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THE ATTACHED TRANSCRIPT WAS TYPED FROM A RECORDING AND NOT 

COPIED FROM AN ORIGINAL SCRIPT.  BECAUSE OF THE RISK OF MISHEARING 

AND THE DIFFICULTY IN SOME CASES OF IDENTIFYING INDIVIDUAL 

SPEAKERS, THE BBC CANNOT VOUCH FOR ITS COMPLETE ACCURACY. 

 

“FILE ON 4” 

 

Transmission:  Tuesday 23
rd

 May 2017 

Repeat:  Sunday 28
th

 May 2017 

 

Producer:  Emma Forde 

Reporter:  Allan Urry 

Editor:  Gail Champion 

 

ACTUALITY IN CAR 

 

CAMPBELL: So this is my dad’s old estate.  We’ve got a lot of 

family on this estate and we do still have a family home on here that my aunty used to live in, 

my dad’s big sister.  Her grandchildren have kept it on, so it brings a lot of memories coming 

round here. 

 

URRY: The streets of Rhona Campbell’s childhood.  Now 31, 

she’s returning to the place where she grew up - in Manchester’s Moss Side district.  The 

journey is in memory of her father. 

 

CAMPBELL: Everybody on here knew my dad very well and they 

didn’t know us by our names, they knew us as Shortie’s daughters, so anyone seeing us, like, 

‘Hiya Shortie’s daughter!’ [laughs] 

 

URRY: Your dad was known as Shortie then? 

 

CAMPBELL: Yes.  That was his nickname.  His real name was Ivan 

Campbell, but everyone known him as Shortie or Uncle Shortie, yeah.  The kitchen windows 

would be wide open and he would have his speaker outside where the green bin was.  Yeah, it 
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CAMPBELL cont: was pretty much an open house, people would just 

come and go when they wanted to.  They had so much respect for my dad, they would do 

anything for him.  Do you mind if we have a knock on this door to see if Peter and Margaret 

still live there? 

 

URRY: You’d like to see them again really, wouldn’t you? 

 

CAMPBELL: Yeah, I would like to see them again, just to see if they 

had anything that they could say. 

 

URRY: The house is right opposite the Campbells’ former 

family home, and yes, the neighbours haven’t left. 

 

ACTUALITY KNOCK AT DOOR 

 

MARGARET: You’re in my way! 

 

CAMPBELL: Come on, Peter, let her through. 

 

MARGARET: Hiya!  Hiya!  You all right? 

 

CAMPBELL: I am, thanks.  How are you, Margaret? 

 

MARGARET: I’m all right, not bad. 

 

CAMPBELL: I just wanted to see if you could just say a few words 

of how my dad was and what he was like. 

 

MARGARET: Oh, he was a lovely man, he was a lovely man.  Yeah, 

especially when the sun was out in the morning, he’d always be sat on his chair at the door.  

He was a lovely man.  Very much missed.  So sad. 
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URRY: Everyone who knew him is sad about Shortie, the 

obvious nickname for a man of 5’1”.  Ivan Campbell was just 73 when he died.  By then he 

was living in a care home elsewhere in Manchester.  His family think he might be here today 

were it not for a turn of events at the home, which cost him his life.  

 

MUSIC 

 

CAMPBELL: Hearing that music brings loads of different emotions.  

It makes me feel happy, it makes me feel sad.   

 

REBECCA: He used to explain the words and teach us how to live 

and what the words were about. 

 

CAMPBELL: I just remember dad skanking round the living room, 

his little one-steps when he was listening to the music. 

 

REBECCA: He used to dance like a butterfly. 

 

CAMPBELL: Yeah, he did.  That’s where you got your moves from, 

Bex. 

 

MUSIC 

 

URRY: Back at the Campbells’ house, Rhona and one of her 

two sisters, Rebecca, reflect on their Jamaican heritage - a place Shortie left to start a new 

life. 

 

REBECCA: I think his first job in England, he used to work in the 

Wall’s factory, the sausage factory, so it started from there.  And as time got on, because he 

had family in Manchester, he came into Manchester and stayed with his sister until he got his 

own property and got on his feet.   
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CAMPBELL: He had seven brothers and sisters that are living, but 

altogether there were nineteen of them, so he was like the dad of everybody, to his sisters and 

his nieces as well, so everybody would turn to him for their help and support, so he was the 

king of the family. 

 

URRY: By the time Rhona was 15, her dad had been diagnosed 

with Alzheimer’s disease, the most common cause of dementia. The family tried their best, 

but after a while they couldn’t cope.  Ivan spent some time in and out of hospital, but ended 

up living at Victoria Nursing Home in Rusholme, near the city centre.  It specialised in 

mental health care.  

 

CAMPBELL: At the beginning, it seemed very reasonable, it seemed 

nice.  The carers in there couldn’t do enough to help and that, and I just don’t know what 

happened after three or four years, just new carers started and things changed. 

 

URRY: So what were you seeing? 

 

CAMPBELL: The way they handled the residents wasn’t very nice.  

They were full on, the way they spoke to them.  The ones that were talking and asking for 

help, the way they ignored them, just them little things.  It’s like they weren’t being cared for 

100% like they should be. 

 

URRY: Were you satisfied that Dad was safe in that home? 

 

CAMPBELL: No.  No. 

 

URRY: What was the bit that made you think it might be 

unsafe? 

 

CAMPBELL: Just the fact that visitors could come in and out and 

you don’t know who’s going in there, you don’t know if they’re relatives to anybody in there. 

The fact that some of the residents were able to go out on their own, so them ones that were 

going out on their own, they weren’t with carers or anything, so you weren’t ... 
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URRY: Unsupervised? 

 

CAMPBELL: Unsupervised, yeah. 

 

URRY: She was worried her father might wander off on his 

own, which could be dangerous.  As it turned out, Ivan Campbell was at risk, but not from 

wandering off.  On the morning of 15
th 

April 2012, staff went to his bedroom to get him up as 

usual, but he was very unwell.  A day later, he was admitted to hospital, where the following 

morning he died.  

 

CAMPBELL: By the time I got there, he was in the Chapel of Rest 

and I just sat with him for a bit.  And for them two weeks straight, I kept going down there 

every day until, I think it was a Thursday, two weeks and three days after my dad passed 

away, I had a phone call from Greater Manchester Police, asking me if I could make my way 

to the Chapel of Rest, because they needed to speak to me.  At that time, I never thought 

anything of it, because I’ve never dealt with a funeral or a death before personally, so I just 

presumed that it was just natural.  And when I did eventually get there, they explained to me 

that unfortunately my dad’s death is not a natural cause and they believe that someone has 

caused him harm and could I identify that that was my dad’s body they were removing from 

the Chapel of Rest. 

 

URRY: What had happened to this slightly built, frail 73 year 

old?  That only emerged in the weeks which followed, as pathologists carried out detailed 

post mortems. The findings were shocking.  The Campbells’ family solicitor, Mark McGhee, 

has read the pathology report. 

 

MCGHEE: His liver was almost torn in two, and according to the 

pathologist who examined him, quote, ‘For injuries of the severity seen in this case, severe 

force would be required.  Liver lacerations are encountered in the context of physical assault - 

typically a heavy jump or stand on the body can produce these types of injuries; a knee driven 

forcefully into the body could also produce these injuries; conceivably very heavy kicks or 

punches could also produce this pattern of injuries.’  Forensic pathologists, they are generally 

very conservative in what they say.  However, they were absolutely certain in terms of their  
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MCGHEE cont: view as to the cause of the injury to the liver.  It was 

physical, but not just physical - extreme physical assault. 

 

URRY: Because of that, Greater Manchester Police opened a 

criminal investigation.  Ivan Campbell had been fatally injured in an unseen violent assault 

sometime during the night at Victoria Nursing Home as the other residents lay asleep in their 

beds. It seemed extraordinary to the family that this could have happened in a setting which 

was supposed to be a place of care and safety.  Later, the Coroner was to return a verdict of 

unlawful killing, and questions were being asked by the family about how well the home was 

run.  

 

ACTUALITY IN OFFICE 

 

URRY: So on my desk here, I’ve been taking a look at 

inspection reports from the Care Quality Commission from November 2011 and others in the 

following year.  This is around the time of Mr Campbell’s death.  And some of these have 

raised concerns.  Inspectors found that people were not being effectively protected from poor 

care and treatment.  It says here those who use the service were put at risk by ineffective 

management and residents were not fully protected from effects of abuse or exploitation 

within the home.   And then a subsequent police safeguarding review highlighted systemic 

failures within all aspects of administration of the home.  It found policies around visitors and 

staff signing in and out not adhered to, and that created safeguarding issues, it says.  It noted 

there were insufficient staff to meet the needs of the total number of residents, and also when 

officers looked at Mr Campbell’s care notes, they found them chaotic.   

On behalf of the family, Mark McGhee later brought civil negligence proceedings against the 

owners of the home. The case was settled out of court. 

What would your summary be of how well that care home was run at the time? 

 

MCGHEE: As far as the family were concerned, how could a care 

home that is supposed to be entrusted with the safety and general preservation and protection 

of Mr Campbell allow anyone to be within that home who has any kind of risk or propensity 

of violence, and that was one of the main concerns that the family had. 
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URRY: How can someone be killed in these very specific 

circumstances and yet no one’s been held to account over that? 

 

MCGHEE: I’m afraid, speaking personally, I just cannot 

comprehend that.  And if I can’t comprehend that, I shudder to think what goes through the 

minds of these daughters who have to live with this every day.  

 

URRY: We asked Victoria Nursing Home for an interview for 

this programme, but they refused. They told us they care for patients with some of the most 

challenging mental health disorders, and that resident safety is their number one priority - 

something they say they have a strong track record in.  In a statement, they added: 

 

READER IN STUDIO: The home cooperated fully with both the police 

investigation into the incident and the Coroner’s inquiry.  Each of these concluded that  

Mr Campbell’s injuries were as a result of the actions of an unknown individual, not resulting 

from the care practices at the home.  The company had an unannounced visit and was fully 

compliant with regulatory CQC requirements two weeks prior to the police investigation. 

Following the incident, the home carried out a fundamental review of its operational 

procedures.  This included reviewing recruitment, whistleblowing, training and some aspects 

of care management.  Our safeguarding procedures are open and accountable, internally 

audited monthly and quarterly by Manchester City Council.   

 

URRY: But the question of who fatally attacked Ivan Campbell 

still hung in the air.  Although there’s been an inquest verdict of unlawful killing, no one has 

been prosecuted or even charged with any offence.  There’s no suggestion that the 

investigation by Greater Manchester Police was anything less than thorough. They told File 

on 4 they took everyone into account during their inquiries, including staff, residents and 

visitors.  But on the night in question, there was no one who said they saw anything 

suspicious, and if there was any other evidence, it’s likely to have disappeared in the few 

days which elapsed between Mr Campbell becoming critically ill, and the post mortem that 

revealed the suspicious nature of his death.  No one from Greater Manchester Police would 

be interviewed, but they did tell us that because it’s an unsolved investigation, the case would 

remain open, and if any new information came to light, it would be reviewed.  
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ACTUALITY IN CAR 

 

URRY: When we started this, we were wondering whether the 

Ivan Campbell case was a one off, but that turns out not to be the situation.  I’m heading from 

Manchester towards Durham, where I’m going to meet an academic to find out how many 

more cases like this there are. 

 

BOWS: I’ve been looking at the nature and characteristics of 

homicide offences involving victims aged 60 and over in the UK. 

 

URRY: Dr Hannah Bows is a senior lecturer in criminology at 

Teesside University, and one of the few who’s been studying recorded information about 

serious crimes against older people.  

 

BOWS: I’ve collected data on all the homicide offences 

recorded by the police between January 2010 and December 2015, so it’s a five year period, 

and within that, for the 42 forces that have provided data so far, 21 have actually occurred in 

a care home. 

 

URRY: And how does that break down in terms of gender, age 

group and so on? 

 

BOWS: So the majority of the victims were aged between 80 

and 89 - given the context, not that surprising obviously in a care home.  Perpetrators were 

generally slightly younger actually – they were generally aged between 60 and 69, and the 

most common perpetrator relationship was an unrelated carer. 

 

URRY: People will be surprised to hear that anybody 

experienced fatal violence in a care home.  It’s a care home.  

 

BOWS: Yes, of course, yes, and it goes against the very nature 

of care homes being a caring and safe environment, and I think that these kinds of crimes are 

always very shocking.  Given the rapidly aging population, there’s no doubt that the numbers 

of people going into care homes or nursing homes is going to increase, and we 
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BOWS cont: absolutely need to make sure that those people are safe 

and protected against any type of violence or abuse.  

 

MUSIC 

 

URRY: Hannah Bows’ research centres on homicides, and of 

the small number that have happened in care homes, she’s found the main perpetrator is a 

carer.  But, on the broader question of how much violence actually happens in these settings, 

what do we know?  When carers hurt those they are supposed to protect, it often makes the 

headlines.  But we’ve been told by people working in the sector that some residents could be 

prone to violent outbursts - something which is largely unreported in the public domain.  File 

on 4 decided to use Freedom of Information requests to probe data about that logged by 

police.  We wrote to all police forces in the UK, asking for details of assaults over the last 

three years.   

 

ACTUALITY WITH COMPUTER 

 

URRY: And this is what we asked them.  How many resident- 

on-resident assaults had been recorded by the police at care, nursing and residential homes 

involving victims over 65 between the years of 2014 and 2016?  Now around 70% of forces 

came back to us and the findings are startling.  I’ve got the results in front of me and they 

reveal more than 1,200 assaults reported to the police during that period.  Now that works out 

at more than one per day.  Some forces also provided details about the sorts of assaults taking 

place. 

 

READER 1 IN STUDIO: Service user punches another service user to the face 

during a verbal altercation.  The suspect is detained by staff and police are called. 

 

READER 2 IN STUDIO: Resident assaults another resident by kicking and 

pushing, causing other resident to suffer a fractured arm. 

 

READER 3 IN STUDIO: Care staff attend resident’s room to find two residents, 

both bloody and confused.  Neither can provide an account of what’s happened. 
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URRY: People in care homes aren’t inherently violent - they’re 

our loved ones - so what’s going on?  What we do know is that more people in old age are 

entering the care system with complex conditions.  For example, in the 1980s, 25% of 

residents had dementia.  Now that percentage has increased to around 85%.  According to 

Professor Clive Ballard, Dean of the University of Exeter’s medical school, and a leading 

authority on the condition, dementia can be linked to aggression. 

 

BALLARD: A lot of people with dementia develop either 

psychiatric or behavioural symptoms at some point during the illness – about 90% of people 

will develop one or more of those symptoms.  About half of those individuals will develop 

some level of aggression - usually that’s verbal aggression or relatively mild physical 

aggression.  But in a much smaller number of individuals, that can be much more severe 

aggression, either directed at other people with dementia or directed at staff trying to help 

them with daily care. 

 

URRY: And why does it happen?  

 

BALLARD: I think it happens for a variety of reasons.  People with 

dementia often don’t understand that they’re in a care home, that they might think they’re still 

in their own home, they might not recognise staff that are interacting with them.  They may 

have a little bit more of a tendency to misinterpret non-verbal or verbal communications, so 

very often those individuals can feel frightened or threatened, although the vast majority of 

people with dementia - even those with some level of aggression - it’s usually very modest.  

We’re not saying that all people with dementia in care homes are posing high levels of risk, 

but for those small numbers of individuals where there is significant risk, clearly we need a 

quick and efficient system, because that, you know, is going to put other individuals with 

dementia at risk, it’s going to put staff at risk and it’s actually going to put the individuals 

themselves at risk as well.  

 

URRY: A quick and efficient system. Was that in place in a 

case we’ve investigated in the Lancashire town of Accrington?  There, an elderly former 

police officer lost his life after coming to blows with another resident.  They both had 

dementia.  
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ACTUALITY WITH DOG 

 

WOOD: Come on, Teddy.  Teddy. 

 

URRY: On  a cold spring evening after dark, Alison Wallace 

Wood walks her dog down one of the town’s leafy lanes. 

 

WOOD: We’re quite lucky we live right opposite these woods, 

so …. 

 

URRY: It gives her time to reflect on the passing of her father, 

86 year old Allan Wallace.   

 

ACTUALITY ENTERING HOME 

 

WOOD: He liked things to be right; he’d quite a strong sense of 

right and wrong and how things should be.  He was an ex-policeman; before he was in the 

police, he was in the navy, which was probably the highlight of his life.  He served in 

Singapore, so he enjoyed service life, he enjoyed routine. 

 

URRY: What do you remember best about him as a dad? 

 

WOOD: He was supportive, he always had time, he wasn’t 

critical, he was always there for his family.  He was very much a family man.  I think his 

various health conditions, he would have died sooner rather than later probably, but I feel he 

would have died peacefully, which wasn’t the death he got. 

 

ACTUALITY OF MEAL TIME IN HOME 

 

CARER: Come on then.  Have a little bit. 

 

URRY: Mr Wallace lived here, at Mapleford Nursing Home, 

on the outskirts of Accrington.  File on 4 was invited inside as lunch was being served. 
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CARER: Is that all right?  Are you all right with that? 

 

URRY: Mapleford is another place specialising in care for 

those with mental health problems.  And inevitably, some have challenging behaviour.  Allan 

Wallace was a broadly built six footer.  He’d been prone to the occasional outburst before he 

arrived here. It had been put down to his dementia, and good care had calmed him down, 

according to Charlotte Lowe, one of the managers. 

 

LOWE: He wasn’t an angel.  When he first came here, he was 

quite challenging, but he settled and we had a really good relationship - not only with him, 

but with his family as well. He was lovely. 

 

URRY: But there were others in Mapleford who were even 

more prone to lashing out, including a 75 year old former miner who, in the summer of 2015, 

was a new arrival at the home.  He’d previously been sectioned under the Mental Health Act 

and had spent time in a psychiatric unit and other care homes before arriving at Mapleford.  

On October 2
nd

 2015, Charlotte Lowe began her working day as usual with the regular 

morning handover from night staff.  While that was happening downstairs, a fight had broken 

out upstairs.  Mr Wallace had got into an altercation with the 75 year old newcomer.  The 

first staff knew of this was when the former miner appeared on the ground floor. 

 

LOWE: I arrived at work onto the floor at 8:02 and at 8:10 the 

gentleman came downstairs, shaken, with blood on his hands, and I asked him what had 

happened and he said that he’d been hit.  So I went to see what had happened. 

 

ACTUALITY OF LIFT 

 

LOWE: I came out of the lift area and went down onto the red 

corridor.  When I looked back around, Mr Wallace was laid at the t-junction going onto … 

 

URRY: Right where we’re standing now? 

 

LOWE: Right where we’re standing now. 
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URRY: So it didn’t take too long to see that?  

 

LOWE: No, no, it didn’t.   

 

URRY: What were your first thoughts when you saw that? 

 

LOWE: I was shocked.  I didn’t know if he were alive or not.  

That’ll never leave me, never. 

 

URRY: And was it obvious that he was quite seriously hurt?  

 

LOWE: It was, yes, yes.  There was obviously blood all over 

the floor, there was a pool of blood by his head where he was laid.  He just looked vulnerable. 

 

ACTUALITY OF PHONE RINGING 

 

WOOD: The home rang my mother, who then rang me.  By that 

stage, he’d been taken to the hospital.  I picked my mother up and we went to the hospital.  

He was very, very bruised, very incoherent - semi-conscious really to start with.  Bruised 

around the ears, around the head, on the hands.  He looked a mess really. 

 

URRY: How serious was this attack on your dad? 

 

WOOD: We can only assume, because nobody witnessed it, but 

it appeared that he’d been kicked in the head, and the chap was wearing steel toe cap boots, 

which nobody was aware of prior to that, because this gentleman could dress and undress 

himself, so some of the wounds to his head were quite nasty. 

 

URRY: Kicked in the head with steel toe cap boots? 

 

WOOD: Yes, yes. 
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URRY: How could a man with a history of psychiatric illness 

and challenging behaviour be allowed to have such footwear in a care home?  It’s a question I 

put to Julie Hammond, the general manager at Mapleford. 

 

HAMMOND: They looked like shoes. We didn’t even know they had 

steel toe cap in them, because they just looked like an ordinary pair of shoes, which he came 

with him and wore every single day.  Yeah, as soon as we found that out, they were removed 

straightaway. 

 

URRY: So I’m just wondering why a man who’s mentally 

unstable, why the authorities would let him …… 

 

HAMMOND: I’m not sure. 

 

URRY: … hold onto those shoes. 

 

HAMMOND: No, I can’t answer that. 

 

URRY: You can see the potential for problems there. 

 

HAMMOND: I don’t know.  I don’t think even his family weren’t 

aware that they were steel toe cap shoes.  As soon as we rang them, they brought him in 

some, you know, soft shoes and they took them away with them. 

 

URRY: But by then it was too late.  Allan Wallace died less 

than three weeks later.  An inquest found the injuries he sustained had led to an immediate 

decline in his general health.  He never recovered.  Police began an investigation, but the 

fight on the first floor landing was unwitnessed.  Because Mr Wallace’s assailant had 

dementia and serious mental health problems, he was deemed unfit to be charged.  At the 

inquest, the Coroner criticised the handover procedures of the home, which left residents 

upstairs unsupervised whilst briefings between staff took place on the floor below.  

Mapleford say they’ve changed that routine to ensure better supervision.  But even before the 

assault on Mr Wallace, the home say they quickly came to the view they were not able to 

meet the other man’s needs and that he should have had more specialist and intensive care 
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URRY cont: elsewhere.  The 75 year old was being funded by the 

NHS and within two weeks, under standing agreements, the home had served notice that he 

must be moved. 

 

HAMMOND: It means telling the authorities, who fund his care, that 

we don’t feel he’s in the appropriate placement and that he’s too unpredictable and that he’s, 

you know, he could be a danger to other residents or we wanted him moving really. 

 

URRY: You’d already made that assessment pretty quickly. 

 

HAMMOND: Yeah, yeah, sort of within the first sort of week. 

 

URRY: But how come Mapleford found themselves in this 

position in the first place?  Homes have to do pre-assessment checks when they get a referral 

from social care or health, to ensure that they can meet an individual’s needs and to draw up a 

proper care plan.  They can’t do that effectively unless they get all the background 

information about a referral.  General manager Julie Hammond says they weren’t given 

critical details about the violent past of the 75 year old newcomer. 

 

HAMMOND: Apparently, he’d been in two or three care homes and 

there’d been similar incidents, serious incidents in which, you know, there was aggression 

and serious injury to other service users, and we weren’t aware of that information when we 

went to assess him.  The level of aggression that this gentleman showed, we sort of weren’t 

aware of that level of violence, and it wasn’t till sort of after the incident that we found out, 

you know, at a previous home that he’d assaulted a resident there, actually hospitalising that 

resident after breaking his jaw, which, you know, if we’d have known that, we wouldn’t have 

accepted that gentleman into this home. 

 

URRY: That’s not a level of violence that you’re purposed to 

deal with? 

 

HAMMOND: No, no, that’s, you know, something as serious as that, 

that would raise alarm bells with us and we wouldn’t look at accepting somebody, you know, 

with that level of violence. 
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URRY: Only being told about this months later, after 

someone’s been injured, is unacceptable, according to Professor Martin Green, Chief 

Executive of Care England, which represents the independent homes sector.  More 

worryingly, he says this happens a lot. 

 

GREEN: Care homes should be told absolutely everything that is 

known about the person that they going to be living with, so that the care home can make 

really proper provision for the needs of that person, and particularly when people are living in 

communities with other people.  There’s not only the issue about the needs of the person, but 

how those needs will impact on other residents as well. 

 

URRY: Is information being deliberately withheld? 

 

GREEN: I think sometimes there is an approach, particularly in 

hospitals, where their primary objective is to get a discharge, and so what they will do is they 

will put down as little information as possible and, you know, we’ve heard lots of stories of 

poor information flows.  Now I cannot sit here and say to you, oh this is a deliberate policy, 

but there is very much often poor information between the hospital and the care home when 

people are discharged. 

 

URRY: So why wasn’t Mapleford Nursing Home given the full 

details?  It wasn’t only a safeguarding issue.  The new resident too needed the appropriate 

care and the right levels of support.  Lancashire Care NHS Foundation Trust placed him 

there, but they wouldn’t tell us.  They did accept things weren’t right. 

 

READER IN STUDIO: We acknowledge that there were a number of issues 

identified that contributed to the circumstances of Mr Wallace’s tragic death, for which we 

are very sorry and recognise that this is a very sad case for all families and care agencies 

involved. 

 

URRY: It’s not only information that wasn’t forthcoming.  The 

home put up a case for additional funding to the local NHS Clinical Commissioning Group. 

They thought they had a good case for what’s known as one to one care - full time assistance 

for a man prone to violent outbursts and with complex needs.  But their request was refused. 
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URRY cont: While all this was going on, he was lashing out at 

others in the home in the months before he came to blows with Mr Wallace. 

 

HAMMOND: He’d hit out at other residents, one that was sort of 

passing by him and another that sort of invaded his space. 

 

URRY: Had he hurt them? 

 

HAMMOND: Well, he’d hit out, he’d hit them, yeah, so they wasn’t 

obviously as serious as Mr Wallace, but it was still enough to, you know, raise a safeguarding 

alert. 

 

URRY: And when you do that, what happens? 

 

HAMMOND: Well, we raise the alert with Social Services and then 

they will contact us for more information.  What we have to do is sort of put in some plans 

quickly to make sure that it doesn’t happen again and we sort of observe him more closely, 

separate the two individuals to make sure that that that they’re not together and just make 

sure that, you know, the risk assessments are in place. 

 

URRY: When you alert Social Services in this way, what do 

you expect from them? 

 

HAMMOND: They don’t always come into the home as part of the 

safeguarding alert; sometimes they do and sometimes they don’t.  When they phone us 

following a safeguarding alert, they’ll obviously ask us what we’ve put in place to reduce any 

further risks.  If they’re happy with, you know, what we’ve put in place and feel satisfied that 

no further incidents will occur, then they’ll just close the alert down. 

 

URRY: So what did they in fact do in these two cases? 

 

HAMMOND: They closed the alerts down.  
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URRY: Mapleford say they put in their own extra supervision 

for this challenging resident as matters dragged on and on.  Months later, there was no sign of 

him being moved, even though the home had served 28 days’ notice. The safeguarding alerts 

raised with the local authority didn’t resolve anything, and staff say they remained fearful for 

other residents’ safety. Then the fight happened, and Mr Wallace lost his life.  At his inquest, 

the Coroner found he’d died of natural causes, contributed to by his injuries, and he noted 

some of the failings the home complains about. 

 

READER IN STUDIO: Additional requested external support was not provided 

in a timely and appropriate manner.    

 

URRY: Lancashire Care NHS Foundation Trust told us: 

 

READER 2 IN STUDIO: The process of identifying an alternative placement 

was in progress.  However, when challenging behaviour is a factor, this can lead to 

difficulties and delays in trying to find suitable care home placements that are able to 

accommodate people with such needs.  

 

URRY: It took a further three days after the assault before the 

authorities finally swung into action, removing the 75 year old from the home.  We asked 

Lancashire County Council to tell us what their staff did in response to the safeguarding 

alerts raised by the home, but they didn’t answer the question.  Instead they told us they are 

introducing more guidance.  

 

READER 3 IN STUDIO: We take assaults by service users on other service users 

extremely seriously and are leading on developing further guidance on this issue, on behalf of 

the Lancashire Safeguarding Adults Board, which will shortly be issued to agencies across 

the county. 

 

URRY: All of which has come too late for Mr Wallace and his 

family.  His daughter Alison says she doesn’t blame the home for what happened, because it 

desperately needed extra resources to help manage the situation. 
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WOOD: From my point of view, I work in residential care 

myself, I would have been looking for extra staffing as an emergency for that gentleman.  If 

there had been extra staffing, perhaps on a one to one basis, the incident wouldn’t have 

happened because there would have been somebody there. 

 

URRY: Your dad might have lived out his natural life? 

 

WOOD: Yes, yes.  But funding being what it is, that level of 

staffing is very difficult to come by and the psychiatrist previously had said that might upset 

him to have that level of staffing, because he didn’t like being observed.  The home’s 

experience was that he needed a closer level of supervision, even if it wasn’t somebody stood 

at his side, he needed somebody to keep an eye on him at all times. 

 

URRY: And they never got a chance to find out whether that 

would’ve worked or not, did they, because they weren’t given that help? 

 

WOOD: No, not at all. 

 

URRY: I mean, you see this because you work in this arena, 

don’t you, but does that make you cross, that there wasn’t enough support ultimately to 

protect your dad? 

 

WOOD: Yes. The poor funding of social care makes me cross 

on a daily basis. 

 

URRY: Nationally, the resourcing crisis for adult social care is 

well understood. Whether it will be better funded by any new Government following the 

forthcoming election remains to be seen.  And whether policy makers are prepared to grapple 

with the operational concerns we’ve been featuring in this programme is an open question.  

We asked the NHS East Lancashire Clinical Commissioning Group why they turned down 

the request for additional support for Mapleford, which Alison Wallace Wood believes was 

so important.  They refused to answer the question, citing the fact that a review of the case is 

to be held by the county’s Safeguarding Adults Board and they didn’t want to prejudice 

that.  Instead, we were offered a statement which didn’t give any detail: 
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READER IN STUDIO: As a Clinical Commissioning Group with 

responsibility for the health of our population, we take the safety and security of every 

resident who accesses care in East Lancashire very seriously indeed.  We were sorry to learn 

of this tragic incident and we are keen to ensure that, following a review of the case, lessons 

will be learned. 

 

URRY: Allan Wallace died in 2015.  Although a review is 

planned, it hasn’t happened yet, two years later.     

 

MUSIC 

 

URRY: Mr Wallace’s case could well be seen as an extreme 

one.  Most assaults in care homes among residents don’t end in death.  But in Durham,  

Dr Hannah Bows may have found evidence of others among the police data which revealed 

that since 2010, there have been 21 homicides. 

 

BOWS: Around 23-24% of the cases involved an acquaintance. 

Obviously that is still a small number, but what that tells us is that some of these offences are 

being perpetrated by somebody else in the care home. 

 

URRY: Other residents? 

 

BOWS: Potentially other residents, yes.  Acquaintance is 

obviously quite a broad category, but it would suggest that either other residents or perhaps 

visitors to the care home - not the carers themselves.  It is not a nice thought that actually, in 

some circumstances, older people may be killed in these care homes.  Definitely it is 

shocking, but it’s important, I think, that we don’t kind of create a heightened sense of fear 

that older people going into care homes are likely to be murdered.  You know, that is not 

what we’re seeing here. 

 

URRY: That may be so, but our own research into assaults 

among residents is troubling enough for Martin Green, Chief Executive of the group which 

represents independent care homes. 
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GREEN: In some ways, the fact that it’s being reported to the 

police I think is a good thing, because what it shows is that care homes are not keeping this 

information to themselves.  One of the challenges is to get the police to put that information 

into the public domain and also to see if they can identify any particular patterns so that we 

can hone in on areas that have particular challenges and difficulties. 

 

URRY: I wonder why your people aren’t doing more.  Why is 

your organisation not doing more to raise this profile? 

 

GREEN: Well, I think it’s something that again, you know, we 

don’t know what the numbers are; we don’t know what the issue is, so your File on 4 

programme is doing a very useful job in identifying this as an issue, and we will all need to, 

whichever bit of the system we’re in, think about what you’ve discovered and think about 

what our responses are. 

 

URRY: We have spoken to one of the very few academics that 

is trying to gather data on the subject.  She finds 21 homicides in care homes since 2010, but 

because of the way data is collected, she thinks that that might not be the complete picture, so 

what is your response to that level? 

 

GREEN: Well, I think it’s a shocking level, and I think if she’s 

identified that the data analysis is not clear, I think we should all be thinking about how we 

collect data in ways that give us the real picture.  But certainly those figures are quite 

shocking and they need investigating. 

 

MUSIC 

 

URRY: What isn’t showing up in the data is the level of 

concern in the industry about protecting elderly residents from serious harm from all those 

involved in that setting.  Care workers in different parts of the country have complained to us 

about slow or inadequate responses from partner agencies when they ask for help with 

someone’s safety.  The Association of Directors of Adult Social Services told us safeguarding 

is taken extremely seriously, so care is tailored around the individual.  They said councils 

have a duty to respond to safeguarding alerts, and if that’s not done promptly then it should 
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URRY cont: be escalated. The Care Quality Commission, the health 

regulator, reminded us they monitor how well care providers are delivering safeguarding. 

But, for Mark McGhee, the solicitor of the family of Ivan Campbell, who was killed in a care 

home in Manchester, there’s still a lot to put right. 

 

MCGHEE: I’ve certainly dealt with far too many cases and 

continue to deal with far too many cases involving assaults in care homes, which result in 

criminal proceedings, gross failures in terms of care and all of those issues.  I’m afraid that’s 

a regular part of my practice. 

 

MUSIC  

 

URRY: For Mr Campbell’s daughter, Rhona, it’s still difficult 

for the family to come to terms with a much loved father who’s been killed, and a killer 

who’s still free. 

 

CAMPBELL: I don’t know how anyone can do that to anybody, no 

one deserves to be hurt like that - nobody. 

 

URRY: You came away from the inquest with no further 

answers really, did you? 

 

CAMPBELL: That’s correct, yeah.  We got given unlawful killing 

and basically got told that facts can’t be turned to evidence.  And in a court of law, they need 

evidence to convict a person, so it’s an unlawful killing until anything comes to light or 

anybody says anything that wasn’t said during the case that can help. 

 

URRY: Can you settle for that?  Is that good enough for you? 

 

CAMPBELL: Nope, it will never be good enough.  No money, no 

words will ever, ever put that justice for my dad.  I just want the person who hurt him to get 

the time that he needs.  He’s still living, he’s still got his family around him, he’s still having 
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CAMPBELL cont: his meals and seeing his family where it wasn’t my 

dad’s time to go yet.  He was going to be 80 soon.  I mean, we should still have that there to 

celebrate with him.  Someone took him away from us before it was his time to go, which is 

the worst feeling ever.   


