P-06-1195 Conduct an independent inquiry into the death of Glyn Summers and
the actions of Coleg y Cymoedd, Correspondence - Petitioner to Committee,
17.10.21

Dear Sir/Madam,

Thank you for allowing me to share my views and progress so far with my brother's case. As the
education minister advises in his reply to the petition committee, my family have been fighting to
find out the exact circumstances of my brother's tragic accident since his death in 2011. To our
disbelief, we have found the systems of sharing information between Further Education colleges
and Local Education Authority’s to be inadequate, which resulted in multiple failures that led to my
brother's accident not being properly investigated. In addition, my family has received no evidence
that lessons have been learned at a FE and LEA level, from my brother's tragic accident and those
who are responsible were not held to account.

To date, Ystrad Mynach College, now known as Coleg Y Cymoedd has refused to share the
findings of an internal investigation they conducted into their staff members conduct whilst on the
trip, and over the past ten years, my family have pieced together information and evidence which
proves that the professionals responsible for Glyn’s care acted inappropriately. The college's
reason for not sharing this information is down to employment and data protection law. However,
this has left my family with no closure from Glyn'’s tragic death. Quite frankly, it's highlighted a
system that harbours failings behind data protection and employment law, which only results in
putting children’s safety at further risk.

The sad truth here is that my family isn’t the only family who has had to fight public bodies to find
out the circumstances of a child’s serious accident or death. This is abhorrently wrong. No parent
should have to enter legal battles to find out the events that surrounded their child’s death. In my
reply to the education minister in September this year, | cited over 50 examples of other families
who are in the same position as my family: still no further in finding out what failings were made
which contributed or resulted in their child’s accident or death.

On page 3 of this document | have included examples and evidence of how tutors disregarded
their responsibilities which resulted in my brother’s tragic accident, and | also include a call

recording of the college staff memberm a tutor on the trip who advised my brother’s
private insurance company, that “he jumped from a 5th storey building” and committed suicide.

The overall aims of my family and the 834 people who signed this petition are to ensure that there
is a thorough investigation into the failings made at College, Local Education Authority and
Government level, so lessons can be learned from Glyn’s tragic accident and legislation can be put
in place to ensure education professionals are held to account when their safety responsibility is
disregarded or misconduct occurs in Glyn’s case granting a 17 year old to enter a strip bar club.

These failures include:

1. Gross misconduct from an educational professional responsible for children including fabricating
the circumstance of a child’s accident. This is not acceptable and has no place in our educational
system.

2. Failure from senior members of college staff to adequately investigate these actions when it was
brought to their attention is unacceptable.

3. Failure from college senior staff to share all the information of Glyn’s accident with the Child
Safeguarding Board regarding his accident is unacceptable. Ifq had continued to tell his lie
regarding Glyn jumping, a Serious Case Review would’ve been conducted by the LEA immediately,
however, the information the LEA received from the college about Glyn’s accident “didn’t meet the
required threshold” for a Serious Case Review. The CSB hasn’t provided a reason why the
threshold wasn’t met and exactly what information they received, this is because there was no
record completed.

4. Failure to conduct a Child Practice Review (now known as a Serious Case Review) when
Caerphilly Country Borough Council received further information regarding Glyn’s accident is not
acceptable.



5. Failure to adequately address the concerns raised about staff conduct by the PRUDIC review
conducted is not acceptable. In our opinion, the PRUDIC review process was not appropriate.

6. Failure from Government ministers to investigate the above failings when evidence is provided,
is not acceptable.

7. Failure of government ministers to adequately investigate and explore solutions to ensure no
other family has to enter legal battles over data protection and employment laws to find out the
circumstances of their child’s death, is unacceptable.

8. Failure to ensure that all child deaths or serious accidents in an education setting are
independently investigated, is unacceptable.

| have briefly given 8 key examples of how different child safeguarding systems have failed to
adequately resolve the failings that led to my brother's accident and ensure that lessons are
learned from his tragic death. To date, we have received no evidence to show that changes to
processes and procedures to safeguard children are in place across the whole FE sector along
with how serious accidents and fatalities are now handled.

The education minister does have the power to trigger an investigation into the system-wide
failings of Coleg Y Cymoedd and the LEA, Caerphilly County Borough Council, however, has
decided not to use that power. The minister advises that to sanction a public inquiry the case
needs to be in the public interest and show system-wide failures. This petition should show the
minister that there is indeed public interest he is seeking with 834 signatures and | have identified 8
key system failures above - none of which to our knowledge have been rectified.

An independent public inquiry will help my family gain closure from Glyn’s tragic accident, and also
ensure this doesn’t happen to any other student or family again. We call the minister to investigate
the college’s handling of Glyn’s accident, the failings from Caerphilly County Borough Council
identified by the Public Services Ombudsman, and provide a solution to the legal constraints that
withhold families from receiving the circumstances of their child’s death.

| trust that the education minister will advise that an Estyn report was commissioned by Huw Lewis.
Whilst | understand and welcome the Estyn report, this desk-based report only confirms that
guidelines are in place for educational professionals to follow and don’t explore how guidelines are
used, interpreted and acted upon in the field by educational professionals responsible for the care
of children. The issue in Glyn’s case is that professionals at Coleg Y Cymoedd disregarded their
guidelines and were not held accountable by the institution they worked for, the Local Education
Authority, the Child Safe Guarding Board and the Welsh Government. This is unacceptable. No
one learns lessons from tragedies by refusing to recognise failings, apologising for them, and
making changes to ensure student safety. Poor individual conduct still allows system-wide failures
to occur.

My family has provided a series of questions that provide an objective for the public inquiry we're
seeking. However, If the education minister continues to exclude the option of a public inquiry then
these key questions should still be his focus to solve the issue regarding information sharing and
accountability of educational professionals misconduct.

. What measures have been put in place to prevent individuals from not adhering to safety
policies?

. How do education bodies ensure that educational professionals are held accountable using
an independent mechanism when safety misconduct occurs?

. What measures have been put in place and what lessons have been learned to ensure
Child Safeguarding Boards employ the correct actions when dealing with child deaths? Are
these the same in all local authorities?

. What actions have been taken to ensure that LEA’'s conduct Serious Case Reviews or Child
Practice Reviews when serious accidents or deaths occur abroad - regardless of what
information is received?

. Will the education minister ensure that all parties (including parents) have the opportunity to
provide evidence to Child Practice Reviews?



. What measures have been put in place to ensure communication between FE colleges and
Local Authorities is robust and ensures all information is shared?

. What measures have been put in place to ensure FE colleges are held accountable for
student safety, especially those below the age of 187

. What changes have been made as a result of the Public Services Ombudsman complaint in
20147

Further evidence Provided:

College 2011 Student Safety Policy wording:

The responsibility for the safety of each student must be clearly defined at all times. This is
particularly important when the responsibility is divided between college and centre during a
residential course. Never assume that "someone else" is doing. it.

: : : utor may
petent and highly qualified member of centre staff for
say a high risk activity (caving, climbing, sgiling (—__\_tc.). whi;h requires special skill ‘
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Ratios in themselves do_not guarantee safety.

Evidence of inappropriate actions from College Staff in a letter received in 2012 :

Staff made it clear to the learners that permission to visit the club was being granted on
condition that the learners agreed to observe a curfew of 11:30pm; to stay in groups of no
less than three; and to telephone the staff when leaving the club. All learners were also
aware that staff were available to learners on a 24 hour basis via a dedicated mobile
telephone and had been provided with the number for this phone.

Question 8:  Where were the staff when Glyn was put to bed feeling unwell?
As we have said, the staff did not accompany the learners to the Tropicana Club and

remained for a period at the Aloha bar. The staff were at their hotel when they received
the telephone call from one of the learners informing them of Glyn’s accident.



Legal Constraints

CCBC confirming the threshold for Serious Case Reviews:




Public Services Ombudsman Report Conclusion:






