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Executive Summary 

 

Serious Case Review in context 

1. This Serious Case Review (SCR) was undertaken in line with Northamptonshire’s County 

Council’s (NCC) Serious Case Review guidance dated July 2009. Safeguarding is a 

function of the Local Authority and is overseen by a multi-agency Northamptonshire 

Safeguarding Vulnerable Adults (SOVA) Board. The Review was tasked to consider the 

level of intervention, care and support provided to William Lawrence (William) principally 

during the period 1 January 2008 - 5 August 2009. 

2. The main points highlighted in this report and the agencies responses and corrective 

actions are contained within the main recommendations and action plan.  

3. William died in Hospital on the 5 August 2009. William had complex needs, health and 

social care and was also registered blind. He had a diagnosis of Down’s syndrome. He had 

lived with his parents until his admission to Berrywood Lodge in 1997; a registered 

residential care service regulated by the Care Quality Commission where he stayed until                   

1 June 2009. 

4. The records from a number of key agencies involved with this Serious Case Review (SCR) 

indicate William’s health and social care needs started to change noticeably from the 

beginning of 2008. His increasing frailty can be seen to continue in the multi-agency 

recordings and in the latter part of 2008 a move for William to a care service with nursing 

capability was being discussed; but not implemented prior to his admission to Northampton 

General Hospital NHS Trust (NGH) by Ambulance on the 1st June 2009. His presenting 

physical condition was of marked concern to William’s Father. He was admitted with sores, 

dehydration, and infections. He subsequently died in Hospital on the 5th August 2009. 

 

Northamptonshire County Council Contracts Section (NCC) 

5. Berrywood Lodge between September 2008 - January 2009 was a concern to NCC. There 

was non-compliance with the NCC’s care contract, concerns from the Mental Health 

Service, and repeated changes of Registered Manager; collectively providing evidence that 

the care home had serious performance and service delivery concerns. No formal notices 

of non-compliance were issued to Berrywood Lodge between the periods between 

September 2008 - January 2009. 

6. CQC visited unannounced in February 2009. This visit resulted in issuing to the 

management 10 requirements to make improvements to service delivery. The regulator 

conducted a further visit in July 2009 and identified serious concerns resulting in 11 further 

requirements. Three of the requirements related directly to the safety of the people living in 

the home. The regulator at this point judged that the care home was providing a poor 

service.  

7. Enduring performance concerns were heightened in September 2009 with weekly contract 

monitoring visits from NCC and then monthly for a period. 
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8. An unannounced inspection was conducted in November 2009 where the service was 

found to be improving. The service was judged to be providing adequate outcomes and 

one requirement for improvement only. 

9. Although work was done by the Contract Monitoring Team to try to raise standards at 

Berrywood Lodge, little progress by the care home was noted over a sustained period and 

evidence that the home was failing to deliver a reasonable quality of service and therefore 

potentially placing residents at risk. 

10. There is evidence from different sources that Berrywood Lodge was not being well run but 

it does not appear that this information was brought together at any point to provide an 

overview of the collective concerns. 

 

Berrywood Lodge (BWL) – Minster Pathways 

11. The organisation’s own IMR indicates prior to April 2009 the care plans were problematic 

for William.  Support plans did not cover all his needs; they lacked details and were not 

person centred. There was also evidence that some of the staff showed a lack of attention 

to detail and knowledge of care planning. Also some cases where cut and pasting had 

captured other service user details.  There was no documentation to support the use of a 

hoist.  

12. The training delivered at this time did not take into account the specific needs of William as 

his health deteriorated. The company acknowledged in their IMR that it had been difficult 

for them to establish the training skills and knowledge of Managers working there at the 

time. They acknowledge this as having led to gaps and inconsistency in the continuity of 

support and guidance to staff.  

13. Other key systems such as handovers were not written, team meetings were not recorded, 

supervision was being established but no records available to confirm these practices were 

taking place were acknowledged by Berrywood Lodge. 

14. Berrywood Lodge acknowledges that staff  were not competent to correctly assess risks, 

identify controls or carry out evaluations. They also acknowledge the increasing risks 

associated with William‘s deteriorating  position which could have been reasonably 

foreseen, were not highlighted and indicate risk assessments did not cover areas such as 

moving and handling or sufficient details around pressure care. Systems for audit, 

monitoring and compliance of risk assessments were not evident. Berrywood Lodge make 

the point that they did access other agencies for support and were dependent on other 

professionals for support or in some cases effecting decisions pertinent to William.  

15.  They indicate that they were not registered for nursing care. They acknowledge that there 

were shortcomings identified by the regulator around compliance and agree these ran into 

a number of areas. 

16. Berrywood Lodge make the point that they consider that William’s reassessment on the                            

2nd March 2009 identified he had nursing care needs. However it was not until a further              

3 months had elapsed before a transfer was agreed and they indicate they consider the 

delay was due to funding agreements not being reached. 
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17. They also consider that William’s position should have been escalated by funders with his 

needs having been identified. They also highlight what they see as failings by the District 

Nursing Service, pointing to gaps in attendance and poor care support and guidance 

regarding body mapping and pressure area care. 

 

Care Management - Northamptonshire County Council (NCC) 

18. In September 2008 NCC Care Management undertook an overview assessment and this 

noted both physical and mental health deterioration. Also evidenced through 1-1 support 

for William being described by the care home. This level of support only being sustainable 

in the short term as the care needs of other service users was at a lower level than 

normally expected.  It is restated that William’s Father wished for his Son to remain at the 

home. 

19. The care home William was placed at by NCC was struggling to meet its contractual and 

regulatory obligations (September 2008-Autumn 2009) coincided with the time when 

William’s health was deteriorating and there were concerns about the care homes ability to 

properly meet his needs. 

20. Care management reviews of William did take place at reasonable intervals in 2008/09 but 

having identified that his needs were not being met at the care home, the assessment that 

he needed to move to a different service was not followed up. The father’s wish that he 

should not be moved was a factor but was at a point where William’s deterioration was not 

fully understood.  There was a failure to consider whether this represented a conflict of 

interest about William’s well-being and whether he should have been assessed in terms of 

his mental capacity and given access to an independent advocate. 

 

Continuing Health Care (CHC) 

21. There was a delay in agreeing CHC funding and organising a move. 

22. The first contact with CHC is recorded on the 10th October 2008 when there was a meeting 

at the care home with Mr Lawrence Senior and the home manager. This was followed on 

the 13th October with a telephone call from the CHC assessor to the Care Manager   asking 

for details of William’s service package. The CHC assessor indicated that funding had been 

agreed but they still needed to determine the percentage of funding that would be provided.  

23. The next entry is on the 23rd April which confirmed that the “PCT had agreed to fund 50% 

of the cost of William’s new placement at the prospective Nursing care home. 

24. These details are at odds with CHC’s own IMR which refers to only two formal CHC 

funding references. The CHC Chronology describes CHC assessment for eligibility formally 

in August 2008, finding William not eligible. A further formal application in 2009 whilst 

William was in hospital which was never completed as William subsequently died.  
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25. The combined Chronology indicates quite clearly that a telephone call from the CHC 

Assessor confirmed that funding had been agreed. A visit to the care home was also made 

shortly before this phone call. 

26. The care home Provider’s Chronology also makes reference to CHC funding being agreed.  

27. There were significant unexplained delays in taking forward the joint funding arrangement 

with CHC to the extent that before this was completed William had been admitted to 

hospital. 

 

Northamptonshire Healthcare NHS Foundation Trust (NHfT) 

28. The Trust’s IMR record the following findings of relevance, some of these indicate missed 

opportunities to further revaluate the health care needs of William; 

29. There was no reference to any Waterlow assessment or body mapping in the notes of the 

initial internal review having been undertaken by the DNs or shared with the CTPLD or vice 

versa. 

30. On 02.07.2008 the duty Wheelchair service OT requested that a Waterlow score (pressure 

ulcer risk assessment/prevention tool) be undertaken as part of William’s assessment for a 

wheelchair. There is no evidence that this was ever undertaken at any of the subsequent 

wheelchair assessments. 

31. Wheelchair assessments carried out on 20.06.2008, 25.09.2008 record that William had 

good vision. William was blind from birth. 

32. In the ‘Assessment’ section a ‘Changing Skills Assessment’ showing a score of 84/256 was 

completed in August 2008, to be next assessed in February 2009. There is no record of the 

review having been undertaken. 

33. Professionals from the CTPLD and District Nursing service are described by the Trust as 

not working in an integrated way or develop an integrated plan of care for William. This 

would have improved communication. There is evidence of good and thorough 

assessments of William’s needs on the part of the CTPLD; these assessments did not lead 

to an effective care plan.  

34. The letters of 24 January 2009 and 24 April 2009 identify to the GP that William’s 

Consultant Psychiatrist, considers that a change in residency is needed to cope with 

William deteriorating cognitive and physical abilities.  

35. There were unresolved areas relating to whether or not DN appointments were kept, and it 

remains unclear as to what happened to the ‘blue book’ that should contain DN care plans. 

The reviewers also found that there were gaps in the record keeping of the DNs. Some of 

the CTPLD records, while detailed, appear to have been entered retrospectively. 

36. The loss and subsequent incompleteness of the patient records indicates a failure of the 

DN team to assess or manage the risks to William appropriately.  

37. A variety of means to record information relating to William’s care and treatment were used 

by the different teams involved in his care.  The reviewers could find no common, cohesive 
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communication tool relating to William’s needs for use across all agencies.  This clearly 

interfered with information sharing between professionals and agencies. There was no 

central electronic recording system in place for all the professionals and differing 

organisations to use, and those that were in place in the organisations were not being used 

effectively at this time. 

38. Poor use of the hoist in relation to William was identified in a report following a visit by CQC 

to BWL on 27.03.2009 as reported by William’s Father and friend. Mr Lawrence Senior has 

stated that the Manager of BWL said subsequently that the hoist could not be used 

because  staff  were not trained in its operation. Consequently staff in the home resorted to 

other means of transferring William. Poor manual handling techniques were also identified 

by a CTPLD staff member. 

39. An assessment by the Speech and language therapist (SALT) for William to address 

problems with food and fluid intake was made by the care home on the 18.09.2008. A 

partial assessment by SALT was carried out on 27.04.2009, it was ascertained that he 

struggled to take fluids, and that he required a ‘thickener’ to help with this. Further 

assessment was noted to be needed in the future. There was a 7 month delay from referral 

to initial assessment. 

40. Chronological information for May 2009 identifies that the care home had, on two 

occasions contacted the DNs and specifically requested help for sore testicles, legs and 

heels.    

41. The message book “notes” of the DN team for 01.05.2009 and 15.05.2009 confirm that the 

BWL contacted William’s GP surgery to inform them that William had ‘sore testicles that 

need looking at’ and later that ‘William has lots of sores to his leg, heels and testicles’. 

There are no entries on the ‘5 visit’ sheet that was being used at that time by the DNs to 

give any indication of any appointments or treatment that was carried out in response to 

BWL requests.  

42. GP records show an “acute” visit by Dr, requested by BWL, on 27.05.2009. The GP 

records indicate that, in addition to a chest infection, perineal sores were identified and that 

these were for the DNS to treat. BWL Staff reported to the GP at this contact that they had 

expected a DN visit that day that did not take place. This is corroborated in the 5 visit sheet 

where the DN visit of 25.05.2009 for a dressing to William’s heel states the next visit will 

take place on 27.05.2009, but there is no entry in the records indicating that a visit took 

place.  

43. Care interventions treating sores to William’s left heel are evidenced on the ‘5 visit’ sheet, 

but no evidence of treatment to sacral or scrotal areas can be found until 01.06.2009 when 

DN attended BWL in response to their request for DN intervention and William was 

admitted to hospital. 

44. William had Down’s Syndrome and later developed dementia. In combination, these two 

diagnoses are likely to contribute to a person’s physical deterioration. Dr (GP) in her review 

of William on 22.01.2009 recorded that he was “for TLC”. An understanding of the 

implications of care and management when working with people with Learning Disabilities 

and dementia was needed.  
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45. There were a range of different agencies and individuals involved in William’s care. The 

reviewers have found that effective communication, particularly with Mr Lawrence Senior 

was limited. Inter-agency and inter-professional communication was piecemeal and task 

focused; there was no coordinated planning of care by professionals of all agencies. The 

annual review could have been an effective means for this to have happened. 

46. Patient recording systems did not support seamless patient care across service 

boundaries. Where electronic patient records were available they were either not used at 

all, or only as a means of recording dates of contacts. NHFT is currently working on 

creating an electronic Single Patient Record system. 

47. Standards of record keeping did not always meet required professional standards. The 

reviewers have found failure to record reported visits, retrospective entries regarding 

contact visits, and inadequate detail to describe clinical interventions. 

48. Delays in decision-making and actions led to William remaining at BWL where his care 

needs could not be properly met and to delays in receiving assessments and treatment. 

 

Northamptonshire General Hospital NHS Trust (NGH) 

49. William’s period in hospital and direct care provided to him following admission on the 1st 

June 2009 did not generate concerns.  

50. The Hospital Trust did not make a sufficiently strong link with William’s presenting poor 

physical health and whether this should be grounds for concern and referral to 

safeguarding. NGH have since strengthened these areas. 

51. The guidelines on referral to safeguarding and to the Coroner need to include specific 

reference to neglect. 

 

Safeguarding – Northamptonshire County Council Safeguarding Adults Team 

52. The first safeguarding investigation began with the first CQC notification on the 27th March 

2009 and ended with the case being re-allocated to a Care Manager on the 5th October 

2010, a period of about 18 months. 

53. The first point of note is the time it took to allocate the case for investigation- from the end 

of March to the 15th June- approximately 11 weeks. An unacceptably long time 

54. The second issue is that further matters kept being added to the initial concerns- a second 

CQC notification, the report from the Mental Health service, and additional concerns raised 

by William‘s Father and his advocate/friend Mrs A. 

55. It should have been clear to someone at a management level that this matter was 

becoming complicated and needed pulling together into a clear plan for investigation and 

resolution. This would have provided support to the worker who was leading on the 

safeguarding investigation and would also have enabled clear information to be given to 

William’s Father and Supporter about the scope and process of the investigation. 
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56. By July the Worker recorded that they thought the allegations were substantiated and on 

the 15th July informed Mr Lawrence Senior of the outcome. However this did not close the 

matter and between September and March 2010 the Chronology shows the Worker as 

trying to get information from Health about the involvement of the GP and District Nurse 

relating to the other safeguarding concerns that were logged into the system. By March 

2010 the Worker had recorded that they had completed the investigation and waiting for 

approval from “Senior Management”. 

57. There was an issue about accessing Health records concerning the involvement of the GP 

and District Nursing service with William. There is evidence of both the CC and CM trying 

to resolve this but the Chronology shows very little about the role of managers in 

supporting or escalating matters between their other agency colleagues. 

58. There had been numerous delays at all stages and although there are some factors that 

have contributed to this, there was a general failure to monitor and manage the 

investigation to ensure that it was completed thoroughly and in a timely fashion. 

59. There was a lack of urgency in allocating the first safeguarding concern for investigation 

and once the case was allocated there were serious failings in managing the progress of 

the investigation. 

60. There was a failure by first line managers in the Safeguarding Team to sign off the 

investigation as having been completed. This almost certainly led to Mr Lawrence Senior  

making a complaint and the case’s subsequent escalation to the MP and Ombudsman. 

61. There was inconsistent and confusing communication with Mr Lawrence Senior about the 

progress of the investigation and later about the handling of his complaint. 

62. The two investigation reports went some way to answering the concerns raised but they 

lacked clarity of approach. There was no evidence of quality assurance by managers to 

ensure that the investigations were rigorous and thorough. 

63. There was a general failure to get an overview of the different issues and concerns that 

existed about the care home and William’s care while he was there.  

64. Control of the process improved to a degree once Mr Lawrence Senior had registered a 

complaint and the Corporate Customer Team took over the role of co-ordinating the 

response to the complainant. This also follows for the complaints to the local MP and 

Ombudsman. The overall time taken to process and respond to the complainant was 11 

months which is not acceptable and there were lessons to learn here about the need for 

better mechanisms for ensuring that complaints in complex cases are effectively managed 

and responded to. 

65. Communication with Mr Lawrence Senior could have been markedly better and the 

significant periods of inactivity almost certainly contributed to the escalation of the case to a 

complaint and subsequent involvement of the MP and Local Ombudsman. 
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Care Quality Commission (CQC) 

66. It is clear that for many months certainly in excess of 1 year the home was without a 

Registered Manager. It is a statutory requirement to have this position filled. The sustained 

period of noncompliance in this area would by most benchmarks to be an attributable factor 

to ensuring effective leadership and management. Furthermore the Regulator when re 

registering the Provider had the opportunity to apply further compliance leverage. Again 

when the Providers application was submitted no Registered Manager was in place. 

67. The level of non-compliance and repeated/sustained non-compliance should be specifically 

considered as a learning point when the regulator reviews their enforcement tolerances. No 

formal notices of non-compliance were ever issued. Almost certainly most perceptions 

would consider the noncompliance position on their second inspection in July 2009 as 

grounds for “raising the bar”. 

 

Mental Capacity 

68. Agencies considered in this review have all demonstrated that in 2009 they had not brought 

Mental Capacity and Deprivation of Liberty Safeguards into policy and practice in a 

meaningful way. This did not allow for William’s best interests to be considered as would 

now be the case. The Mental Capacity Act provides a framework to empower and protect 

people who may lack capacity to make some decisions for themselves. 

69. The Mental Capacity Act makes clear who can take decisions in which situations, and how 

they should go about this. Anyone who works with or cares for an adult who lacks capacity 

must comply with the MCA when making decisions or acting for that person. 

70. This applies whether decisions are life changing events or more every day matters and is 

relevant to adults of any age, regardless of when they lost capacity. 

71. The underlying philosophy of the MCA is to ensure that those who lack capacity are 

empowered to make as many decisions for themselves as possible and that any decision 

made, or action taken, on their behalf is made in their best interests. 

72. Recommendations across the agencies under this area are made. 

 

Concluding remarks 

73. All agencies have engaged with and co-operated with this Serious Case Review and 

supplied information which in many cases is self-critical and reflective. Recommendations 

from the agencies and from the Serious Care Review Panel have been assembled and 

referenced in the main body of the document. These have been also entered into an action 

plan monitoring tool which will be overseen by the Northamptonshire’s Adult Safeguarding 

Board. 
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Consideration of Inter-agency Lessons Learnt and Recommendations 

74. All of the individual agencies covered in this report, taken in isolation, suggest that there 

were deficits in the care provided to William at BWL. 

75. Poor communication and sharing of information between different professionals and 

agencies meant that this information was never brought together and analysed in a way 

that a complete picture of William’s care and treatment at BWL could be properly assessed. 

76. There is no evidence at the time that cross information sharing and care planning was 

undertaken between the DN team and CTPLD and associated specialist services. 

77. Equally across the other sectors involved in William’s care the sharing and care planning 

was not integrated or easily accessible by other parties involved in William’s care.  

78. The further integration of care planning across care agencies is a factor that the SCR Panel 

wishes to understand and have a base line audit established. 

79. There were a number of missed opportunities where individual professional assessments 

could have triggered a more comprehensive review of William’s needs. This in particular as 

William had mental capacity considerations. The absence of escalation policies in differing 

agencies was also not well developed and appears in the recommendation of this report.   

80. A variety of means to record information relating to William’s care and treatment was used 

by the different teams involved in his care.  The NHFT report could find no common, 

cohesive communication tool relating to William’s needs for use across all agencies.  This 

clearly interfered with information sharing between professionals and agencies. There was 

no central electronic recording system in place for all the professionals and differing 

organisations to use, and those that were in place in the organisations were not being used 

effectively at this time. The SCR Panel would want to see where agencies are with these 

issues and whether there was any progress in key health and social care agencies with 

these issues. 

81. It needs to be recognised by agencies that regard for record keeping and accounting for 

this by reference to the working day is not always understood and given priority. 

82. Risk assessment and risk management are reliant on up to date care plans. The absence 

of care plans in the CTPLD at the time made it difficult to assess what interventions were 

being offered and if they were successful in reducing and managing the risks associated 

with William’s care. The reviewers were told that at the time covered by this investigation, 

care plans were not used by the CTPLD. (All) 

83. Professionals are accountable for ensuring that communication takes place between 

agencies, in the interests of their patients. A Health Action Plan as recommended in 

‘Valuing People’ would have addressed this. Health action plans were not a practice issue 

as well developed or seen by the regulator as a factor to consider in 2009. It would be 

essential that Health Care Plans across agencies are implementing these practices 

including regulated care services. The SCR Panel would want to understand whether there 

has been any base lining or audit of the cross agency position. (All) 
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84. Complex cases where there are different sources of concern and a number of agencies 

involved should be subject to a multi-agency strategy meeting that is minuted and followed 

up once the investigation is underway. (NCC) 

 

Mental Capacity 

85. Agencies considered in this review have all demonstrated that in 2009 they had not brought 

Mental Capacity and Deprivation of Liberty Safeguards into policy and practice in a 

meaningful way. This allowed for William’s Best interests to not be considered as would 

now be the case. The Mental Capacity Act provides a framework to empower and protect 

people who may lack capacity to make some decisions for themselves. 

86. The Mental Capacity Act makes clear who can take decisions in which situations, and how 

they should go about this. Anyone who works with or cares for an adult who lacks capacity 

must comply with the MCA when making decisions or acting for that person. 

87. This applies whether decisions are life changing events or more every day matters and is 

relevant to adults of any age, regardless of when they lost capacity. 

88. The underlying philosophy of the MCA is to ensure that those who lack capacity are 

empowered to make as many decisions for themselves as possible and that any decision 

made, or action taken, on their behalf is made in their best interests. 

89. Recommendations across the agencies under this area are made. 

 

Multi-Agency Recommendations 

90. To review and improve multi-agency procedures for multi-agency Safeguarding 

conferences.  

 In particular, to recommend to the SOVA Board (SOVA) the development of  agreed 

single agency and multi-agency “triggers” to assist and guide staff for when a multi-

agency conference should be convened including  

91. Improved Information Sharing Across Statutory Agencies    

 To audit the use of existing information sharing protocols across statutory agencies 

and to identify any gaps in such protocols.  

 To include in this audit whether existing electronic information sharing systems 

across statutory agencies are being considered and details about where actions are 

being progressed. This to inform the cross agency strategic picture in order to ensure 

that the SOVA Board can establish what progress is planned and comment on 

developments going forward.  

92. Improving practitioner awareness of Regulatory limitations in care settings  

 Increasing practitioners’ awareness of regulatory constraints and Provider limitations 

to care needs and their delivery in care homes without nursing and care homes with 

nursing competencies as registered with CQC. 
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93. Safeguarding agency training and resultant practice - verifiably strengthening 

 There were a number of missed agency opportunities to make adult safeguarding alerts for 

William when there was a clear indication that it was appropriate to do.  

 

 SOVA Board needs to review how it obtains and measures practice information about 

how confident and competent frontline staff and managers across all agencies 

working with vulnerable adults. 

 In particular:  

o Escalation arrangements in their agencies and competencies in this regard 

including specific reference to capacity and consent linked to the Mental Health 

Act and DOLS. A questionnaire approach may be an option to consider led by 

the agencies themselves and reporting this information back to the Safeguarding 

Board for strategic oversight and reporting. 

 

 With this information to hand, the SOVA Board will be able to review the adequacy of 

existing learning and development activities (which are already evaluated for how good a 

learning experience they provide) and ensure that confidence with using adult protection 

procedures is matched by competency in doing so. In summary: 

   

 To consider the results of the most recent Adult Protection Training Audit   

 To undertake an anonymous and representative sample survey of operational staff 

and managers across all APC member agencies measuring people’s knowledge of 

existing adult protection procedures, confidence in using these procedures and 

feedback in doing so. 

 For each agency member of the SOVA Board to continue to bring a report to the 

SOVA Board detailing how it has embedded adult protection policies and practices – 

and to provide evidence of the effectiveness of their adult safeguarding work.  

 To convene an annual joint meeting of the Local Safeguarding Children’s Board 

(LSCB) and the SOVA Board (SOVA) in order to share best practice, compare 

systems and approaches, identify issues of common concern and interest and agree 

joint areas of development work. 
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Main Recommendations and Conclusions 

 

Northamptonshire Health Foundation Trust (NHFT) 

Recommendations 

 An individual key worker in the CTPLD should take responsibility for the care coordination 

and the development of integrated care plans when multiple disciplines are involved in the 

care of patients when they make internal and external referrals to other services.  

 Nursing competencies within the Northampton District Nursing team should be reviewed 

and lessons shared with the wider District Nursing Teams.  

 CTPLD and DN Team Leaders must take steps to ensure that the key workers 

communicate with carers appropriately about their relatives’ condition and prognosis. 

 The teams involved in the care of William should receive refresher safeguarding training, 

using this case as a case study. 

 When complaints are received where there is an inference of neglect, the Safeguarding 

process should be triggered. 

SCR Panel Additional Recommendations 

 Nursing training competencies should be reviewed to also be assured they understand the 

regulatory differences between care homes without nursing and those with those 

competencies and the implications of this difference for their practice. 

 Where in DN case allocation there are/is a client with mental capacity issues then particular 

attention should be given to whether care is suitable and sufficient and where they have 

concerns in this respect there is a procedure for escalation before it becomes a 

safeguarding concern. 

 There is a review of DN oversight not just in performance but regular formal supervision is 

ensured as a key organisational practice. This is audited and part of the reporting through 

Governance structures to Senior Management.  

 In end of life care circumstances in particular where a client is in a residential care 

environment and has limited or mental capacity issues then there should be a multi-

disciplinary meeting to ensure that all appropriate care arrangements have been 

considered fully. 

 

NHS Milton Keynes/NHS Northamptonshire  

Key Recommendations 

For Northamptonshire Healthcare NHS Foundation Trust: 

 The Trust’s own 5 recommendations arising out of its own IMR are repeated. 
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For Northampton General Hospital NHS Trust: 

 The Hospital Trust’s own 4 recommendations are repeated. 

For Continuing Healthcare: 

 Two of the teams own recommendations are repeated. 

 A third recommendation concerns clarity regarding who is the lead agency and the report 

goes on to stress this should include liaising with the care providers and having oversight of 

safeguarding and quality issues for the client/patient. 

For the General Practitioner Services 

 The GP’s own IMR report recommendation is repeated. 

Additional Recommendations from the Independent Clinical Reviewer 

Some of the recommendations were observations and have been redacted to sharpen their focus 

where that is possible. This is indicated after the recommendation for clarity. 

 The regular weighing of patients where nutritional status is a concern should be part of care 

planning and records kept. This recommendation was focused on NHFT and NGH Trusts. 

 When any patient is admitted with a learning disability as co-morbidity, the Trust’s learning 

disability nurse should be informed straightaway, (NGH). 

 Record-keeping in the district nursing service in particular was concerning. There were also 

gaps in other records. Staff need to understand that this is a core requirement of their 

employment and that sanctions will be used if members of staff continue not to ensure they 

keep accurate, contemporary and clear records of visits and decisions made on all 

patients. Redacted. 

 Electronic data records need to be given priority in respect to the system being available to 

all practitioners. This should assist in the sharing of records between the givers of care. 

Redacted. 

 The Department of Health's complaints procedures were updated and came into force on 1 

April 2009 awareness training needs to be in place to ensure complaints staff are up to 

date on current guidance. 

 The general practice staff should have a system in place to review prescriptions that are 

not collected and make a clinical judgement about actions required taking account of the 

particular vulnerabilities and health needs of the patient. 

 When problems surfaced regarding the care of William in the community setting and in the 

residential care home, including the delays in responding to referrals, delays in responding 

to prescriptions, and missing of appointments and revisits, staff should have refresher 

training in the critical clinical areas regarding their responsibility to refer problems to senior 

staff for action or support. Redacted. 

 The performance management of staff who are engaged in clinical practice in the 

community setting should be reviewed. Redacted. 
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  The lessons learnt from this particular review should be used to refresh and trained staff in 

improving communication and the importance of record-keeping. 

 

Continuing Health Care (CHC) 

SCR Panel Further Recommendations 

 Where the CHC Team request information that concerns a vulnerable adult such as William 

and this information is not forthcoming then every effort should be made to either follow this 

up or escalate the position to management or if information is putting the client at risk of 

compromise in their health and well being position report as a safeguarding concern. 

 Efforts should always be made where there are mental capacity issues to ensure the 

assessor is aware of any best interest guidance for the client. 

 Where there are mental capacity issues, unless there are specific exclusions subject to the 

family lead members should always be involved and consulted with. 

 For the key commissioning agencies involved there needs to be an escalation policy 

preferably jointly agreed in order that inertia for whatever reason in decisions reaching 

action can be escalated by concerned professionals involved. 

 The Adult Safeguarding Board considers the irregularities in the accounts of the Continuing 

Health Care Team report and Northamptonshire County Council’s report and the matter is 

escalated for review in an appropriate senior governance forum to be recommended by the 

Board. 

 

Northamptonshire County Council (NCC) 

Contract Monitoring 

 Where a contracted home persistently fails to meet its obligations there should be a clear 

route that the council follows in order to enforce compliance (an escalation policy). This 

should specify requirements, timescales and consequences of failure to comply and should 

be part of the legal contract signed by the council and the provider. 

 There needs to be clear communication routes for sharing information between different 

agencies and different arms of NCC. There should also be a forum for discussing provider 

services which appear to be failing so that their viability as contracted services can be 

examined with inputs from all relevant parties. This should be linked procedurally to the 

safeguarding policies and procedures in NCC. 

 The position of informing self-funders or their advocates needs to be also considered and 

appropriate means of ensuring either the individual or their representatives are aware of 

the Council’s concerns and interventions; respecting the balance that needs to be struck 

between the Councils safeguarding role and duty of care with actions prejudicing the 

livelihood and reputational interests of a Care Provider. 
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Care Management 

 Where a review identifies the possible need to move an individual who does not have 

mental capacity and there is an emerging conflict with the person’s family then advice 

should always be sought from a senior manager and consideration given to whether there 

may be a conflict of interest between the needs of the individual and their relative(s). This 

should include consideration of mental capacity and whether the individual requires a 

separate independent advocate. The outcome of these discussions should be clearly 

recorded on the case file. 

 

Safeguarding 

 There needs to be significant improvement in the process for tracking the progress of 

investigations carried out by the Safeguarding Adults Team. This should include clear 

timescales for each stage of the process and a system for “flagging” cases that fall outside 

of the timeframe. 

 Apart from straight forward low level concerns there should always be an investigation plan 

that is drawn up by the worker and agreed by the supervisor/manager. This should include 

arrangements for keeping referrers and interested parties informed of progress throughout. 

 Managers should ensure that all active investigations are discussed in supervision and that 

where obstacles occur these are escalated if they cannot be resolved by the worker or 

manager. The supervisor/manager should ensure that all reports are quality assured and 

signed off immediately after completion. 

 Complex cases where there are different sources of concern and a number of agencies 

involved should be subject to a multi-agency strategy meeting that is minuted and followed 

up once the investigation is underway. 

 The SOVA procedures need to be checked to ensure that they refer to any party being able 

to request this multi-agency meeting. 

 

Mental Capacity  

 Where there is evidence that an individual may lack the capacity to give a view about an 

important decision, this should be assessed and consideration given as to whether there is 

a need for independent advocacy. 

 

Internal NCC arrangements for handling complaints and investigations 

 Managers within the different arms of NCC should jointly consider whether there is clarity 

about roles and cross-over when concerns are raised about individuals or standards in 

residential care. This could be done through a short one-off piece of work. If there is a need 

for clarity that would help to ensure that there is “joined-up” working then this should be 

provided either through some form of guidance or a joint seminar for staff. This should be 
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completed within 3 Months of the completion of this report through its approval stages at 

the Safeguarding report. 

 

Actions Taken to date by NCC 

 In the spring of 2011 another IMR relating to a man (MC) identified a number of issues that 

are also relevant to this IMR. As a result a number of actions were taken by NCC and these 

are listed below. 

 The Northamptonshire Inter-Agency Safeguarding Procedures have been revised (issued 

November 2010) and now provide a clearer procedural framework for managing 

safeguarding cases.  

 Additionally in June 2010 threshold criteria were introduced and a screening process using 

these criteria included in the procedures. This allows cases to be screened and weighted 

for complexity. Within the Safeguarding Team the person with the case lead role is 

identified for each case and Principal Care Managers prioritise and track cases. 

 A new template for strategy meetings has been developed and implemented which 

specifically covers what needs to be considered and agreed at Strategy Meetings. 

 For cases that are handled outside of the Safeguarding Adults Team, either by other 

agencies or other NCC teams, there is a tracking process that throws up warnings after 21 

and 28 days if cases are not completed. These warnings continue until the cases have 

been signed off. This system does not currently extend to cases where the Safeguarding 

Adult Team leads although they are picked up through case discussions in supervision.             

A recommendation to include tracking of Safeguarding Adults Team cases is 

therefore made in accordance with the above. 

 The latest NCC Safeguarding Vulnerable Adults’ inter-agency procedures include a section 

on resolution of professional differences (15.1) and the process by which staff are 

encouraged to take action if they feel that they are being “blocked” by managers or others 

is included in the supervision procedure. The same message has been given by 

management to staff informally but this may not be sufficient and a recommendation about 

putting this clearly in writing to staff forms part of the recommendations from this report. 

 The SOVA Board now has a standing SCR sub-group chaired by the Board’s Deputy Chair. 

This provides a regular forum for consideration of possible SCR cases using the existing 

procedure on SCRs. 

 

Other Actions Taken by NCC to improve internal and inter-agency working 

 In July 2011 Health and Social Care colleagues in Northamptonshire implemented the DoH 

guidance on ‘Clinical governance arrangements in Health for Serious Incidents, Complaints 

and Safeguarding Notifications’. This guidance seeks to underpin the existing threshold 

criteria introduced in June 2010 with a focus on proportionality, transparency and 

partnership. This framework provides clear guidelines for a multi-agency approach to 

complex cases avoiding duplication of process whilst seeking to aid good communication, 
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terms of reference and timescales. The oversight and governance of such cases are 

managed by NHS Northamptonshire and the SOVA Board SCR sub-group. 

 

 In July 2010 a joint escalation policy was written and agreed by all key agencies. The 

guidance creates a multi-agency framework where the contract monitoring process 

identifies concerns about the management and operation of a care home and therefore its 

suitability to care for service users. This involves a process that brings together information 

from all agencies that have placements in that home and CQC. This process will then 

ensure that it is safe for residents to remain in the home and that steps are taken to rectify 

the areas of concern. 

 

 A scheduled monthly Information Sharing meeting hosted by NHS Northamptonshire has 

been in existence since 2011. This is a forum for all operational staff involved with 

domiciliary and home care providers to share information, concerns and monitor themes. 

 

 NHSN and NCC hold joint meetings with families and residents when there are concerns 

about a care home. CHQM Team write to all GP’s seeking their views of the service 

provision prior to undertaking a monitoring assessment. 

 

 A Mental Capacity Act (MCA) training module has been in place for all staff since 2009.  A 

new e-learning package was commissioned in 2012 which is available for all, including 

Private, Voluntary and Independent (PVI) sector.   

 

 MCA practice guidance and toolkit is in place to put support staff with assessment and 

decision making. This also includes guidance on capacity and consent. A DoH audit was 

undertaken in 2011 and the findings from this will focus on further training for staff which 

will look particularly at Best Interests Assessments, a “refresh” of the existing assessment 

toolkit and how to record decisions accurately. Planning is underway to repeat the audit in 

2012 with all key agencies.  

 

 The client database and the supporting assessment and review documents were amended 

in 2011 to ensure that capacity and consent is a consideration in all assessment activity. 

 

 In September 2010 Protection plans for all individuals subject to a safeguarding 

investigation became mandatory. In cases related to service provision such as care homes 

there is a further requirement to assess level of risk to other customers/residents who are 

in receipt of the service but not subject to an investigation. 

 

 Since 2010 all complex cases (level 3 and above) are routinely subject of a case 

conference. Case conferences are used during and at the end of the investigation to 

discuss progress, feedback the conclusions of the investigation and report the outcomes to 

all those who have been involved. 

 

Serious Case Review Panel Additional Recommendation 

 Contract monitoring staff need to be clear that when they hear from senior staff in care 

homes as is the case in this review, serious concerns regarding whistle blowing, that 

immediate actions linked to safeguarding are triggered. 
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Care Quality Commission (CQC) 

Recommendations for Action 

 CQC have not identified any specific actions for improvement. 

 

SCR Panel Observations 

 It is clear that for many months if not years the home was without a registered Manager. 

Firstly it is a statutory requirement to have this position filled. The sustained period of 

noncompliance in this area would by most benchmarks to be an attributable factor to 

ensuring effective leadership and management. This was not acted upon adequately. 

Furthermore the Regulator when re registering the Provider had the Opportunity to apply 

greater leverage. Again when the application was submitted no Registered Manager was in 

place. 

 The regulator has also indicated that they do not hold records of the safeguarding 

notifications and that their current system requires information to be redacted once a 

safeguarding referral has been made and satisfactory evidence of action taken received 

from either the local authority or the provider. This is taken to mean that sources of 

information are edited into one entity and therefore established in a format for historical 

generic referencing rather than specifically carrying detail regarding individuals. 

 The regulator also indicated in their evidence that during their compliance review in 

January 2011. Berrywood Lodge had continued to restrict the number of people living at 

the service to 15 residents. 

 

SCR Panel Recommendations 

 It is recommended that the Regulator considers whether its system of holding safeguarding 

records and redaction procedure requires revision as the Regulator struggled for detail in 

discussing these issues with the SCR Panel. 

 It is recommended that where there are sustained periods where a care home does not 

have a registered manager that the regulator considers enforcement action at an earlier 

stage than was apparent in this case. 

 The level of non-compliance and repeated/sustained non-compliance should be specifically 

considered as a learning point when the regulator reviews their enforcement tolerances. No 

formal notices of non-compliance were issued between the periods between September 

2008 - January 2009. Almost certainly most perceptions of the position would consider the 

non compliance position on their second inspection in July 2009 as grounds for “raising the 

bar”. 
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East Midlands Ambulance Service (EMAS) 

 Lessons Learnt were identified and implemented by the organisation. 

 No further recommendations were made from the SCR Panel. 

 

Berrywood Lodge (Minster Care) 

Recommendations  

 Pathways Care Group to ensure that comprehensive systems are implemented. This is, 

key working, training, induction and interagency communication and that these are 

monitored and maintained. 

 Pathways Care Group need to ensure that their policies and procedures and general 

documentation is reviewed to ensure fit with best practice. 

 Pathways Care Group should ensure that quality monitoring arrangements are prioritised 

for services known to have compliance or quality concerns. 

 Pathways Care Group should ensure that any future service acquisitions are subject to 

rigorous quality assessment and close monitoring. 

 As part of any future acquisition concerns with quality are detected, consideration should 

be given to what measures will be put in place to ensure concerning practices are not 

continuing. 

 Pathways Care Group should review their safeguarding training and processes to ensure 

that any allegations concerning lack of financial support from families is formally raised and 

addressed. 

 Pathways Care Group should identify and record senior management contact details for 

partner agencies. Make this information available to staff so that escalating concerns about 

practice or delays in the provision of services can be more appropriately escalated. 

 

Key Additional SCR Recommendations 

 It is acknowledged that the Pathways Care Group has learnt lessons and identified these in 

their IMR report together with specific examples of where changes have been made to 

improve procedures, practices and service delivery. Further recommendations are made as 

follows: 

 Pathway Care Group should introduce an audit of the clients it has in its care settings to 

ensure that their dependency and care needs are not in breach of their registered 

conditions. 

 The regulation 10 Outcome 16 requirement to conduct monthly monitoring and quality 

checks on its registered services incorporates within its format specific reference to the 
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dependency of clients and those whose condition is of concern highlighted for specific 

discussion. 

 Where in the future service users are being accommodated in the care home and it is clear 

that a review of their care has not been undertaken regularly by the placing authority as 

agreed at placement inception; or the client’s needs deteriorate significantly, either mentally 

or physically they are formally referred to the placing authority for review. This referral 

needs to be formally communicated. 

 Where a review connected with the previous bullet point above is made and a response 

from the placing authority is not readily forthcoming then this should be formally escalated 

to the authority and if need be reported to the Regulator as an incident affecting the health 

and welfare of the client. 

 

Northampton General Hospital 

Recommendations 

 Accident and Emergency Care pathway: - developed to identify people with a learning 

disability at the earliest opportunity and to enable reasonable adjustments to be made. 

 Communication Passports: - development of communication sheet/passports, providing 

essential information about the patient has been developed and implemented. This 

information will ensure staff are aware of the patient needs. Care and treatment plans can 

be formulated using the information provided. 

 Carers Policy: - Development of Carers policy to support both formal and informal carers.                            

 Patient Experience: - To ensure that patients with learning disabilities and/or their carers 

are informed and participate in patient satisfaction survey.  Development of resource/tools, 

with reasonable adjustments so that patient’s experiences within NGH are recorded. 

 

Key SCR Recommendation 

 The guidelines on referral to Safeguarding and to the Coroner need to include more 

specific reference to neglect. 

 

General Practitioner IMR 

 None are identified in the GP’s own IMR. 
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Multi-Agency Recommendations 

To review and improve Inter-agency Procedures for inter-agency Safeguarding 

conferences 

 In particular, to recommend to the SOVA Board (SOVA) the development of agreed single 

agency and Inter-agency “triggers” to assist and guide staff for when inter-agency 

conference should be convened including:  

 

Improved Information Sharing Across Statutory Agencies    

 To audit the use of existing information sharing protocols across statutory agencies and to 

identify any gaps in such protocols. 

  

 To include in this audit whether existing electronic information sharing systems across 

statutory agencies are being considered and details about where actions are being 

progressed. This to inform the cross agency strategic picture in order to ensure that the 

SOVA Board can establish what progress is planned and comment on developments going 

forward. 

 

 For agencies to consider the extent that they use activities such as supervision or one to 

one sessions in their agencies formally and the degree to which this covers safeguarding 

areas and concerns.  

 

Improving practitioner awareness of Regulatory limitations in care settings  

 Increasing practitioners’ awareness of regulatory constraints and Provider limitations to 

care needs and their delivery in care homes without nursing and care homes with nursing 

competencies as registered with CQC. 

 

Safeguarding agency training and resultant practice - verifiably strengthening 

There were a number of missed agency opportunities to make adult safeguarding alerts for William 

when there was a clear indication that it was appropriate to do.  

 SOVA Board needs to review how it obtains and measures practice information about how 

confident and competent frontline staff and managers across all agencies working with 

vulnerable adults. In particular;  

o Escalation arrangements in their agencies and competencies in this regard including 

specific reference to capacity and consent linked to the Mental Health Act and DOLS. 

A questionnaire approach may be an option to consider led by the agencies 

themselves and reporting this information back to the Safeguarding Board for 

strategic oversight and reporting. 



24 

 

With this information to hand, the SOVA Board will be able to review the adequacy of existing 

learning and development activities (which are already evaluated for how good a learning 

experience they provide) and ensure that confidence with using adult protection procedures is 

matched by competency in doing so. In summary:   

 To consider the results of the most recent Adult Protection Training Audit   

 To undertake an anonymous and representative sample survey of operational staff and 

managers across all APC member agencies measuring people’s knowledge of existing 

adult protection procedures, confidence in using these procedures and feedback in doing 

so. 

 For each agency member of the SOVA Board to continue to bring a report to the SOVA 

Board detailing how it has embedded adult protection policies and practices – and to 

provide evidence of the effectiveness of their adult safeguarding work.  

 To convene an annual joint meeting of the Local Safeguarding Children’s Board (LSCB) 

and the SOVA Board (SOVA) in order to share best practice, compare systems and 

approaches, identify issues of common concern and interest and agree joint areas of 

development work. 
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Glossary 
 

NCC Northamptonshire County Council 

BWL Berrywood Lodge (Minster Pathways) 

CHC Continuing Health Care 

NHfT Northamptonshire Healthcare NHS Foundation Trust 

CQC Care Quality Commission 

SCR Serious Case Review 

EMAS East Midlands Ambulance Service NHS Trust 

IMR Independent Management Review 

SOVA Northamptonshire Safeguarding Vulnerable Adults Board 

NGH Northampton General Hospital NHS Trust 

NHSMKN NHS Milton Keynes and Northamptonshire (Primary Care Trust) 

PCT Primary Care Trust (NHS Milton Keynes and Northamptonshire) 

CTPLD Community Team for People with Learning Disabilities 

DN District Nurse 

OT Occupational Therapy 

CC Care Co-ordinator 

CM Care Manager 

MP Member of Parliament 

MCA Mental Capacity Act 2007 

DoLS Deprivation of Liberty Safeguards 

LSCBN Local Safeguarding Children’s Board Northamptonshire 

DoH Department of Health 

QMT Quality Monitoring Team 

PVI Private Voluntary and Independent sector 

APC Adult Protection Committee 
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