Better Together VCS Forum – 14 June 2022 
Action Notes

	Agenda Item
	Key Issues
	Actions
	Responsibility

	Welcome & introductions
	Jo Laverick welcomed everyone to Durham Community Action’s offices for the first in person meeting of the Better Together Forum for over two years. Introductions were made. 16 people participated. 
Apologies were received from Andrea Hobbs - Association of Teesdale Day Clubs; Carol Gaskarth - PCP; Grace Crawford – UTASS; Hannah Johnson - Alzheimer’s Society; Naomi Stevens - County Durham Community Foundation; Joanne Appleby - OASES (North East Environment Network); Lesley-Anne Kirk - Northern Rights; Debbie Deacon – DASH.

	  
	

	[bookmark: _Hlk12614472][bookmark: _Hlk103844160]The Police and Crime Commissioner’s Domestic Violence Victim Survivor Champion
	Chris Mackay, the Police and Crime Commissioner’s Domestic Violence Victim Survivor Champion, gave a presentation about her role and purpose which is to meet the needs of those with lived experience of Domestic abuse.
She outlined her approach, her work to date, and plans for the future.
She would value contact from organisations and any intelligence on grass roots community groups supporting victims and survivors.
Contact: Chris.Mackay@durham-pcc.gov.uk 

	
	

	Poverty Strategy Action Plan
	Mary Readman, Head of Transactional & Customer Services, gave a presentation about the Poverty Strategy Action Plan which is currently out for consultation. 
The Poverty Action Steering Group is keen to receive intelligence from the sector and to have VCS representation on the group and to hear from those with lived experience.
Any comments can be fed back via: https://online1.snapsurveys.com/Poverty  
or Email: povertyaction@durham.gov.uk
The finalised Poverty Strategy together with the Economic Strategy will be presented to Cabinet in November.
	1. Members encouraged to feedback comments by 26th August






	All




	Mental Health Alliance
	Julie Cane, Alliance Manager for the Durham Mental Wellbeing Alliance, gave a presentation outlining the background, formation, make up and governance of the Alliance.
She described the single point of access where all Alliance enquiries and referrals will be processed by email: Referrals2DMWA@homegroup.org.uk 
 A new website https://www.durhammentalwellbeingalliance.org/ has been developed giving a comprehensive overview of the service.
A Service User Board is being set up to ensure that the voices of those with lived experience can be heard and co-production can take place.
It was suggested that it would be beneficial for future links with the AICD referral portal to be explored.
	2. Links with AICD to be explored
	Julie Cane/ Edward Pickering

	Partnerships Update 

	· Safeguarding 
Abby Thompson reminded members that she is the main VCS Safeguarding link to the two Safeguarding Boards Safeguarding Adults  Safeguarding Children
She highlighted that the Safeguarding Adults Board have recently been discussing safeguarding cultures within organisations and have issued some guidance on Closed Cultures.



There is also some up-to-date guidance from the Charity Commission Safeguarding and protecting people for charities and trustees

DCA are planning to produce a podcast about safeguarding and welcome anyone willing to share examples of good practice or lessons learned from experience.
Contact: Abby.Thompson@durhamcommunityaction.org.uk 

The next DBS online workshop will take place on Wednesday 14th September 12.30pm – 3pm Click the link to book places: Disclosure and Barring Service Workshop September 2022

Abby will explore reinstating a lunchtime sharing session before the Better Together Meetings to discuss safeguarding issues.

· County Durham Partnership 
The Board met on 20th May items included: Humanitarian Support update; Thematic focus on the Environment and Climate Change Partnership; Poverty Action Plan.

· Advice in County Durham
A networking event will take place on Wednesday 29th June at the Durham Centre, Belmont. To book a place contact: AdviceinCountyDurham@durham.gov.uk 

	







	

	Information Sharing
	Members were given the opportunity to share any information.
	
	

	Date of Next Meeting
	The next meeting is planned to take place on Tuesday 6th September.
 It was suggested that we hold a ‘show & tell’ session to celebrate a cross section of VCS organisations. Further details to follow.
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Closed Cultures and  
safeguarding adults 
 
 
Why this topic? 
Organisational abuse is one of the 10 types and patterns of abuse and neglect illustrated by the Care and 
Support Statutory Guidance:  


“neglect and poor care practice within an institution or specific care setting such as a 
hospital or care home, for example, or in relation to care provided in one’s own home. 
This may range from one off incidents to on-going ill-treatment. It can be through 
neglect or poor professional practice as a result of the structure, policies, processes and 
practices within an organisation.” 


The combination of structure, policies, processes and practice that can result in organisational abuse has 
been identified as a closed culture.  


• The Care Quality Commission (CQC) has published guidance to enable staff to recognise a closed 
culture and to flag the warning signs that there is the risk of a closed culture developing.  


• It highlights the need for professional curiosity, and being better at understanding, hearing from and 
‘seeing’ adults who are placed in high-risk settings or who are isolated.  


 


 


 
Care Quality Commission definition of a closed culture 
• 'a poor culture that can lead to harm, including human rights breaches such as abuse’ 
• In these services, people are more likely to be at risk of deliberate or unintentional harm 
• Any service that delivers care can have a closed culture. 


 


How do we know about closed cultures? 
• Reviews and inquiries from Mid Staffordshire Hospital NHS Foundation Trust Public Inquiry, led by 


Robert Francis QC published in 2013, to the Safeguarding Adult Review (SAR) about the deaths of 
Joanna, “Jon” & Ben at Cawston Park Hospital, published in September 2021. 


• Undercover documentaries, from 2010 Winterbourne View to the 2019 Whorlton Hall exposé. 


The Francis report of the Mid Staffordshire Inquiry said: 
“A closed culture is a poor culture in a health or care service that increases the risk of harm. This 
includes abuse and human rights breaches. The development of closed cultures can be deliberate 
or unintentional – either way it can cause unacceptable harm to a person and their loved ones.” 


 


 


 
 


What can happen in a closed culture? 
The shift from caring to closed culture may begin in nuanced routine ways, for example  
• less focus on making sure people can access their family and have privacy  
• the care given takes little account of the individual’s needs and personality  
• health conditions may not be recognised because the person’s behaviour is seen as a result of 


their dementia or learning disability 
• decisions are made without using the Mental Capacity Act appropriately 
• people’s personal distress is not dealt with nor is any disorientation or trauma from being 


admitted  
• care may be arranged that that leads to disproportionate and unnecessary infringements on the 


person’s liberty 
• record keeping is not accurate or detailed enough. 







 


 


Where might ‘closed cultures’ develop? 
Wherever:  


• ‘people may be less able to self-advocate, or  
• are less likely to have their communication needs supported, or  
• are less likely or to be listened to and believed than others.’  
• people are detained, segregated, or held in isolation 
• people live a long way from family and community 


Closed cultures are more likely to develop in services where: 
• people are removed from their communities; 
• people stay for months or years at a time; 
• there is weak leadership; 
• staff lack the right skills, training or experience to support people; 
• there is a lack of positive and open engagement between staff and with people using services and 


their families. 


Closed cultures implies secret and unknown:  
• While this can be true, in reality poor practice can be routine and systemic, seen by families and 


visiting professionals, ‘in plain sight’; 
• Unacceptable conditions can be normalised as visitors ‘have seen worse’; 
• While it appears much neglect can be unintentional due to poorly trained staff, numerous reports 


appear to demonstrate an abuse of power in small, mean but witnessed ways. 


The types of services where closed cultures might develop:  


• Services for people living with dementia, people with acquired brain injury, and 
Learning disability and autism services 


• Mental health wards, rehab wards, Assessment and Treatment Units  
• Wards for frail older people and people with dementia that become closed 


environments at night 


In these services, people are often not able to speak up for themselves - this could be through information 
that is not accessible to the person, being unable to communicate, being non-verbal, a lack of support to 
speak up, or abuse of their rights to speak up. 


 


 


 


 


Services at higher risk of developing closed cultures 
• ‘Undercover Care: the Abuse Exposed – the Winterbourne Review in 2011, set out that all 


Safeguarding Adults Boards, the CQC and others should regard hospitals for adults with learning 
disabilities and adults with autism as high-risk services, i.e. patients are at risk of receiving abusive and 
restrictive practices within abusive time frames. 


• Poor physical care, gatekeeping access to secondary care, and over-medication featured for many 
patients in the 2021 SARs of the deaths of Joanna, Jon and Ben. 


• Many high-risk services are well known and continue to be commissioned, often in crisis, with little 
ongoing incentive to arrange discharge as there are few alternative options. 


• The Government Transforming Care Programme aimed to transfer over 3,000 inpatients to 
community settings by 2014. It is now known as Building the Right Support, published in 2015 along 
with service specifications. There remain over 2,000 people detained, often in Assessment and 
Treatment Units (ATUs). Some people are discharged every month, but new patients are also 
admitted each month.  


• Under the Mental Health Act people cannot have a conditional discharge nor Community 
Treatment Order with conditions that amount to a deprivation of liberty, nor can people with 
capacity over their care, treatment, and residence be deprived of their liberty under the Mental 
Capacity Act.  







 


Protection Principle: “Support and representation for those in greatest need” 
• Closed cultures can develop incrementally. We all have a responsibility to be proactive: notice, 


name, and stop even small acts that we witness that are uncomfortable 
• Safeguarding Adult Reviews tell us that if more than one member of staff is involved in abuse and 


neglect, they will collude to cover it up 
• Be vigilant  


 


How to identify a closed culture
Warning signs identified by CQC include 
• Staff do not see people as equals 
• People who are visited less often 
• Patients are a long way from their communities 
• People stay for months or years at a time 
• People are unable to speak up for themselves  
• Weak relationships between families and staff; often 


families portrayed as hostile or overprotective 
• Families’ concerns are not taken seriously, and their 


expertise is not valued 
• Weak management and supervision   
• Staff lack the right skills, training or experience to 


support people 
 


Risk factors highlighted in ADASS checklist 
• Past abuse, in the care setting or of an 


individual indicates future risk 
• High levels of staff and resident turnover 
• Fragmented care provision and 


governance 
• Extended stays away from home area 
• Little contact with outside world 
• Lack of candour 
• Weak systems of communication 
• Restrictions 
 


 
Joanna, Jon & Ben Safeguarding Adult Reviews: key learning areas for practitioners 
• “the critical role for professional curiosity and challenge 
• the trauma of transition 
• meaningful support for individuals with behaviours that challenge others 
• critical responsibility for staff to advocate reporting and openness 
• where the victim of abuse doesn’t want to ‘complain’ 
• the importance of meaningful occupations 
• making sure attention is given to physical health needs 
• mental capacity understand the meaning behind a patient’s behaviour.” 


 
What to do? 
• Encourage and support a transparent culture 
• Read the CQC guidance and ADASS checklist in full 
• Familiarise yourself with your organisation’s whistle blowing procedure 
• Identify services at high risk 
• Adopt a human rights focus  
• Discuss with staff; use team meetings, supervision and mentoring, etc. 
• Senior leaders have a role in setting the tone and acting as a role model  
• Protectively identify individual adults at risk of their human rights being breached and develop plans 
• Use trauma informed approaches; past abuse and sexual assault more likely 
• Work with families (in line with the adult’s wishes) as equal partners 
• Ensure staff take professional curiosity to all visits and meetings  
• Understand, hear from and ‘see’ adults who are placed in care settings or who are isolated  
• It is essential to see the distress being communicated that is behind behaviour that staff find 


challenging 


What are the days like? What would it be like to live your life? 


The Durham Risk Threshold Tool and Risk Record Sheet help judge the level of risk and 
seriousness once organisational abuse and/or a closed culture is seen or suspected. 


 







 


Good Support  – What good looks like 


“Many people…find some parts of communicating hard. Some people may have little or no 
language. They might find it hard to: 
• Understand what other people say 
• Tell other people what they want or how they feel” 


If a person cannot tell other people what they want (or don’t want!), distress or frustration can be 
expressed in the way a person behaves. Making communication better can reduce this. 


Challenging communication - Challenging Behaviour Foundation


 


 
 


This summary written for families, identifies ‘Good Support! What should I be looking for?’ 
• Your loved one has had a proper assessment, which includes a detailed assessment of their 


behaviour – to identify triggers and work out the best way to support them.  
• They have got a behaviour support plan, and this is part of a wider person-centred plan which looks 


at their whole life, what is important to them, what they enjoy doing. It helps people support them in 
the right way and help makes sure the person is living the life they want.  


• Your loved one is cared for as an individual with services based around their individual needs.  
• The service/ staff are willing to work in partnership with families and recognise and value the 


contribution they bring and listen to what they have to say!  
• Staff have had the right training – they understand how your family member communicates and 


they value and respect them.  
• Staff have had training in positive behaviour support and are identifying the reasons for your 


relative’s behaviour and helping them to develop new skills.  
• Your loved one is cared for in the least restrictive way possible – you and your family member should 


be involved in planning how they should be supported. Medication or restraint should only be used if 
absolutely necessary and as little as possible. 


 


References and resources 
• CQC How CQC identifies and responds to closed cultures
• CQC Closed Cultures Easy Read
• ADASS checklist for practitioners and senior managers 
• Safeguarding people in closed environments (derbyshiresab.org.uk)
• Joanna, Jon and Ben - published September 2021 | Norfolk Safeguarding Adults Board
• DSAP Risk Threshold Tool and Risk Factors Recording Sheet 


o Risk Threshold Tool 
o Risk Factor Recording Sheet


• Coming soon: DSAP Practitioner Newsflashes on Professional Curiosity and on Speaking Out 
• Good practice guidance for professionals - Durham Safeguarding Adults 


(safeguardingdurhamadults.info)
• Parliamentary review 2019 


https://publications.parliament.uk/pa/jt201919/jtselect/jtrights/121/121.pdf
• https://publications.parliament.uk/pa/jt201919/jtselect/jtrights/121/Analysis-of-data-from-CQC-and-


NHS-Digital-JCHR.pdf
• Blog by Rachel Griffiths  


https://www.qcs.co.uk/the-risks-of-a-closed-culture/
• Bethany’s dad   


Organisational Abuse - A Chat With Bethany's Dad - Safeguarding Matters - Ann Craft Trust
• Challenging Behaviour Foundation – Person centred support 


The Challenging Behaviour Foundation provides information and support.  
o Person-centred support - Challenging Behaviour Foundation And  
o https://www.challengingbehaviour.org.uk/information/information-sheets-and-dvds/what-


good-looks-like.html


 


 
  


  
 


 


 


 


  


 


 


 



https://www.challengingbehaviour.org.uk/information-and-guidance/person-centred-support/challenging-communication/

https://www.cqc.org.uk/guidance-providers/all-services/how-cqc-identifies-responds-closed-cultures

https://www.cqc.org.uk/sites/default/files/20210513-closed-cultures-easy-read.pdf

https://www.derbyshiresab.org.uk/site-elements/documents/pdf/safeguarding-people-in-closed-environments.pdf

https://www.norfolksafeguardingadultsboard.info/publications-info-resources/safeguarding-adults-reviews/joanna-jon-and-ben-published-september-2021/

http://www.safeguardingdurhamadults.info/media/10851/Risk-Threshold-Tool-2016/pdf/RISK_THRESHOLD_TOOL_March_2012.pdf?m=637332674407270000

http://www.safeguardingdurhamadults.info/media/10851/Risk-Threshold-Tool-2016/pdf/RISK_THRESHOLD_TOOL_March_2012.pdf?m=637332674407270000

http://www.safeguardingdurhamadults.info/media/13840/Risk-factors-recording-sheet-2016/pdf/RiskFactorRecordingSheet.pdf?m=637332676307800000

http://www.safeguardingdurhamadults.info/article/18076/Good-practice-guidance-for-professionals

http://www.safeguardingdurhamadults.info/article/18076/Good-practice-guidance-for-professionals

https://publications.parliament.uk/pa/jt201919/jtselect/jtrights/121/121.pdf

https://publications.parliament.uk/pa/jt201919/jtselect/jtrights/121/Analysis-of-data-from-CQC-and-NHS-Digital-JCHR.pdf

https://publications.parliament.uk/pa/jt201919/jtselect/jtrights/121/Analysis-of-data-from-CQC-and-NHS-Digital-JCHR.pdf

https://www.qcs.co.uk/the-risks-of-a-closed-culture/

https://www.anncrafttrust.org/organisational-abuse-a-chat-with-bethanys-dad-safeguarding-matters/

https://www.challengingbehaviour.org.uk/information-and-guidance/person-centred-support/

https://www.challengingbehaviour.org.uk/information/information-sheets-and-dvds/what-good-looks-like.html

https://www.challengingbehaviour.org.uk/information/information-sheets-and-dvds/what-good-looks-like.html








