
6. Increase the frequency of Director‟s visits and ensured on going visits.
7. Introduce unannounced visits by Assistant Director and Deputy Nurse
Director
8. Ensure all staff are able to access care plans and patient records
9. Complete an audit of IR1‟s (incident reports)
10. Undertake a review of supervision records and performance development
reviews of all staff
11. Review sickness and absence records of all staff
12. Review other SUIs in Learning Disability Services
13. A Safeguarding Practice Development Bulletin was introduced across the
Trust from June 2008
The safeguarding adults‟ allegations were referred on the same day as they
were raised; this was consistent with the policy at the time and good practice.
The Doncaster Adult Protection Partnership Adult Protection Policy (2004)
stated that it was the responsibility of all staff to act on any suspicion or
evidence of abuse or neglect and to pass on concerns. Clearly this did not
happen in a timely fashion at the Solar Centre. This was said to be due to staff
feeling intimidated by the perpetrators.
RDaSH state in the report submitted for the Serious Case Review that key
members of the senior management of the Trust maintained contact with the
families throughout the investigation. This is not the view of the 3 families who
agreed to be interviewed by the independent author, who feel there was
insufficient communication.
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Relatives were invited to meetings chaired by RDaSH Chief Executive
(September and November 2010 and January 2011) involving legal
representatives and South Yorkshire Police where a number of issues were
raised. The concerns included the quality of communication with relatives when
the allegations were first made; the level of support provided to service users
following the reported allegations; the involvement of advocacy to support
service users and their families in the investigations; information sharing
between affected families; clarification about current and updated safeguarding
procedures in the Trust and the length of time it took to complete the
investigations.
In 2007, the Solar Centre provided a service, which was aimed at giving a
„change of scenery‟ for social interaction and activities. Service users were not
afforded a choice about their attendance, and whilst some consideration was
given regarding the activities offered to individuals, there was little monitoring of
engagement and satisfaction.
The Individual Management Review, provided to the independent author, by
RDaSH provided some evidence of personalisation through a timeline of
personalisation from 2007 to the present time. The evidence includes the use of
communication passports, peer advocacy and the implementation of „My Plan‟
for all service users.
There are also descriptions of how service provision and documentation have
been personalised to better “represent individual‟s specific needs, choice and
support requirements”. This has been actioned through the Solar Developing
Excellence Plan, and involvement in the Peer Advocacy Pilot Project.
The Serious Case Review found evidence that lessons have been learned, by
RDaSH and a comprehensive range of interventions have been undertaken.
There is evidence of changes and actions within reports, guidance, revised
policies and through observations by Doncaster Advocacy Service.
RDaSH apologised to the victims and their families, and this is evidenced within
the Individual Management Review produced for this SCR. There was a
statement read in May 2013, at court by an RDaSH officer: “We fully apologised
to service users and their families at the time of the incidents and we apologise
again today for the actions of the individuals that have been found guilty”.
RDaSH staff complied with the safeguarding adults procedures that were in use
at the time of the abuse. The safeguarding investigation and process
undertaken in 2007 predates the implementation of the Mental Capacity Act
2005.
There has been no analysis of the impact of the abuse on the individuals and
their families. All individuals and families should be approached by DSAPB, on
behalf of the partnership, and asked if there are any ongoing needs which
could be addressed. The impact for the victims and families of the abuse at the
Solar Centre may have been exacerbated by the length of time it took to for the
various investigations to conclude.
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The chronology (Appendix 4) was provided by Doncaster Safeguarding Adults
Unit, other information was provided to the independent author including copies
of reports from safeguarding referrals, strategy meetings, convenor reports and
case conferences.
Recommendation 7
The DSAPB should gain assurance from commissioners that any relevant support
services are made available for all individuals and their families who are affected by
abuse, including those involved in the Solar Centre.
6.7

South Yorkshire Police
South Yorkshire Police gathered the evidence relating to the allegations of
abuse at the Solar Centre and submitted the files to the CPS. Knowledge of
legislation was an issue, for both the Police and reviewing solicitors in CPS.
„No Secrets‟ guidance (DH and HO, 2000) states that agencies and
practitioners should know about the law and use it appropriately. At the very
least, this would seem to involve the following considerations.
Different legal options: there is a lot of potentially relevant legislation; there
may be more than one option that can be used to safeguard an adult at risk of
harm. So if one option is not legally possible (because it does not apply to the
situation that has arisen) or will not result in a good outcome for the person at
risk, then another may be available.
South Yorkshire Police have developed a policy with particular reference to
Care Home Settings; this has been reviewed and revised as a result of the
Solar Centre experience. This means that the Detective Inspector in charge of
the Public Protection Unit will be responsible for:






Identifying and suitably resourcing all complex investigations in relation
to safeguarding adults, in particular in relation to abuse that has
occurred within the settings of Hospitals, Care Homes and other care
facilities.
Quality assuring all vulnerable adult abuse investigations.
Maintaining and developing multi agency relationships.
Ensuring effective recording of all Vulnerable Adult abuse
investigations and concerns. Developing and promoting vulnerable
adult abuse investigative practices throughout their District.

South Yorkshire Police have provided evidence to the Serious Case Review
of lessons learned and taking appropriate action where required through a
report (Appendix 6).
There were clearly lessons to be learned in relation to knowledge of
legislation, and along with the CPS, this has been recognised and action
taken.
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Recommendation 8
The DSAPB writes to the Department of Health, Home Office and ADASS network to
seek clarity in relation to the supremacy of police investigations and the interface
with all other investigations.
Recommendation 9
South Yorkshire Police should assure the DSAPB that training in relation to the
Mental Capacity Act 2005 and Safeguarding Adults policies have made a difference
to practice and improved outcomes for victims.

7.

Analysis and Conclusions
The independent author considers that it was correct and important that the
DSAPB commissioned a Serious Case Review at this time. Since the initial
allegations of abuse were made in March 2007, there have been significant
developments in legislation and national safeguarding policy.
The context of this Serious Case Review is significant, in that it is not a
reinvestigation of the abuse which happened to the patients who attended the
Solar Centre.
The terms of reference focus on the learning and evaluation of the
implementation of learning across the multi-agency partnership.
The recommendations focus on issues where the independent author considers
there has been insufficient learning, implementation of learning or evidence of
sustainability and embedding of learning in practice.
The DSAPB and the partner agencies involved in this Serious Case review
have examined the ways they worked together and as single agencies, they
have identified areas where there is a need to improve Safeguarding Adults
practice.
The Serious Case Review has identified lessons, which have been learned and
acted upon. There is evidence of good practice, embedding of the lessons
learned and subsequent changes in the organisations involved in relation to
processes, policies, awareness raising and training.
The investigation reports and action plans, from the organisations involved,
focus on organisational changes and do not relate to the impact of the abuse
on the victims. There is little evidence of a person centred approach or culture
in the safeguarding process.
The DSAPB should work with its partners to gain support and commitment to
embed the principles of Making Safeguarding Personal in safeguarding adults
practice. This would be evidenced by an outcomes focussed and person
centred practice. (LGA, 2014) and would include:
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Improved engagement with people; and evidence that safeguarding adult
procedures involve people at the beginning, during and at the end of the
safeguarding process.
Improvements in enabling people to express what they want from safeguarding
activity and evidence of achieving outcomes from safeguarding processes that
were articulated by the individuals involved.
The investigations into the abuse at the Solar Centre took too long, and the
independent author found that agencies did not effectively engage the victims
or their families. The combined investigation and criminal processes, involving
a range of organisations, took over 6 years. The response of agencies and
organisations was to review and revise management, policy and processes.
The organisations and the processes seem to have lost sight of the 19
individuals who were abused; and the impact that the abuse and subsequent
investigations have had on the victims and their families.
The Serious Case Review process has highlighted the importance of
recognising the impact that abuse has on individuals and their families; the
need to effectively support victims, and ensure they do not get lost in the
process, particularly in large scale investigations.

8.

Recommendations
Recommendation 1
The DSAPB should express its regret, to the individuals and families who
suffered as a result of the abuse at the Solar Centre. The apology should
relate to the length of time the various processes have taken, including the
commissioning of a Serious Case Review and also address their feelings of not
being heard, involved or in control of the various safeguarding investigations.
Recommendation 2
The DSAPB writes to the Department of Health, copying in CQC, highlighting
the gap in regulation and inspection of day services.
Recommendation 3
The DSAPB should seek assurance from the CPS that practice has changed
nationally as a result of the learning from this and similar cases.
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Recommendation 4
The DSAPB needs to seek assurance from the commissioners of advocacy
services that there are specific contracts with clearly expressed outcomes when
commissioning advocacy services.
Recommendation 5
The DSAPB should assure itself that the systems and processes now in place,
including the current Serious Case Review Policy, reflect the lessons learned
through this SCR. This should include the personalisation of safeguarding
processes and the timeliness of decisions to take SCRs.
Recommendation 6
The DSAPB should ensure that effective communication is embedded in
safeguarding processes, through implementing „Making Safeguarding
Personal‟; and that they are responsive to the needs of victims and their
families, particularly in relation to frequency.
Recommendation 7
The DSAPB should gain assurance from commissioners that any relevant
support services, are made available for all individuals and their families who
are affected by abuse, including those involved in the Solar Centre.
Recommendation 8
The DSAPB write to the Department of Health, Home Office and ADASS
network to seek clarity in relation to the supremacy of police investigations and
the interface with all other investigations.
Recommendation 9
South Yorkshire Police should assure the DSAPB that training in relation to the
Mental Capacity Act 2005 and Safeguarding Adults policies have made a
difference to practice and improved outcomes for victims.
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Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA
Telephone: 03000 616161
Fax: 03000 616171
www.cqc.org.uk
24 April 2014

CQC report for Doncaster Safeguarding Adults Board SCR of the Solar Centre
We have been requested to prepare and submit a report to DSAB for a SCR that has
been commissioned in respect of the Solar Centre. The terms of reference provided
by the independent reviewer for this Serious Case Review are:


To establish the lessons to be learnt from the circumstances at the Solar
Centre in relation to the way in which local professionals and agencies worked
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 an overview report which will bring together and analyse the
findings of the various reports from agencies in order to make
recommendations for future action (ADASS, 2010)

Trust background:
Rotherham Doncaster and South Humber NHS FT was registered with CQC in June
2010 under the Health and Social Care Act 2008 and is registered to provide the
following regulated activities;



Accommodation for persons who require nursing or personal care (5
locations);
Assessment or medical treatment for persons detained under the Mental
Health Act 1983 (6 locations);
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Diagnostic and screening procedures (8 locations);
Family planning (1 location);
Personal care (2 locations);
Transport services, triage and medical advice provided remotely (5 locations);
Treatment of disease, disorder or injury (7 locations).

The Trust has 10 registered locations and provides services for people in Doncaster,
Rotherham, North Lincolnshire, North East Lincolnshire and Manchester;











Trust Headquarters, Doncaster
Swallownest Court
Great Oaks
Emerald Lodge
New Beginnings - Doncaster
Learning Disability Assessment and Treatment Unit
St. John's Hospice
88 Travis Gardens
10a-10b Station Road
Danescourt

The services include adult mental health, older people‟s mental health, child and
adolescent mental health (CAMHS), learning disabilities, psychological therapy
services, and early intervention.
The Solar Centre
The Solar Centre is a day care centre for people with learning disabilities. The Solar
Centre is not a registered location with CQC. The regulations do not require day care
services to be registered with the CQC
Historical context
As an NHS Trust, services provided by Rotherham Doncaster and South Humber
NHS FT were not regulated by the predecessor organisations, The Healthcare
Commission or the Commission for Social Care Inspection prior to 2009.
The Healthcare Commission registered and regulated independent sector health
care providers under the Care Standards Act 2000, modified by the Health and
Social Care Act 2003 but this did not include registration and regulation of NHS
organisations.
The role of the Healthcare Commission in relation to the NHS was to assess the
performance of NHS organisations. The first function consisted of an annual
assessment of performance (the Annual Health Check) which for PCT‟s included an
assessment of its performance at commissioning as well as provision of services.
The Care Quality Commission was created by the merger of the Healthcare
Commission, the Mental Health Act Commission and the Commission for Social
Care Inspection, and came into being as a statutory body on 1 April 2009.
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The Care Quality Commission was created, in line with the Health and Social Care
Act 2008.
All locations of Rotherham Doncaster and South Humber NHS FT providing Learning
Disabilities services have been inspected since the Trust was registered under the
Health and Social Care Act 2008 in June 2010 however, there is no specific
reference to the Solar Centre within the reports as this service was outside the scope
of regulation. In 2007 and prior to the formation of the CQC a national Learning
Disabilities review was carried out by the Healthcare Commission which included
services provided by Rotherham Doncaster and South Humber NHS. A further
review was carried out in 2008 however due to the length of time and the change of
the organisation these reports are no longer available.
The CQC was not involved in the review at the Solar Centre as the CQC was not in
existence and the predecessor organisation although aware of the events that took
place, had no regulatory remit.
Latest inspection of Rotherham Doncaster and South Humber NHS FT
CQC last inspected Rotherham Doncaster and South Humber NHS FT on 21 and 22
October 2013 which included an inspection of Trust Headquarters location,
Doncaster. Although the Solar Centre is a day care facility that does not fall within
the regulatory remit of CQC we spoke to three members of staff who work in the
centre as part of our overall assessment across the Trust of staff understanding
about training, induction, supervision and safeguarding of people who are made
vulnerable.
These staff told us: “there were very clear policies and procedures in place for staff.
They said they had received good quality training in safeguarding and also had
regular updates via e-learning. They were very clear of their role and confident about
the action they should take if they suspected, saw or heard about anything that
concerned them. They said safeguarding was a part of their regular supervision.”
They said they worked well as a team and supported each other. They told us they
had regular supervision sessions organised by a manager whom they found
supportive.
They also told us they had received their mandatory training in subjects such as
health and safety, moving and handling, and infection control. They also told us they
received more specialised training, relevant to the needs of the people who used the
service. This included epilepsy and Makaton training. Makaton is a way of using
signs and symbols to help people communicate.”
The CQC learning and changes to our regulatory model for mental health and
learning disability inspections
Following the expose on Winterbourne View in 2011, we carried out a themed
inspection of learning disability services across England. This involved 150
unannounced inspections and most of the failings we found were as a direct result of
care not being centred on the individual, or tailored to meet their needs. We made a
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number of recommendations for service providers, commissioners and the CQC to
change the way they work.
Alongside this the CQC are signatories to the DH concordat for transformation of
learning disability services. We have reviewed and strengthened the registration
products and process for all new applicants of learning disability services raising the
bar on the requirements to register. We are also implementing new inspection
methods for all mental health and learning disability hospital services in England.
The regulatory model of inspection has been reviewed and strengthened and new
regulations coming into force in October 2014 will further enhance our inspection
process. By April 2016 all health and social care services will be rated so that people
who use the service, their families, carers, and members of the public have clear
information about each service and how well it provides those services.
We have clear systems in place to respond to whistleblowing with a dedicated team
to monitor and follow each alert through to what action has been taken and
conclusion of the alert.
We have strengthened our relationships with our strategic partners such as the
Adults Safeguarding Teams to share information of concern and work collaboratively
driving improvements in services and targeting areas of risk. When we receive
allegations of abuse we respond swiftly and work closely with our strategic partners,
sharing information and working together. This ensures the most effective action is
taken in a timely manner and everyone is clear of what action is being taken by each
organisation to protect people who use services.
Summary
The unacceptable events, behaviours and abuse at the Solar Centre took place
between 2005 and 2007; some years before the establishment of the CQC and
before any established regulatory framework for the National Health Service. The
CQC has regulated the provider within the scope of the regulatory powers we have
had since 2009. We can only provide the data and information we hold since 2009 to
a serious case review dealing with matters from some nine years ago. CQC is a key
partner in the system transformation for people with a learning disability and their
families. Our current approach to registration, inspection and enforcement are a
reflection of the seriousness and responsibility we place on our duties to protect
those individuals made most vulnerable by the health and care system.
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Appendix 3
Doncaster Advocacy – Involvement in Solar Centre investigations (2007 – 2009)
Prepared by Kim Beresford, Independent Advocate, Doncaster Advocacy
At the time that the allegations of abuse within the day to day activities of the Solar
Centre were made in March 2007, Doncaster Advocacy was contacted with a view to
the organisation being involved in respect of those service users who were alleged to
have been subject to abuse and who had no family members or friends to represent
them. We are an independent voluntary organisation, and it was felt that the
involvement of an independent advocate, experienced in working with adults with
learning disabilities would be beneficial to the service users concerned.
The desired outcomes from our involvement were to ensure that the issues that had
arisen had been dealt with satisfactorily in respect of the service users concerned, and
that measures had been put in place to mitigate as far as possible against them
reocurring.
In practice, after initial contact had been made with us by the professionals at RDaSH,
very little happened at that time. We attended multi disciplinary meetings in respect of
Safeguarding on 29th March 2007 and 15th May 2007; after that we had no contact
regarding this matter until February 2009. I understand that this is because a police
investigation was being carried out during this time, and that RDaSH was asked not to
take any follow up action of its own, as this could have compromised the police
investigation.
In February 2009 Julie Laver, Adult Safeguarding Lead, RDaSH, contacted me to say
that the police investigation had been completed and that she, as Adult Safeguarding
Lead for RDaSH, now had responsibility for the work that RDaSH would be doing in
relation to their own internal investigations into the matter.
I met with Julie on 6th July 2009 and on 18 September 2009 to discuss Doncaster
Advocacy’s role in the RDaSH investigation and reporting. At this meeting Julie gave
me the names of the eight people about whom she would like some input from
Doncaster Advocacy: Andrew Smith, Anthony Brooks, David Stroud, Graham Chapman,
Linda Allen, Michael Kime, Tony Henry and Tracey Bratby.
We did not have a close working knowledge of any of those concerned, and had not
been involved with most of them at all before, but we agreed that in their cases there
ought to be someone involved for them, to ensure that an attempt was made to have
input on their behalf.
Getting to know all those people in order to fully represent them would simply not be
possible in the timescales involved, and bearing in mind that the situation happened
36

DSAPB Serious Case Review Solar Centre

Gill Poole Independent Author

some time ago and that this would be the "final stage" of wrapping things up (as
corrective action had been taken in respect of the situation), I decided that we have to
take a very pragmatic view on how to become involved meaningfully but in a way that
would be manageable to us time-wise as an organisation.
It was therefore agreed with Christine Williams, Assistant Director, Community LD
Services, RDASH, that Doncaster Advocacy would, in effect, take a “watching brief”
role in respect of those individuals concerned, to ensure that they had some
independent input into the review of their individual situations but that this was
undertaken in a realistic way.
I visited Julie Lavers office at 11 Fulwood Drive on 20th October 2009 and reviewed
the files of the eight service users concerned. I noted that in seven of the eight cases
involved, the staff members accused of abuse had been dismissed. In the eighth case
it was not clear about the exact nature of allegations made, or against which staff
members the allegations had been made, although notes on the file appeared to state
that there were various allegations.
I noted the measures that had been put in place to ensure that the situation did not
recur and have checked that these had been actioned eg:
 All Solar Centre staff had attended Safeguarding Practice Development training
 All Solar Centre staff were receiving monthly one-to-one sessions
 Direct management was now in place on-site at the Solar Centre
 Clear management structure and lines of responsibility within the unit with easy
access to management for staff had been introduced.
 Total review of the utilisation of the premises and resources had been
undertaken, to ensure maximum openness and transparency whilst maintaining
service user safety
 Promotion of open access to Solar Centre for management, family members and
other visitors
 Revision of timetabling within the Solar Centre to allow for optimum use of
resources
 Rotation of staff roles within the unit
 Process in place to guard against personal relationships between staff members
affecting the operation of the Solar Centre
 Increased partnership working with other agencies, home support staff and
family carers
I visited Solar Centre with Christine Williams, Assistant Director, Community LD
Services, RDASH, on 23rd October 2009 to witness the current operation of the
Centre and meet the staff and service users prior to my implementing a series of
unannounced visits to the Centre to maintain the watching brief role.
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I found staff to be friendly and welcoming, keen to make the changes, and supportive
of the new working methods. Service users all appeared to be happy and relaxed, to
have good relationships with staff and to be involved in activities they were enjoying.
Over the next year I made unannounced visits to the Solar Centre on the following
dates:
02/11/09
08/12/09
16/02/10
21/04/10
21/05/10
23/06/10
16/07/10
05/08/10
10/09/10
On each visit, I was welcomed into the Centre, visited service users in several
different rooms each time, was able to do so without being accompanied by staff (as
they recognised me as a fellow professional; obviously staff were with service users at
all times and I was not left alone with any service user on any occasion). I was able to
sit and join in with activities service users were undertaking; was offered drinks and
biscuits if I called at tea break time; was able to communicate one to one with service
users, and generally felt that there was a happy and settled atmosphere for staff and
for service users.
Lessons learned; I think that these are reflected in the measures that had been put in
place to ensure that the situation did not recur, as noted above.
Having direct management on site; ensuring that all staff received relevant and
updated training; changes to working practices in terms of staff rotas and timetabling;
the development of a culture of openness and transparency, and more relaxed attitudes
to attendance times for service users and to the welcome offered to visitors (whether
expected or not) had all contributed to an improved service, and hence an improved
experience for service users who attend the Solar Centre. Hopefully they will also
ensure that similar issues to those that revealed in 2007 will not happen again.

Report prepared 13 January 2014 by Kim Beresford CMgr FCMI
Chief Executive
Doncaster Advocacy
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Appendix 4
DSAPB Safeguarding Adults Unit Chronology – Solar Centre
Date From
09/03/2007

15/03/2007

Date To

Staff
Deputy Manager

Source of information
Case files - email

Event
Safeguarding Adult Referral
form requested by RDASH

Action
Emailed referral form and
advised of

Deputy Manager

Case files – SA Referral

SAU received completed
Referral from RDASH – dated
09/03/07

Deputy Manager, SAU
requested Strategy
meeting be arranged

Case files - email

Email received by Head of
Service from ENABLE Advocacy
Service Co-ordinator requesting
information on behalf of a
family member
Advised RDASH in relation to
strategy meeting and meeting
with families
Assurance received from RDASH
that meetings with families
would be arranged

Email forwarded to RDASH
for appropriate action

19/03/2007

21/03/2007

Deputy Manager

Case files - email

22/03/2007

Deputy Manager

Case files - email

29/03/2007

Deputy Manager

Case files – SA Strategy
Meeting

Strategy meeting held

15/05/2007

Deputy Manager

Case files - SA Strategy
Meeting

Additional strategy meeting
held

Police investigation
ongoing
RDASH to have face-to-face
meetings with family and
seek advocacy for those
without family or support
Feedback to family and
Police Investigation
ongoing

Comments

Emails
demonstrate
Deputy Manager
requesting families
be contacted
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Date To

Staff
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Source of information

Event

Action

Case files - email

Email received from RDASH
informing of Police investigation
concluded – not being pursued
by CPS
Safeguarding Unit sought clarity
as to whether another strategy
meeting was needed or proceed
to case conference

RDASH commenced
investigation

Comments

From
08/01/2008

Deputy Manager

21/01/2008

Deputy Manager

Case Files - email

11/02/2008

Deputy Manager

Case Files - email

04/09/2008

Head of Service

Case Files - email

18/12/2008

Deputy Manager

Case Files - email

30/01/2009

Head of Service
and Deputy
Manager
SAU Admin
Office

Case Files - email

24/09/2010

Case Files - email

Advice given to RDASH re the
consideration of feeding back to
families through the case
conference process
Head of Service queried
whether the report would be
presented to the DSAPB
Deputy Manager offered RDASH
support in developing
convenors report
Email received from RDASH
informing of meeting arranged
for 10th Feb 09
Email received with completed
Case Conference and Convenors
reports for Solar Centre clients

40

Next email refers
to Case
Conference. No
record of response

No response
recorded

No record of this
meeting on file
Filed as appropriate and
copied to Head of Service

No Safeguarding
Investigation forms
received by the
SAU or on file
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Date From
23/02/2011

Date To
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Staff
DSAPB Board

Source of information
Board Minutes
Confidential section

04/05/2011

DSAPB Board

Board Minutes
Confidential section

07/07/2011

Head of Service

Case File

Sharing information
meeting re whistle-blower

13/09/2012

DSAPB Board

Board Minutes
Confidential section

Board briefed that in light
of prosecutions RDASH was
undertaking further work

06/11/2012

DSAPB Board

Board Minutes
Confidential section

11/01/2013

DSAPB Board

Board Minutes
Confidential section

RDASH confirmed that
criminal charges had been
brought against the four
members of staff involved,
following a review by the
Crown Prosecution Service.
RDASH briefed Board that
the trial is to commence in
April. Also RDASH have
liaised with Police and
urged them to support the
alleged victims and their
families.
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Event
Board briefed on the Solar
Centre case, investigations
carried out and LLR process
initiated.
Lessons Learned Review
presented to the Board

Action
Lessons Learned Report to
be presented to Board when
finalised
To anonymise and share
locally to learn lessons.
Board requested agencies
check their whistleblowing
policies are effective.
RDASH to advise and
signpost whistle blower to
CQC and RDASH complaints
policy
RDASH to brief DSAPB at the
next Board meeting

Comments
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Date From
04/07/2013

Date To
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Staff
Safeguarding
Adults Review
Panel

Source of information
SARP Minutes

DSAPB Board

Board Minutes
Confidential section

02/09/2013

Urgent ad-hoc
SAR Panel
meeting

SARP Minutes

05/09/2013

DSAPB Board

Board Minutes
Confidential section

05/09/2013

DSAPB Board

Board Minutes

07/11/2013

DSAPB Board

Board Minutes

04/07/2013
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Event
Solar Centre case
presented for
consideration for Serious
Case Review.
Decision presented to
Board that actions will be
considered and an
independent person will be
commissioned to validate
these to ensure due
process has been followed.

Action
Outcome to audit agencies
assurance of action plant,
not to commission SCR

Decision for Solar Centre
SCR reconsidered and
decision made to
commission.
Presented decision to
conduct a SCR for the Solar
Centre in light of public
interest.
Board accepted decision
made by SAR Panel to
commission SCR for Solar
Centre
Update presented to Board
re progression of SCR

Inform agencies and
independent author
Update Board
Develop Terms of reference

Independent author engaged
to undertake external review
of the Solar Centre case

Head of Service commenced
commissioning process

Comments
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Appendix 6
STRICTLY CONFIDENTIAL

Individual Management Review Report from South Yorkshire Police

SERIOUS CASE REVIEW: ESTABLISHMENT: SC 2007

Author: The author is independent from this case and has no managerial
responsibility for any of the officers involved. PC Carver has been a police officer for
27 years and has worked in Child Protection, Domestic Violence and Adult
Safeguarding since 2000.
Signed: Joanne Carver
Date: 14th May 2014

Countersigned: Joanne Carver
Date: Joanne Carver
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Section 1: Introduction
This individual management review report of South Yorkshire Police is produced in
accordance with Doncaster Safeguarding Adults Partnership Board procedure for
conducting a Serious Case Review.
It will form part of a multi-agency Serious Case Review overview report.
This report has been prepared following a review of the services provided to
vulnerable adult victims of abuse and members of their family(ies).
Its purpose is to look openly and critically at individual and organisational practice to
see whether the case indicates changes could and should be made, and if so, to
identify how those changes will be brought about.
It is important to note in this case that the review undertaken covers the period of the
initial police investigation only covering the period from March 2007 to December
2007.

Section 2: About South Yorkshire Police
South Yorkshire Police is responsible for the safeguarding of and investigation into
the abuse of vulnerable adults.
In line with the above SYP has dedicated Public Protection Units (PPU) at each of
the four policing districts across South Yorkshire.
Each PPU has a dedicated safeguarding adult officer and dedicated vulnerable adult
abuse investigators.
PPU investigations into the abuse of vulnerable adults are overseen by the PPU
Detective Inspector.
The above officers have the specialist knowledge, skills and experience required to
deal with the safeguarding of and investigation into the abuse of vulnerable adults
and work in line with:SYP Procedural instructions: Safeguarding Vulnerable Adults D51503
NPIA Guidance:
Investigation.

Safeguarding

Vulnerable

Adults

Minimum

Safeguarding Adults South Yorkshire‟s Adult Protection Procedures.
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Section 3: Reason for undertaking the IMR
SC is a day care unit for service users who have profound learning disabilities.
On 8th March 2007 a nursing assistant NS approached the Day Services Manager
JP to report allegations of abuse of service users by four of her colleagues.
JH, SM, JB, MB.
On the 09.03.2007 the matter was reported to SYP.
A criminal investigation commenced which was allocated to and managed by
Doncaster District CID.
It should be noted that at this time SYP did not have in place at each District a Public
Protection Unit with officers who have specialist knowledge, skills and experience in
dealing with vulnerable adult abuse investigations.
The criminal investigation looked into allegations of abuse reported to have occurred
between January 2005 and March 2007.
As part of the evidence gathering process accounts were obtained from twelve
members of staff JP, NS, MH, MT, PR, JT, LR, GG, VL, MC, DA, and RG.
From the accounts obtained seven members of staff MH, LR, PR, MT, NS, JP, DG
disclosed witnessing the abuse of twelve service users in their care MB, AB, GC,
RK, PH, RR, MK, MH, TB, CM, BH, and LA.
The allegations of abuse are as outlined below:-Service user (SU) slapped and pulled to floor
-SU hit with microphone over the head
-SU locked in a cupboard and a chair put behind the door
-SU hit in the face
-SU hit in the face and around the head
-Wheelchair bound SU, hit or slapped for making noises
-SUs flinch when three staff members around them
-SU knelt on and hit
-SU wheeled out of one area and taken to JH to be slapped
-SU pushed to floor and held by neck
-SU with hand print on face following being slapped
-SU pushed across the room and slapped round the head
-SU used as “target practice” throwing cushions at him
-SUs appeared frightened of four staff
-SU refuse and flinch near certain staff
-SUs scared of certain staff
-SU not changed or given drink
-SU dragged and slapped
-SU slapped in face when they would not wake up
-SU slapped in face and threatened
-Staff bragging about beating SU up on bus
-Staff saying they had thrown SU in Snoezelen and did you hear him squeal
-Staff offering to “sort people out”
-Staff saying “I‟ll teach him not to do that” then pushing and rough handling
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A locum consultant psychiatrist Dr S assessed the service users and provided
evidence in the form of a letter for each that concluded they have “no capacity to
consent to making a complaint or to investigations.”
At the time of the matter being reported to SYP one of the service users RR had a
lump on his head and light grazing to one of his eyes.
None of the other services users had any visible injuries.
During the course of the criminal investigation the four suspects were interviewed
about the allegations.
All four suspects denied the allegations.
On the 20.12.2007 an advice file was submitted to the Crown Prosecution Service.
At the time of submission offence options were limited to assault and false
imprisonment by the officer in the case PH.
There is no evidence to suggest other offence options were explored.
At this point some of the assaults would have been statute barred due to the
allegations reported taking place over a two year period from 2005 to 2007.
On the 20th December 2007 the Crown Prosecution Service decided that there was
insufficient evidence on which to base a prosecution further stating that the
allegations amount at best to “battery” and that on the evidence considered any such
allegation is now statute barred from prosecution and the offences of false
imprisonment were not corroborated.
In December 2007 SYP informed the Trust of the CPS decision.

Section 4: Chronology of involvement
Timeframe under Review
As referred to in the introduction the IMR covers the period March 2007 to December
2007 which relates to the initial police investigation only.
The following narrative seeks to make comment upon significant events, which are
detailed within the accompanying chronology.
It should be noted that the original December 2007 file no longer exists in its original
format. This is due to the fact that information from the file has been used to inform
a subsequent review and further investigation into the allegations of abuse which
resulted in a successful prosecution being secured in June 2013.
09.03.2007
Allegations reported to SYP.
ProCAD incident number 408 of 9/3/07 refers.
Attending officer PC IR speaks with the day services manager JP to obtain details.
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13.03.2007
PC IR completes report outlining allegations to the District Crime Management Unit
for allocation.
On this report it is recorded “I have not crimed this incident as requested”.
A criticism of SYP is that they have failed to keep families updated in respect of this
investigation and from reviewing the information available this criticism would appear
valid.
However since 2007 changes in policy and procedure in respect of crime recording
and victim contact have been implemented across SYP in respect of the reporting
and recording of crimes and keeping victims of crime and if appropriate their
family/ies updated.
These changes are in line in line with the National Crime Recording Standards and
the Victims Code of Practice.
March 2007
Criminal investigation commenced which was allocated to and managed by District
CID Acting Detective Sergeant PH.
It should be noted that at this time SYP did not have in place at each District a Public
Protection Unit with officers who have specialist knowledge, skills and experience in
dealing with vulnerable adult abuse investigations at all ranks.
As detailed in the section “About South Yorkshire Police” these units are now in
place at each of the four policing districts and all vulnerable adult abuse
investigations are overseen by the PPU detective Inspector.
20.03.2007
Witness account obtained from NS
21.03.2007
Witness account obtained from LR
22.03.2007
Witness account obtained from MH and PR
23.03.2007
Witness account obtained from DG
25.03.2007
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Witness account obtained from JP
26.03.2007
Witness account obtained from VL
27.03.2007
Witness account obtained from MC and DA
28.03.2007
Witness account obtained from MT
04.04.2007
Witness account obtained from NN
19.04.2007
Witness account obtained from RG
12.06.2007
Tape recorded interview with JB. A/P9/433/07/1 refers
Allegations denied on interview.
30.07.2007
Tape recorded interview with JH. A/P12/7478/2007/1 refers
Allegations denied on interview
30.07.2007
Tape recorded interview with SM. A/P12/7484/2007/1 refers
Allegations denied on interview
23.08.2007
Tape recorded interview with MB. A/P9/574/07/1 refers
Allegations denied on interview
20.12.2007
Further tape recorded interview with SM. A/P12/7484/07/2 refers
Allegations denied on interview

20.12.2007
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Advice file submitted to the Crown Prosecution Service.
At the time of submission offence options were limited to assault and false
imprisonment. From the information I have reviewed there is no evidence to suggest
that other offence options were explored at this time.
At this point some of the assaults would have been statute barred due to the
allegations reported taking place over a two year period from 2005 to 2007.
In 2007 dedicated PPUs with appropriately skilled VA abuse investigators were not
in place across SYP.
Cases of this nature were allocated to District CID teams who had limited knowledge
and experience in dealing with this type of investigation.
20.12.2007
Crown Prosecution Service reviewed the case and decided that there was
insufficient evidence on which to base a prosecution further stating that the
allegations amount at best to “battery” and that on the evidence considered any such
allegation is now statute barred from prosecution and the offences of false
imprisonment were not corroborated.
December 2007
SYP inform the Trust of the CPS decision.

Section 5: Conclusions
It is important to note in this case that the review undertaken covers the period of the
initial police investigation only covering the period from March 2007 to December
2007.
Since this time SYP have changed their policy and procedures in relation to the
safeguarding of and investigation into the abuse of vulnerable adults as detailed
below.
South Yorkshire Police is responsible for the safeguarding of and investigation into
the abuse of vulnerable adults and in 2007 dedicated PPUs with appropriately skilled
VA abuse investigators were not in place across SYP.
Cases of this nature were allocated to District CID teams with limited knowledge and
experience in dealing with this type of investigation. SYP now has dedicated Public
Protection Units (PPU) at each of the four policing districts across South Yorkshire.
Each PPU has a dedicated safeguarding adult officer and dedicated vulnerable adult
abuse investigators.
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PPU investigations into the abuse of vulnerable adults are overseen by the PPU
Detective Inspector.
The above officers have the specialist knowledge, skills and experience required to
deal with the safeguarding of and investigation into the abuse of vulnerable adults
and work in line with:SYP Procedural instructions: Safeguarding Vulnerable Adults D51503
NPIA Guidance:
Investigation.

Safeguarding

Vulnerable

Adults

Minimum

Standards

of

Safeguarding Adults South Yorkshire‟s Adult Protection Procedures.
In line with this the consideration of offence options is more robust at the point of
submission of an advice file to the Crown Prosecution Service due to officers having
the required knowledge, skills and experience in managing this type of case.
Changes have been implemented across SYP in respect of the recording of crimes
and the updating of victims of crime and in appropriate cases their family/ies.
These changes are in line in line with the National Crime Recording Standards and
the Victims Code of Practice,
Safeguarding Adults Training is now delivered to all officers across SYP as part of
the Street Skills Programme and by way of NCALT Training Packages.

Section 6: Recommendations
Due to the timescales involved, March 2007 to December 2007, the points raised in
sections 4 of this report have been acted upon by SYP as evidenced in Section 5.
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Appendix 7

NHS England Response – SCR Solar Centre
NHS England has been asked to submit a response for inclusion in the Serious Case
Review relating to the Solar Centre in Doncaster.
Whilst NHS England has not been directly involved in the commissioning of this
service the author has requested a chronology of structural arrangements of
commissioning from 2007 to the present date.
2007
In 2007 there were 152 Primary Care Trusts (PCT‟s) who reported to 10 Strategic
Health Authorities (SHA‟s). The PCT‟s were commissioning organisations but they
were also responsible for the provision of some services. The SHA covered the
geographical area of Yorkshire and Humber and in turn was responsible at that time
to the Department of Health.
2009
Primary Care Trusts separated themselves in to commissioning and provider arms.
2011
Community services are split off from PCT‟s.
2012
The Clinical Commissioning Board and Clinical Commissioning Groups were
established. There was a reorganisation of PCT‟s in to clusters and Strategic Health
Authorities grouped into sub-national organisations.
2013
Strategic Health Authorities and Primary Care Trusts are abolished and NHS
England is established.
The above information sets out the commissioning arrangements for NHS services
from 2007 to date.
Carole Lavelle
Assistant Director of Nursing
NHS England, South Yorkshire & Bassetlaw.
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