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A Note from the Author 
 
“The abuse described in the BBC documentary, ‘Can Gerry Robinson Fix Dementia 
Care Homes?’ was one of the reasons for having a Serious Case Review. Summer 
Vale Care Centre was a home for 26 people with dementia and/ or mental disorder, 
until it closed in October 2009. Nine agencies, including the home’s owner, Minster 
Care Management Ltd., prepared information about events that led up to the 
disclosure of sexual assaults in the home. 
 
The Serious case Review has found that: 
 

• Summer Vale Care Centre did not ensure the safety of its residents; 

• Although the exact number of abusive incidents in the home is unknown, a 
dismal picture of the lives of residents has emerged; 

• A woman who was a National Health Service Continuing Healthcare funded 
patient was repeatedly physically and sexually assaulted; 

• There were lots of incidents and concerns and even though there were 
around 60 professionals involved in making sense of this information, all of 
whom agreed that something should be done, no one asked searching 
questions and no one assumed a lead role; 

• Summer Vale Care Centre did not train or supervise its staff; 

• Those who asked the home to provide placements and those who inspected it 
believed the home’s managers when they said that they were “monitoring” 
residents who were either violent and harmed people sexually or were the 
victims of assaults; 

• The recommendations concern inspectors, the Department of Health, 
Leicester City’s Safeguarding Adults Board, the city council, the police, the 
NHS and Minster Care Management Ltd.” 
 

Dr Margaret Flynn  
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1. The Serious Case Review (SCR) 
 

1.1 This SCR1 resulted from a safeguarding ‘alert’ in 2009, made by a member of 
staff to an external trainer at Summer Vale Care Centre, a care home with 
nursing care which was registered for 56 people with dementia and/ or mental 
disorder over 55 years of age. In 2009, the weekly fees, levied by the owners, 
Minster Care Management Ltd. (from October 2007), ranged from £300 to 
£1300 for the 26 people in residence at the time. The alert concerned sexual 
assaults endured by a woman resident, and to which reference was made in 
the second of a two-part BBC documentary broadcast on 8 and 15 December 
2009, ‘Can Gerry Robinson Fix Dementia Care Homes?’ An investigation by 
Leicestershire Constabulary preceded and ran in parallel with the SCR. In 
2010, the police discussed the case with the Crown Prosecution Service. 
Ultimately the police decided that there was not enough evidence to ask the 
Crown Prosecution Service to consider taking action against either Minster 
Care Management personnel or a number of residents.  

 

1.2 This report is based on the Internal Management Reviews (IMRs) undertaken 
by; 
- Care Quality Commission, 
- Community Care Access, Leicester City Council, 
- Contracts (Care Homes), Leicester City Council, 
- Commissioning and Contracting, Leicestershire County Council, 
- Leicestershire Constabulary, 
- Leicestershire Partnership Trust, 
- Minster Care Management Ltd., 
- NHS Leicester City and NHS Leicestershire County and Rutland, and 
- University Hospitals of Leicester NHS Trust. 

 
1.3 In addition, the SCR drew from the BBC television documentary; the minutes 

of the SCR meetings; notes arising from a sample of safeguarding strategy 
meetings; the concerns of some relatives; a discussion with a Detective 
Inspector regarding the findings of the police investigation; and a meeting with 
Care Quality Commission inspectors. 

 
1.4 The authors of the IMRs reviewed the available information from August 2007, 

and October 2009, when the residents were relocated. 
 
1.5 The purpose of a SCR is to; 

- Establish whether there are lessons to be learnt about the ways in 
 which local professionals and agencies worked together to safeguard 
 vulnerable adults, 
- Review the effectiveness of procedures (both multi agency and those 
 of individual organisations), 

                                                 
1
 Leicester, Leicestershire and Rutland Safeguarding Adults Board commissioned the SCR. This Board has 

since separated to become (i) Leicester Safeguarding Adults Board and (ii) Leicestershire and Rutland 

Safeguarding Adults Board 
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- Inform and improve local inter-agency practices, and 
- Improve practice by acting on learning. 

 
1.6 The terms of reference required the authors of the IMRs to address the 

following; 
- Report on the standards of care as experienced by residents in 
 Summer Vale Care Centre,  
- Consider the adequacy of continuing professional development 
 opportunities for staff in Summer Vale Care Centre and agencies 
 associated with the Centre, 
- Identify the scope of failures of (i) care within Summer Vale Care 
 Centre and (ii) all agencies contributing to the SCR since August 2007, 
 and 
- Make recommendations to improve the likelihood of detection of 
 failures of care and to improve practice locally and beyond. 

 
1.7 Some residents had been identified in advance of the SCR being 

commissioned. Since their circumstances had been scrutinised by 
safeguarding personnel during 2009, a main focus on these individuals 
ensured that the SCR remained within manageable bounds.  

 



 
Leicester City Safeguarding Adults Board 

6 

 

2. Summary of facts and key events in the 
lives of 12 residents 

 

2.1 This section provides an overview of an abusive and failing service as 
experienced by 12 former Summer Vale Care Centre residents.  

 
2.2 It is regrettable that so little of the lives of any of these individuals can be 

found in the available documentation before they were diagnosed with 
dementia. That the overview is biased towards people’s post-diagnosis 
behaviour, as well as being only partial, means that it conveys nothing of their 
previous biographies, or their roles and relationships within their families and 
friendships. Such knowledge is a keystone for the sensitive and professional 
care of frail older people. However, gathering it takes time and requires such 
interpersonal skills as the ability to create links between people’s past and 
present lives, identifying opportunities to engage in purposeful activities, 
adapting these over time, and finding ways of assuring people that they are 
valued and that their actions and existence matter (see, for example, 
Department of Health 2009, Kitwood and Benson 1999, Nolan et al 2003, 
Qureshi and Henwood 2000). It does not appear that any such skills existed in 
Summer Vale Care Centre.   

 
2.3 The five women and seven men (whose ages ranged from their 50s to their 

80s) had a wide range of support needs, not all of which were necessarily 
associated with dementia and its various origins. It is not known what insight 
such individuals may have had into their status and the seriousness of their 
condition or how their fellow residents, or those supporting them had treated 
them recently. Some were unable to communicate verbally, others may have 
been articulate, some may have been doubly incontinent, and most require 
some assistance with their mobility. Other factors impacted on their lives, for 
example few appeared to benefit from timely medical intervention or contact 
with relatives.  

 
2.4 As dementia progresses, some individuals increasingly use non-verbal ways 

of communicating, including displays of aggressive and overtly sexual 
behaviour. One resident was described as having a “predisposition to verbal 
and physical aggression.” Table 1 highlights the physical and sexual assaults 
to which one woman was subjected. This woman was funded through 
Continuing Healthcare2 i.e. the NHS paid over £1000 a week for her care. She 
was hit on six occasions by one of the other residents. The other incidents of 
abuse involved five other residents who were responsible for at least some of 
the sexual assaults that she suffered. One man was responsible for over half 
of these. On one occasion the records note that he was “sexually aggressive.” 
The Table also highlights the falls this woman sustained. Another woman, 
also funded by NHS Continuing Healthcare, was “sexually assaulted, having 

                                                 
2
 If people have a continuing ‘primary health need’ then they are entitled to NHS Continuing Healthcare i.e. the 

NHS arranges and pays for people’s health care, nursing care and personal care in a hospital, care home, hospice 

or their own home. 
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falls and being found with unexplained lacerations” but the extent of these is 
unknown. 

 
Table 1: A timetable of one woman’s falls and assaults 

 
Month Falls Physical 

assaults 
Sexual 
assaults 

May 2008  1  
June 1 2 ##  
July 5 ## 1 # 4 
August 3 ? 4?*# 
September 1 ## 2 
October 1? 1 ## 4 ## 
November   3 
December    
January 2009    
February    
March    
April  1#  
May 2  1 
June 5  2? 
July 17 ? 5 
August 9?  1 
September 2? 2  

 
* A question mark indicates that, although no number is listed in the documentation, it appears likely 
that an incident occurred in that it resulted in a “note on file” for example. 
# A hash refers to Regulation 37 notifications

3
 made to the independent regulator – the Commission 

for Social Care inspection and (after April 2009) the Care Quality Commission, e.g. “Fall. She was 
found on the floor in the lounge, no witnesses to see what actually happened…” 

                                                 
3
 Care Homes Regulations 2001/ 3965, Reg.37, require a care home to inform the regulators of deaths, injuries 

or serious illnesses in a home not providing nursing and of any event adversely affecting the well being or safety 

of residents, including allegations of misconduct. 
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2.5 The following table captures something of the pattern of another resident’s 

behaviour over 18 months. As with table 1, it is unlikely that table 2 is 
accurate because recording at Summer Vale Care Centre was so poor. It is 
likely, for example, that some of the instances of “agitation and/ or 
aggression” featured in the column on the right are also included in other 
columns.   

 
Table 2: A timetable of a man’s recorded assaults and phases of agitation and/or aggression 

 
Month Physical 

assault on 
resident 

Sexual 
Assault on 
resident 

Physical 
Assault on 
staff 

Sexual 
Assault on 
staff 

Agitation 
and/ or 
aggression 

12/07 2     

03/08 2     

04/08   1   

05/08   2  3 

06/08 2 ##    # 

07/08 1  2  # 

08/08  1 3 1 3 

09/08   2  3 

10/08 #    6 

11/08     3 

12/08 1    1 

01/09 2  1  1 

02/09     1 

03/09 #  1   

04/09   1  13 

05/09   1  10 

06/09 3 2 5  9 

 
# A hash refers to Reg.37 notifications made to the regulator, e.g. “He was in the day care room with 
several other residents and staff when he leaned backwards in the chair and overbalanced whilst 
trying to prevent another resident from leaving…”  

 
2.6 In June 2008, two Summer Vale Care staff alleged that this man was “pushed 

to the floor” by a senior member of staff. The incident caused him to be 
incontinent of urine and although bruising was noted the following day, no 
action was taken. 

 
2.7 Table 2 offers further confirmation that Summer Vale Care Centre was not 

equal to ensuring the safety of residents. It also highlights the challenges for 
staff, most of whom were women, in supporting a man who was co-located 
with physically frail residents. Between April and June 2009, he received 
increasing doses of diazepam for which no maximum dosage was recorded. 
High doses of sulpiride were also administered. This is associated with such 
side effects as confusion, agitation and increased libido.  

 
2.8 Further discomforting evidence of unchecked abuse at Summer Vale Care 

Centre is to be seen in table 3.  The left hand column describes some of the 
harm to which residents were exposed. The right hand column reflects both 
the failure to protect residents and, with the exception of University Hospitals 
of Leicester NHS Trust, a hotch-potch of poor and ineffectual practice.  
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Table 3 Harm and the responses of professionals 

 
Harm Service responses 

Women residents were 
sexually assaulted 

Summer Vale Care Centre stated that a “15 minute observation chart” was 
in place (which became a 30 minute chart). However, the home noted in a 
Risk Assessment that one resident “does not object to being touched by 
male residents”; they sent “some Reg.37 notifications to the Care Quality 
Commission but not for all incidents”; the home dressed her in “tight, high 
knickers”; and the home locked a resident in her in her room to keep the 
men away. 
A City Council worker requested that one woman was “constantly 
monitored;” strategy meetings (involving adult safeguarding personnel) 
noted concerns about staffing levels, management cover and inattention to 
the safety of residents;    
Leicestershire Constabulary decided to take no action “as the alleged 
perpetrators did not appear to have capacity;”  
A case conference decided that a psychiatric assessment should establish 
“whether anything in the resident’s behaviour is making her more 
vulnerable to male residents;” 
 

A resident had a hot 
drink thrown in her face 

Summer Vale Care Centre sent a Reg.37 notification to the Care Quality 
Commission; 
A Leicestershire Constabulary officer spoke to the offender who 
apologised; 
 

Medical assistance was 
not sought for two days 
for a resident who fell 

The resident went to the University Hospitals of Leicester NHS Trust where 
a chest infection, pneumonia and a urine infection were diagnosed; 
 

A male resident 
sexually assaulted 
women residents  

Summer Vale Care Centre stated that a “half hourly monitoring chart” was 
in place; he was told that if he persisted the police would be contacted; his 
cigarettes were withheld; he was sent to his room; Reg. 37 notifications 
were sent to the Care Quality Commission; 
 

A male resident’s 
behaviour was 
“sexually inappropriate” 

Summer Vale Care Centre reassured a GP that he was being closely 
observed (30 minute observations); and they contacted the police;   

A male resident’s 
“sexualised behaviour” 

Summer Vale Care Centre stated that he was being monitored every 15 
minutes; a Community Psychiatric Nurse from Leicestershire Partnership 
Trust was informed; a psychiatrist proposed that the behaviour should be 
monitored “to assess its frequency”; a Reg.37 notification was sent to the 
Care Quality Commission; 
  

A resident physically 
assaulted other 
residents 

Summer Vale Care Centre staff completed accident reports; gave him cups 
of tea; contacted the GP; and a manager advised staff that the aggression 
was part of his dementia; 
 

A resident fell on two 
occasions and 
sustained injuries 

Summer Vale Care staff did not seek medical advice; they reported that 
they had taken action to ensure that procedures would be followed; 
A County Council review of his circumstances resulted in a protection plan 
reiterating the importance of securing prompt health advice and advising 
them of incidents of concern. 

 
2.9 Table 3 does not, of itself, reflect the volume of recorded incidents, the trauma 

and distress suffered by the residents, or the concerns expressed by relatives. 
For example,  
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- one family reported that the home’s care practices were severely wanting in 
terms of hygiene routines regarding faecal incontinence, leg ulcer care, and 
respect for individual’s belongings;  

- another family was concerned that their relative was being put to bed at 4.00 
p.m. and remaining there until 8.00 a.m. Also, hospital appointments were 
cancelled by Summer Vale Care Centre; incontinence pads were not changed 
frequently enough; and the call bell was out of reach. A year later, this 
resident was spending most days in bed and was “not receiving pressure 
relieving care”; 

- a third family was concerned that they could not find their relative during a 
visit. The resident was found in a room “which was not normally in use.” On 
another occasion they received five calls from Summer Vale Care Centre 
asking them to take their relative to hospital.  

 
2.10 While there are limitations on how these examples can be catalogued, they 

undoubtedly reflect practice which was poor, disrespectful and neglectful in a 
home registered for the care of people with dementia and/ or mental disorder. 
This is not to criticise all the staff of Summer Vale Care Centre. They were 
unsupported, poorly paid, untrained and unsupervised, but were expected, for 
example, to contribute to the fiction of “monitoring” and “observing” the 
residents. The above examples also underline the importance of using 
accurate and precise language to describe behaviour, rather than sanitising 
its nature and consequences. By way of illustration, the phrase “inappropriate 
behaviour” is surely inadequate as a description of serious sexual assault 
which some professionals believe included “rape.” While “inappropriate 
behaviour” appears to play down serious sexual assaults, “rape” does not. It 
follows that accurately recording and communicating facts are essential. What 
happened, and what was observed, have to be distinguished from opinions 
about intentions and mental capacity for example.   
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3. Reflection on the Responses of Agencies  
 
3.1 Between January 2008 and September 2009 around 60 professionals were 

involved in gathering and organising information about Summer Vale Care 
Centre and making this information available to others. Of these, a core of 15 
professionals was involved, on three or more occasions, in deliberations 
about the circumstances of individual residents and the running of the home.   
A further 20 professionals became involved in October 2009, when the 
decision to close the home was reached.  

 
3.2 In reality, the number of abusive incidents in Summer Vale Care Centre is 

unknown. The home cites 72 Reg.37 notifications pertaining to seven 
residents. The police investigation uncovered “65 incidents of sexual or 
concerning behaviour”. A list of 89 Reg.37 incidents (from the CQC) is likely to 
be an underestimate - given that these occurred between February 2008 and 
September 2009 - and the CQC included an example in their IMR which does 
not feature in this list. It does not appear that anyone was counting, collating 
and acting upon Reg.37 notifications, Notifications of Concern (NOC), 
complaints or safeguarding investigations. They ricocheted around services 
without meeting their target. Irrespective of the number of professionals in 
contact with Summer Vale Care Centre, in the absence of a single person 
taking lead responsibility, there was no mechanism for bringing together their 
concerns. Bearing in mind that there was no dissent that something needed to 
be done, leadership was absent. No-one was following up on unsophisticated 
interventions which had no effect in addressing people’s challenging 
behaviour. If Reg.264 reports – following visits by the owner, a Director, 
another manager or employee not directly responsible for the conduct of the 
care home - ignore the risks to which vulnerable adults are exposed, they 
have no credibility in eliminating poor care practices. It is dismaying that no 
agency challenged the coded language of “inappropriate behaviour/ touching” 
even though this successfully disguises the serious nature of sexual assaults.  

 
 
3.3 Minster Care Management Ltd. 
 
3.3.1 In their contribution to the Serious Case Review, Minster Care Management 

Ltd. recognises that its recording and reporting of events within Summer Vale 
Care Centre were “clinically and professionally negligent. Organisational 
procedures were not followed, neither were professional guidelines and codes 
of conduct…Inter-agency procedures relating to safeguarding were not 
followed…nursing staff [in Summer Vale Care Centre] predominantly relied on 
medication to ‘manage’ behaviour…[they] failed to effectively use 
assessments and reviews, failed to analyse events and failed to take 
appropriate action to minimise risks to people using the service…staff failed to 

                                                 
4
 Care Homes Regulations 2001/ 3965, R.26, states that such visits should, inter alia, involve interviews in 

private with residents, their representatives and staff, “in order to form an opinion of the standard of care 

provided in the care home.” 
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recognise the negative effects of management strategies that may or may not 
exacerbate negative (or anti-social) behaviours.” They had hoped that 
participation in the television documentary would improve the service. 

 
 
3.4 Summer Vale Care Centre 
 
3.4.1 The importance of the physical – as well as the social - environment in 

supporting people with dementia is well established. However, the 
refurbishment work that took place during the period under review was not 
only disruptive to residents, but proved unsafe, in that it resulted in residents 
being placed together whom the home’s manager had undertaken to keep 
apart. While the design of a building should seek to prevent falls, make it easy 
to get to the toilet and enable a person who likes to walk around to do so 
safely (Davis et al 2009), the prevailing philosophy and practice can limit the 
impact of the best environmental design. Improving the fabric of the building 
did not enrich the circumstances of people’s lives. It is likely that it was a time 
of unknown distress for people who were assaulted as a result of being in a 
confined space.  

3.4.2 Factors such as medication, low blood pressure and muscle weakness can 
result in falls and yet there is no evidence that residents’ falls merited 
investigation. Given that in some areas of the country three falls is sufficient 
for a referral to a “Falls Clinic,” it is clear that Summer Vale Care residents 
were vulnerable (see Table 1). 

 
3.4.3 Over time, the harmful behaviour of some residents became foreseeable but 

Summer Vale Care Centre neither managed nor reported this to the City 
Council, the Police or the Care Quality Commission. Summer Vale Care 
Centre was dilatory in informing the Care Quality Commission, the City 
Council and the County Council of adverse incidents. Nevertheless, the 
significant concerns of the independent regulator can be seen in an 
unannounced inspection, a key unannounced inspection and a key inspection 
report5 over an 18 month period. In general, concern centred on the 
competence of the home’s manager and staff and the systems and processes 
of Minster Care management.  While individual protection plans were agreed 
for county residents as a result of safeguarding investigations, the home’s 
manager and staff did not know how to implement these.  

 
3.4.5 Summer Vale Care Centre did at least ensure that residents were seen by a 

range of professionals such as GPs, clinical consultants, social workers, 
Community Psychiatric Nurses and Speech and Language Therapists. The 
home also offered work-experience placements to nursing students from De 
Montfort University. It seems that the experience of these students 
consistently endorsed the fact and extent of negligent practices and 
wrongdoing. Records were being falsified. “They describe paperwork as often 
being inaccurate and staff conferring to create a record of checks they hadn’t 
done on residents.” They reported violations such as, “a general lack of care 

                                                 
5
  Inspections concern key standards and outcomes and reach decisions about actions to be taken. They focus on 

what is observed at the time of the inspection and so may be regarded as only a single “snapshot.”  



 
Leicester City Safeguarding Adults Board 

13 

for residents…residents were not washed frequently or properly…some 
residents smelt. They describe occasions where residents were left with 
faeces or sick on them for hours…a lack of infection control and some 
residents with scabies…residents being left in their care without qualified staff 
being present…this occurred on trips out and on one occasion when 
paramedics were called…several [students] raised concerns about the level of 
care and particular incidents…with their lecturers and tutors…these…do not 
appear to have been conveyed to the agencies involved.”       

 
 
3.5 The Commission for Social Care Inspection and the Care Quality 

Commission 
 
3.5.1 In March 2009, the Commission for Social Care Inspection determined that 

“the quality rating for this service is no star – poor service. This means the 
people who use this service experience poor quality outcomes.” In relation to 
the improved “adequate” rating of July 2009, by the Care Quality Commission, 
when it appeared that the home was making improvements, an inspector 
observed, “too much weight was given to these…without a track record of 
them being sustained. Overall…focussing on health and personal care and 
with the benefit of hindsight the rating…should have remained poor.”  

 
3.5.2 The inspection reports do not indicate the scale of the Reg.37 notifications. 

The one in March 2009 states, “Two safeguarding alerts have been made 
since the date of the last inspection, relating to incidents of physical 
aggression and inappropriate behaviour between people who use the 
service.” To describe sexual assaults as “inappropriate behaviour” in a public 
document seems unhelpful. It downplays the need for urgency in acting to 
protect frail elderly women who were not able to protect themselves.   

 
3.5.3 The bleak portrayal of Summer Vale Care Centre in the television 

documentary is not recognisable in the reports of either the Commission for 
Social Care or CQC. This is, arguably a consequence of the scale of the 
regulator’s operations. However, the failure to summarise the nature of 
Reg.37 notifications in inspection reports is difficult to explain, not least 
because they acknowledge that “The number of notifications had caused 
alarm.” The notifications, however limited, revealed much about the character 
and competence of the Summer Vale Care Centre. 

 
3.5.4 A Care Quality Commission Management Review6 of October 2009, reported 

“evidence of significant management failures over an extended period of 
time…possibility that appropriate Reg. 37s not sent to CQC or Leicester City 
Council” (CSCI and CQC had received at least 89 regulation 37 notifications 
regarding Summer Vale Care Centre between February 2008 and September 
2009). Of these, over 20 concern physical assaults, mostly resident(s) on 
other resident(s), over 20 more concern residents’ falls, over ten concern 
residents’ injuries (some of which relate to falls and assaults), over ten are 
labelled ‘no details – see scanned image’ and over four concern sexual 

                                                 
6
  This is an internal process that reviews concern about a service and determines actions to be taken. 
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assaults.  Concerns about one resident were shared with a CQC Inspector 
who, “advised that [the local authority staff member] would need to seek 
advice from her own line manager as to whether the concerns should be 
treated as a safeguarding issue.” The trainer to whom a disclosure of rape 
had been made reported that “She had reported this to the emergency line at 
CQC and has been waiting for someone to call her back and no one has.” 

 
 
3.6 The Community Care Access Service and Older People’s Mental Health 

Team, Leicester City Council 
 
3.6.1 This service and team gathered a considerable amount of information about 

three Summer Vale Care Centre residents. It is remarkable that although their 
rich and varied information reflects consistent themes, this knowledge was not 
actively sought by, nor communicated to, senior managers, safeguarding 
personnel or the regulators. Both the Community Care Access Service and 
the Older People’s Mental Health Team placed great store on the claims of 
the home’s managers that protective measures were in place. At no point did 
either service consider the wider risk factors and implications for the care and 
support of other Summer Vale Care Centre residents. A specialist Older 
People’s Mental Health Team has to be concerned with the delivery of good 
quality care (DH 2009).  

 
3.6.2 Although the home’s managers had sought to deflect concern regarding “the 

number of Regulation 37 notifications” by attributing them to temporary 
building renovations, the Community Care Access Service knew, over a 
period of 14 months, that there were crucial weaknesses in the home 
concerning: risk assessment and risk management; protection plans; care 
records; the grouping of residents; and the notification of residents’ injuries. 
The service knew that the home’s managers and staff were not able to deliver 
adequate support to residents in terms of their health and wellbeing, dignity or 
safety (see for example, Kitwood and Benson 1999, Qureshi and Henwood 
2000, Nolan et al 2003, DH 2009).  

 
3.6.3 In 2008, the Older People’s Mental Health Team knew of “concerns regarding 

the ratio of service users with dementia and challenging behaviour the home 
could realistically cope with.” Further, the Team knew that “…The home used 
untrained staff to look after highly vulnerable residents.” 

 
 
3.7 Contracts (Care Homes), Leicester City Council 
      
3.7.1 This Unit generated considerable information about Summer Vale Care 

Centre. Although the collected and shared information was often diffuse and 
incomplete, this did not lead to (i) attempts to obtain a clearer account of 
events, (ii) an analysis (which requires a degree of precision), or (iii) timely 
and decisive action. It appears that the unit had neither a clear nor constant 
aim. The action they took was tentative and noncommittal.  Over five months 
in the period between January 2008 and October 2009, concern over physical 
and sexual assaults between residents (which was shrouded in the coded 
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language of “inappropriate touching”) appear to have been dismissed. This 
was because investigations were inconclusive, and/or the home was 
implementing action plans, or making plans to move people.  

 
3.7.2 The relationship between safeguarding ‘alerts,’ Notifications of Concern 

(NOC), Reg.37 notifications and safeguarding was, and remains, unclear. 
Similarly, the implications of dealing with a NOC “under safeguarding” are not 
known. The unit’s attempts to engage the interest of the Primary Care Trust 
were unsuccessful until August 2009, at which point they were reassured that 
re-locating a resident would address concern regarding assaults.  

 
3.7.3 The unit should have had a lead role in monitoring events at Summer Vale, if 

only to challenge the assertion by managers that individual residents were 
being “monitored.” Monitoring consists of reviewing service delivery activities 
which were intended to meet defined ends. Was the home making progress in 
fulfilling the stated terms and conditions of the contract, and, where corrective 
action was identified, was this successfully undertaken? The unit did adopt a 
troubleshooting and assistance role but somehow lost sight of the significance 
of inadequate staffing and poor personnel practices and repeated tardiness in 
seeking medical assistance for residents, for example. Furthermore, 
management reassurances that 15 or 30 minute observations were being 
carried out and that residents were being physically separated were found to 
be false. There was neither weighting nor analysis of these significant and 
long standing problems.  

 
 
3.8 Leicestershire County Council 
 
3.8.1 Leicestershire County Council commissioned and funded Summer Vale Care 

Centre to support six residents from the Leicestershire area. It relied on 
individual professionals, the City Council and the Care Quality Commission to 
inform it of shortfalls in the care of county residents. In 2008, it was informed 
that Summer Vale Care Centre residents had been left unsupervised, gone 
missing from the home, been unwashed, been subject to physical assaults, 
falls and delays in seeking medical attention, and that there were neither risk 
assessments nor up to date care plans in relation to them. Staffing levels and 
ratios of staff to residents, as well as the supervision and training of staff, 
were each cited as requiring attention. Summer Vale Care Centre was dilatory 
in informing the Care Quality Commission, the County Council and the City 
Council of adverse incidents.  

 
3.8.2 The authority acknowledges that closer monitoring of protection plans would 

have satisfied it that concern about county residents should prevail. For 
example, claims that staff at Summer Vale Care Centre were increasing their 
supervision of identified residents were not borne out by the number of 
assaults and falls endured by every resident. What was needed was clear and 
consistent information concerning all notifications and safeguarding 
investigations, as well as their outcomes. 
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3.9 Leicester Constabulary 
 
3.9.1 Leicester Constabulary responded to four incidents of alleged sexual assaults 

perpetrated by resident(s) on other resident(s) between August 2008 and 
August 2009, and two physical assaults within a 12 month period. In August 
2009, the police attended Summer Vale Care Centre following the sudden 
death of a resident. The Police are clear that no one referred to “rape” during 
their investigations.   

 
3.9.2 On three occasions the Police were informed that a woman was the alleged 

victim of being “inappropriately touched,” the first of which occurred in 2008. 
The attending officer noted, “The social worker has a duty of care to the 
people in their care, however to comply with the definition of what is sexual, I 
do not believe that a reasonable person would consider a person with limited 
mobility, speech and memory to have the intent to commit a sexual assault in 
these circumstances…The incident was closed without further investigation or 
referral.” On the second occasion, the police were advised by the home’s 
manager that neither the victim nor the perpetrator “would be able to 
remember what had happened and that the home would deal with it in-house 
by monitoring every 15 minutes…”  

 
3.9.3 Since Summer Vale Care Centre claimed to be “exploring a move” for the 

victim and the perpetrator, the matter was closed. Similarly, the prospective 
re-location of another male resident who was responsible for “one of many” 
physical assaults implied that Summer Vale Care Centre was addressing the 
matter. This perception was confirmed following a resident’s admission to 
hospital associated with reports of bruising to her breast and arm. “Officer 
attended home. Staff not overly concerned…she is ‘now safe in hospital’ and 
won’t be coming back to the home.”   

 
3.9.4 The Constabulary confirms that the line managers of the officers who 

attended Summer Vale Care Centre supported their actions. Their response 
was understandable within the circumstances. They concede however, that 
“Officers could not have been aware that there were numerous other incidents 
that had not been reported to the police.” In consultation with the Crown 
Prosecution Service they decided there was insufficient evidence.  Arguably, it 
was reassurance, by the home’s manager that re-location and timed 
observations were adequate responses, led to other professionals, including 
the Care Quality Commission, not taking action as a matter of urgency. 
However, the situation of the victims, as well as the security and well-being of 
other residents, was undermined by actual or threatened physical or sexual 
assaults. 

 
3.9.5 There was no clear understanding of the Police response by other agencies. 

There appeared to be an assumption by other professionals, including the 
regulators, “That if the Police are taking action, we do not need to take any 
action. That if the Police decide that a crime has not occurred, then no 
professional action is required.” 

 
3.9.6 It seems unacceptable to leave it to the Police to conclude that a person lacks 
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“capacity” without a mental capacity assessment (drawing on Independent 
Mental Capacity Advocacy for example) and so resolve that (i) no offence has 
been committed, or that (ii) there is insufficient evidence to proceed.  This 
misunderstands the relevance of capacity in criminal law.  It can also be seen 
as disability discrimination in that particularly vulnerable victims of crime are 
being denied the protection of key law enforcement agencies.  The failure to 
investigate the circumstances of an alleged assault hinders the efficacy of any 
risk assessment. Such assessment should follow in order to determine what 
strategies/placements might be necessary in order to protect victims. 
However, not all investigations have to be driven by the Police – the decision 
about who is to lead, and on what basis, is at the heart of multi-agency 
safeguarding work.  

 
3.9.7 With respect to the observation of residents every 15 minutes, staff informed 

the police investigation “that there were poor staffing levels. Several allege 
that this was raised with management…and that observations were basically 
a paper exercise which was not achievable.” Similarly, the recording of 
accidents and adverse incidents was undermined by inconsistency in process 
and practice. Staff criticised the home manager, “for laughing at the concerns 
they raised about the behaviour of some residents [making] crude remarks” 
and failing to take appropriate action.  

 
 
3.10 Leicestershire Partnership Trust 
 
3.10.1 Leicestershire Partnership Trust provides mental health, well-being and 

learning disability services.  Three Summer Vale Care Centre residents were 
patients of the trust, in that Community Psychiatric Nurses (CPNs) had visited 
the home regularly and the residents attended appointments to see 
psychiatrists. One CPN did discuss concern regarding a resident’s placement 
and the Care Programme Approach (CPA) was reviewed in accordance with 
the CPA guidelines.7 In contrast, the challenges arising from the “sexualised 
behaviour” of two other residents were not explored within Summer Vale Care 
Centre, “There is no evidence…of any challenge of the care delivered at 
Summer Vale or any expectation that the review care strategies would be 
implemented…there appears…to be a lack of clarity on the impact that these 
assaults had on the females concerned.” One resident’s behaviour led the 
home’s staff to propose that he was “having a relationship with a female 
patient.” This was not challenged by trust clinicians, even though his 
behaviour towards women residents and staff was typically referred to as 
“inappropriate.” His behaviour did not result in a Risk Assessment. Rather the 
Summer Vale Care Centre staff were asked to “chart his behaviour [even 
though there was] a lack of confidence in the action being followed.” It is not 
known at what stage any information arising from this “chart” would have 
become a basis for clinical intervention. This is surprising given that CPNs 

                                                 
7
  This arose as a consequence of 1990 guidance concerning the management of people with mental 

health problems. New guidance in 2008 states that individuals with a wide range of needs relating to a 
number of services, or those who are most at risk, should receive a higher level of coordination 
support. Key components include care coordination by a care coordinator, comprehensive, multi-
disciplinary, multi- agency assessment; and comprehensive, formal written care plan (DH 2008) 
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visited the home on a two-weekly basis to administer Depot injections to one 
resident. Trust staff neither reported - i.e. escalated - to senior managers nor 
the Trust’s safeguarding lead, nor did they direct their concerns regarding 
their patients to the safeguarding adults’ team. 

 
3.10.2 The trust accepts that there should have been greater readiness on the part of 

CPNs to escalate their concerns within the trust when it became clear that 
Summer Vale Care Centre was wanting. Several trust clients in a single 
residential unit should occasion team discussion concerning their care. It is 
worrying that the risks to which one individual was exposed were not 
addressed within a coordinated plan. Violence and sexualised behaviour merit 
urgent attention and yet they were not subject to credible Risk Management 
processes.   

 
3.10.3 The referral of a victim of sexual assaults to a psychiatrist to establish 

“whether anything in her presented behaviour is making her more vulnerable 
to the male residents” is barely comprehensible. Arguably the absence of 
credible care coordination contributed to the delay in acknowledging the fact 
and extent of abuse in Summer Vale Care Centre.    

 
 
3.11 NHS Leicester City and NHS Leicestershire County and Rutland 
 
3.11.1 The NHS Continuing Healthcare Team commission continuing health care on 

behalf of two Primary Care Trusts, Leicester City and NHS Leicestershire 
county and Rutland. Once a person has been assessed as eligible for 
continuing health care, the Continuing Healthcare Team undertakes an 
assessment after three months and an annual review thereafter. However, as 
there was only one Mental Health Nurse Assessor in post until “early 2009” it 
does not appear that the two residents concerned benefited from the scrutiny 
and reviews implied by their funding.  

 
3.11.2 The funding status of one of the two women funded by NHS continuing health 

care was not known by the City Council for over six months. Although their 
medical files are incomplete, their on-going entitlement to Continuing 
Healthcare funding is the overarching preoccupation of NHS documentation. It 
is remarkable that NHS Continuing Healthcare funding is not linked to care 
planning and the monitoring of its quality. 

 
3.11.3 NHS Leicester City and NHS Leicestershire County and Rutland were 

responsible for the NHS Continuing Healthcare funding of two residents. 
Nothing in their documentation displays any knowledge of the abuses 
endured by these residents. Since Summer Vale Care Centre was charging 
the NHS fees of £1,309.50 a week, it is unacceptable that the quality of care 
and the significant operating deficiencies known to other agencies went 
unnoticed by them. One woman’s circumstances had not been reviewed for 
three years. It is extraordinary that the home’s administration of medication 
was not the focus of a review with a GP, a psychiatrist or a pharmacist.   
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3.12 University Hospitals of Leicester NHS Trust 
 
3.12.1 The Emergency Department of the University Hospitals of Leicester NHS 

Trust had brief involvement with Summer Vale Care Centre residents. After 
each visit written notification was sent to the residents’ General Practitioners. 
The Trust had no reason to believe that there were safeguarding concerns 
within Summer Vale Care Centre.  

 
3.13 A Human Rights backdrop 
 
3.13.1 Finally, the Human Rights Act 1998 is concerned with the balance between 

individual autonomy and the incursions of the State:  
  
 …the decision-making (and actions and sometimes omissions) of local 

authorities, NHS bodies and other public bodies must be consistent not just 
with relevant domestic law, but with the Human Rights Act as well. 

        (Mandelstam, 2009, p131)  
 
3.13.2 It is important that safeguarding processes are triggered whenever an 

individual is believed to be at risk of harm and not only when evidence of 
harm has become obvious. To conform to obligations under Human Rights 
legislation, agencies have to be proactive in undertaking risk assessments to 
ensure that preventive action is taken wherever practicable. There was an 
over-reliance on the powers of the police. There were other actions and 
powers but there was no multi-agency leadership to take this forward and 
systematically work through options. 
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4.  The Lessons Learned 
 
“The day when the dominant concern of policy makers turns from how on earth to ‘cope’ with the 
growing number of older people to finding the best ways of raising the quality and responsiveness 
of care cannot come too soon.”     (p315, Warnes et al 2000) 

 
4.1 The SCR provides a dismal picture of the lives of 12 Summer Vale Care 

Centre residents which was in part exposed in the television documentary. 
Scrutiny of a home relies on the judgements of those with professional 
expertise on care standards. For a standard of care to be beneficial to care 
home residents it should be based on more than concern with compliance. It 
seems that too much weight was given to improving the physical environment 
and to self-assessment by the home itself. Regulatory scrutiny neither 
uncovered nor tackled the home’s severe operating deficiencies within the 
home. Although there was no shortage of documented concern about 
individual residents, about staffing levels and about the home’s managers, 
this seems to have been only sporadically and tentatively shared within and 
between agencies. Even if such concerns had been properly shared, it is 
unclear whether or not any individual or agency would have held Minster Care 
Management Ltd. to account.  

 
4.2 Practice within Summer Vale Care Centre reflected a lack of training in 

safeguarding individuals, as well as more generally in the care of people with 
dementia. Although care management practices using behavioural techniques 
have limited credence in relation to people with dementia (National 
Collaborating Centre for Mental Health, 2007), these were employed – 
although inconsistently - at the Summer Vale Care Centre. Practice within the 
home was based on “control and containment rather than inclusion and 
empowerment.” 

 
4.3 Staff at the home received no formal supervision. An Area Manager, who was 

responsible for conducting unannounced, R.268 visits, attended Summer Vale 
Care Centre at least once a month to assess the standard of care. For Minster 
Care Management Ltd., these proved ineffective as a means of revealing 
significant operating deficiencies. Arguably the friendship between the Area 
Manager and the home’s Manager compromised the Reg.26 visits i.e. it was 
not in the residents’ interests that the Area Manager made considerable 
allowances in relation to the work of the home’s Manager. The lack of 
recognition by Minster Care Management, the Commission for Social Care 
Inspection, the Care Quality Commission, the service commissioners, the 
police and clinicians to the significance of the residents’ assaults and falls led 
to a poor quality of life for at least 12 of the residents.  

 
4.4 Abuses within Summer Vale Care Centre were dealt with individually and not 

as part of a broader context, with an over- reliance on the effectiveness of 

                                                 
8
  Care Homes Regulations 2001/ 3965, R.26, states that such visits should, inter alia, involve interviews in 

private with residents, their representatives and staff, “in order to form an opinion of the standard of care 

provided in the care home.” 



 
Leicester City Safeguarding Adults Board 

21 

self-monitoring, and solutions which focused on procedures. Professionals 
across every sector became immunised to the abuses endured by residents 
as well as to the neglectful practices within Summer Vale Care Centre. It is 
remarkable that, although the same themes emerged repeatedly, this 
knowledge was not actively sought and recognised by the regulators, 
safeguarding personnel or senior managers. 

 
4.5 The perceived competence of managers and staff is important for relatives, 

and a basic requirement of commissioners and regulators. Care by 
unsupervised, untrained and unmanaged staff is unlikely to result in positive 
outcomes. It is not known how Minster Care Management expected staff to 
deal with the distress, conflict and violence that became commonplace in the 
home, most particularly as concerns regarding under-staffing were long-
standing. 

 
4.6 Without rigorous monitoring, the payment of high fees is no guarantee of good 

residential care. The repeated assaults endured by one NHS Continuing 
Healthcare funded patient, is shocking. Her needs were assessed as being 
beyond what a social services authority could be expected to provide 
(Department of Health 2007), and yet she was the most abused.  

 
4.7 The responses of primary care and secondary care clinicians to reports of 

sexual assault varied between documenting these and prescribing and 
administering medication to establishing whether or not,  
- patterns might be discerned, 

- the victim was “asking for it”, and 

- the victim was sexually disinhibited. 

 
4.8 Although “expressing sexuality” featured in the care plans of Summer Vale 

Care Centre’s residents, the behaviour of some residents was reported by 
staff to be the subject of lewd jokes between and by managers. Arguably such 
responses downplayed the experience of victims of “inappropriate touching,” 
some of which was perceived as “aggressive.”   
 

4.9 Department of Health guidance (2003) requires mental health services to 
acknowledge and address the links between violence, abuse and mental 
health. Concern about protecting the victims and potential victims in Summer 
Vale Care Centre is entirely absent from their responses. 

 
4.10 The extent to which the residents of residential care homes and nursing 

homes in Leicester City, and the County benefit from contracts with GP 
practices is unknown (some of which may have been privately determined). 
Bearing in mind the poor quality of the GP records, there appears to have 
been very few person to person contacts, no information regarding District 
Nursing contacts and, crucially, no evidence of medication reviews.  

   
4.11 Professional action or inaction should not hinge on leadership arising solely 

from doctors, the regulator or the police, without some professional-led multi-
agency challenge. This was lacking and accordingly responsibility does not 
reside solely with the police, the regulator or health professionals. 
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4.12 Student nurses could and should have been a source of intelligence about 

operations within Summer Vale Care Centre. What would it take to invite them 
to rate a home from the outset, during and after their placements? The 
university has a responsibility to take action when students report abuse and 
yet no alerts arose from the university.    

 



 
Leicester City Safeguarding Adults Board 

23 

 

5. Review Recommendations 
 
5.1 System-wide 
 
5.1.1 That the Chair of Leicester City’s Safeguarding Adults Board raises with the 

Department of Health the need to ensure that particular attention is paid to the 
safeguarding needs of patients receiving NHS Continuing Healthcare funding, 
and that the relevant NHS commissioner ensures cooperation with local 
safeguarding procedures.  

 
5.1.2 That the Chair of Leicester City’s Safeguarding Adults Board raises with the 

Department of Health the need to ensure that the General Medical Services 
contract9 reflects concerns regarding prescribed anti-psychotic medication for 
people with dementia (Banerjee 2009), and the objectives of the National 
Dementia Strategy (Department of Health 2009). 

 
5.1.3 That the Chair of Leicester City’s Safeguarding Adults Board raises with the 

Chief Executive of the Care Quality Commission and the Department of 
Health, the  
(i)  limited authority of the Care Quality Commission concerning Summer 

 Vale Care Centre which purported to provide specialist dementia care;  
(ii)  need to review the Regulation 37 information they gather regarding 

 residential and nursing homes and the use they make of this;  
(iii)  need to provide that intelligence concerning persistent non-disclosure 

 of Regulation 37 information should be considered as grounds for 
 cancelling registration;  

(iv)  need to make clear their responsibility to “self-funding” residents who 
 rely on CQC to ensure their safe care in regulated homes;  

(v)  need to be unequivocal about allegations of sexual assault in public 
 reports;  

(vi)  importance of prefacing all inspections with intelligence gathering from 
 safeguarding personnel, local authority and NHS commissioners. The 
 concern of knowledgeable people outside Summer Vale Care Centre 
 should have been known to the CQC; and 

(vii)  need to regard insufficient progress in implementing Improvement 
 Plans as the equivalent of adopting “special measures.” This will 
 require a direct link between Leicester City Council/ the local authority 
 in which the regulated service is situated and the Care Quality 
 Commission. 

 
 
5.2 Agency specific 
 
5.2.1 That Leicester City’s Safeguarding Adults Board should share the SCR with 

                                                 
9
 The practice can produce a register of patients with a diagnosis of dementia [worth 5 points = 

£620.00] The percentage of patients diagnosed with dementia whose care has been reviewed in the 
previous 15 months [worth 15 points = £1860.00] 
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Leicestershire and Rutland’s Adult Safeguarding Board. 
 
5.2.2 That Leicester City’s Safeguarding Adults Board should use this SCR to 

reinvigorate adult safeguarding. Specifically, they should ensure that,  
(i)  safeguarding alerts use unequivocal - as opposed to coded - language, 

 most particularly when these concern sexual assaults;  
(ii)  resident-on-resident abuse is reported and acted upon as a matter of 

 urgency;  
(iii)  safeguarding investigators receive training in order that the functions of 

 “monitoring,” and “risk assessment” and “risk management,” across 
 sectors, are fully understood.   

 
5.2.3 That Leicester City Council’s Safeguarding Adults Board should work with 

Adult Social Care in Leicester City Council and Leicestershire County to 
determine the most useful and helpful way to inform the families of former 
residents about what is known to have happened to them in Summer Vale 
Care Centre.     

 
5.2.4 That Leicester City Council’s Contracting and Procurement Unit ensures a 

clear and constant aim, reflected in a protocol governing their work. They 
should demonstrate that they are pursuing concerns about abuse, within 
agreed time frames, and following these up with exceptional thoroughness. 
The connection between  

 (i)  the work of the Contracting and Procurement Unit, Adult Safeguarding,   
 Complaints, Leicestershire Constabulary, Local Involvement Networks 
 (LINks) and CQC and 

 (ii)  Overview and Scrutiny accountability remains to be clarified.  
 
5.2.5 That safeguarding in Leicester City Council has a clear focus. The adult 

safeguarding policy and procedures neither uncovered nor coordinated 
information concerning the conduct of Summer Vale Care Centre. Co-
operative working between Adult Social Care, Leicestershire Constabulary 
and the Care Quality Commission should be evidenced in practice, 
procedures and training. The latter must reference the Human Rights Act 
1998 and the Equality Act 2010.  

 
5.2.6 That the actions of Leicestershire Constabulary concerning vulnerable 

residents should  
(i) confirm their on-going engagement with safeguarding vulnerable 

adults; and  
(ii) be reflected in collaboration with safeguarding activities across sectors, 

most particularly regarding Risk Assessment and Risk Management, 
irrespective of assumptions about the capacity of vulnerable adults and 
their decision-making in consultation with the Crown Prosecution 
Service.       

 
5.2.7 That NHS commissioners, managers and clinicians, most particularly in 

primary and Continuing Healthcare, be required to receive training in order to 
be aware of their responsibility to support and protect vulnerable adults in any 
service, especially those that are failing, and to ensure that they know how to 
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raise adult protection concerns.  
 
5.2.8 That Leicestershire Partnership Trust Board agrees a timetabled plan to 

review the efficacy of  
(i)  the Care Programme Approach as experienced by patients in 

 residential and nursing services; and  
(ii)  their safeguarding alerts. The circumstances of three residents for 

 whom they had responsibility are not in accordance with “a higher level 
of  coordination support.”  

 
5.2.9 Further, since the Partnership Trust should not have been reassured by their 

own safeguarding investigation, the findings of their review should be reported 
to Leicester City’s Safeguarding Adults Board. 

 
5.2.10 That Minster Care Management Ltd. should articulate its values and desired 

professional practices with the welfare of people with dementia and mental 
disorder at their core. They recruited personnel who did not engage honestly 
with the concerns of residents, their families, employees, students on 
placement, the police, the NHS, adult social care or the regulators. They 
should outline to all commissioners of their services what actions they are 
taking to ensure that the likelihood of defensive responses to harmful 
misconduct in all of their services is eliminated.  

 
5.2.11 That Minster Care Management Ltd. should review their, 

(i) recruitment practices,  
(ii) policy about relationships at work, and  
(iii) promotion of specialist services.  

 
5.2.12They appointed ill equipped and inadequately supported managers, 
 residential and nursing staff. They promoted Summer Vale Care Centre as a 
 specialist service irrespective of the fact that their managers and staff were 
 unskilled and inexperienced in supporting adults with complex support needs, 
 including sexually aggressive behaviour. Assessment and admission 
 practices in their homes require on-going scrutiny.  
  
5.2.13 That Minster Care Management Ltd. should review their procedures for 

recording incidents. Summer Vale Care Centre residents were ill-served by 
incidents being recorded inconsistently and in different documents. 

 
5.2.14 That the closure of Summer Vale Care Centre and the re-location of residents 

should not mute the consideration of their longer term needs, including the 
need for therapeutic intervention. Belatedly, the victims (including those who 
witnessed abuses) should receive support funded by Minster Care 
Management Ltd., including the use of Independent Mental Capacity 
Advocacy. Further, the homes to which residents known to have perpetrated 
assaults have moved should be informed of the behaviour occasioning their 
transfer and be offered advice and support. 

 
5.2.15 That the funding status of all their residents should be communicated by 

Minster Care Management Ltd. to the Care Quality Commission. Leicester 
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City Council’s Contracting and Procurement Unit should know about residents 
funded by the city and those residents funding their own care i.e. the “self-
funders”. 

 
5.2.16 That the Director of Adult Social Care in Leicester City Council should foster a 

strategic relationship with further and higher education institutions offering 
professional training with a view to enhancing practice development in the city 
and improving communication.    

 
5.2.17 That universities and colleges responsible for the professional training of 

students (medical, nursing, social work, psychology and therapies) should be 
familiar with safeguarding procedures and report on all concerns raised by 
students in their placements. 
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