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Introduction 
 

1.1      This is a brief anonymised summary of a fuller report commissioned by 
Worcestershire Safeguarding Adults Committee which oversees the 
implementation of Worcestershire’s Vulnerable Adults Protection Policy. 
 

1.2      The report summarises the work of a Serious Case Review Panel. 
 

1.3      The Panel was established following the death of Adult X (who will be 
referred to as “X” throughout this report) whose body was discovered on 
April 23rd 2008.  

 
1.4      X was a person with severe learning disability who received a range of 

health and social care services.  In the terms of the Worcestershire 
Vulnerable Adults Protection Policy, he was a “vulnerable adult”. 

 
1.5      The Serious Case Review Panel, chaired by an independent chairperson 

was established to review the circumstances of X’s death to establish 
whether there were lessons to be learnt about services provided which 
might improve them for the future.  It covered the period from April 2002 to 
April 23rd 2008. 

 
1.6      The Serious Case Review Panel included senior representatives from 

each of the Agencies with responsibility for arranging or providing services 
to X. That is , Worcestershire County Council Children’s Services, 
Worcestershire County Council Adult and Community Services 
,Worcestershire Primary Care Trust, Worcestershire Mental Health 
Partnership NHS Trust, Worcestershire Acute Hospitals NHS Trust. The 
Panel was also supported by a representative from West Mercia Police 
and the Adult Protection Coordinator for Adult and Community Services. 
Some individual close family members made observations for the benefit 
of the review through a meeting with the Independent Chairperson. 

 
1.7      Individual Agency reviews were conducted separately by these 

representatives (who themselves had had no previous responsibility for 
the services under consideration). The final report, of which this is a 
summary, brings together those individual reports. They are the basis for 
the overview of what took place, and the conclusions and 
recommendations. 

 
1.8      Serious Case Reviews are separate from criminal or disciplinary 

investigations and are not designed to apportion blame. 
 
 

2. The Facts as they were known to Services 
 

2.1      X was well known to local services for many years and lived. During the 
period under review he lived at home with his mother, step-father and 
three half-brothers.  He was born with severe learning disabilities relating 
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to chromosomal abnormality.  Throughout his life he was unable to talk or 
care for himself and he suffered from epilepsy. 

 
2.2      As a child, X received schooling in a Worcestershire school specialising in 

care for children with a learning disability and he also received respite 
care. At that time he received specialist medical care from a Consultant 
Paediatrician. 

 
2.3      X continued to require residential and day care as he became an adult and 

this was commissioned by Worcestershire County Council on his behalf 
from local providers. The care package agreed for him included, day care 
on four days per week, and respite care on one night per week and one 
weekend in four.  Whilst responsibility for management of his epilepsy had 
earlier been transferred to a Consultant Psychiatrist, X was discharged 
back to the care of his GP for this purpose in July 2005. 

 
2.4       During the second half of 2007, X ceased attending one of his day care 

placements.  By November 2007 his attendance at his second placement 
had reduced.  In addition, members of staff were concerned at his 
apparent weight loss. A senior staff member at the Respite unit has stated 
that, as he was concerned at this weight loss when he saw X on 
November 20th, he contacted X’s mother.  X did not attend either 
placement after November 20th 2007. 

 
2.5       Nearly three weeks later, after senior staff from the two day / respite 

providers had discussed their concerns they decided to report them to the 
Learning Disability Team. On December 19th 2007 these concerns were 
formally reported to a senior member of  the Learning Disability Team – a 
multidisciplinary professional team responsible for commissioning services 
to meet X’s needs. This was the relevant team for action under the 
arrangements for Adult Protection 

 
2.6      No action was taken by this representative of the Team until January when 

phone calls were made to his mother who was X’s main carer.  She 
reassured the team member that X would be taking up his place again. 

 
2.7      In the event X did not attend again.  On March 19th 2008 the same 

representative of the Team made a visit to X’s home but again was unable 
to see X. This was followed by a further visit on April 4th at which the 
worker spoke to X’s mother.  Subsequent efforts were made to establish 
X’s condition and whereabouts.   

 
2.8      On April 23rd 2008 X’s body was discovered in the back garden of the 

family home.  He had been dead for some time.  This followed the 
discovery of the body of X’s mother on April 21st elsewhere. 
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3. Key Findings of the Review 
 

3.1      The evidence considered by the Review Panel suggests that services 
provided to X as a child were of a good standard.  This included 
educational, respite and medical support to him and his family.  There was 
also evidence that review processes undertaken by responsible agencies 
were effective and that there was good communication between 
professionals, different agencies and X’s family.   

 
3.2      Transitional arrangements for planning for X’s needs as an adult and the 

commissioning and provision of a package of day and respite care were of 
a good standard and appropriate.  Similarly proper arrangements were 
made for the transfer of responsibility between Paediatrics and Psychiatry 
for the ongoing management of his epilepsy and related specialist heath 
needs.    

 
3.3       However, once the package of adult day and respite care services were 

established for X, professional staff with a responsibility for his ongoing 
health and social care (with the exception of direct day and respite carers) 
gradually lost touch with him.  Increasing reliance was placed on reports 
from his mother rather than direct assessment of his ongoing needs.   

 
3.4      This acceptance of X’s mother as the main and, latterly, only source of 

information about his wellbeing is understandable.  Contact with X’s family 
had throughout his life been largely through his mother and her devotion to 
X was documented across a range of services from his childhood 
onwards.  However, it meant that professionals fell short of expected 
standards of assessment and review of his needs. 

 
3.5      A number of concerns about services have been identified:  

 
• The Learning Disability Team responsible for planning, reviewing 

and commissioning his care appeared not to have carried out any 
review of X’s needs from October 2005.  This was in breach of 
statutory guidance, which requires at least annual reviews. 

• X was not seen by his GP for review in relation to his anticonvulsant 
medication from 2004 onwards although repeat prescriptions were 
issued.  This is in breach of the local guidance on repeat medication 
in effect at the time. 

• X was in receipt of continence products.  However, following his 
transfer to Adult Services, no review of his requirements was 
undertaken despite a local policy which requires annual review. 

• The Review found no evidence that X’s mother was informed of her 
rights to request a carers assessment.  This is in breach of a 
statutory requirement. 

 
There is no way of establishing whether these failures had an impact on 
the eventual outcome.  However, they suggest that despite being a 
vulnerable adult, X became less ‘visible’ to those with responsibility for 
him and thus opportunities were lost for picking up any potential concerns.  
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Again, the direct providers of day and respite care are an exception in this 
respect.   

 
3.6      The Review established that a number of key staff groups had not been 

trained in relation to the policy and procedures relating to Vulnerable 
Adults.  Day and Respite care staff and the Learning Disability Team had 
however received training.   

 
3.7      The Review noted that there was a delay between the identification of 

concerns by the respite unit staff and their decision to report those 
concerns. Further the actions of the Learning Disability Team Social 
Worker to whom the concerns about X were reported were not consistent 
with the Worcestershire Policy and Procedures for the Protection of 
Vulnerable Adults: 

 
• No proper written records of the meeting at which concerns were 

reported have been discovered. 
 

• No action plan was agreed other than that the Social Worker would 
follow up the concerns. 

 
• No action was taken from the meeting on December 19th until 

sometime in late January when the Social Worker contacted X’s 
mother by telephone. 

 
• No action was taken to contact either X’s GP or his natural father to 

attempt to assess the risk factors identified. 
 

• No action was taken to attempt to see X directly until March 19th 
despite the fact that he had not been in contact with services since 
November 20th 2007. 

 
 
 

4. Conclusions and Recommendations 
 
 
4.1      X died in circumstances which are likely to remain unclear. It is unlikely 

that it will ever be possible to demonstrate that any of the concerns 
identified had a direct bearing on the tragic outcome.  However the Review 
findings suggest a widespread lack of understanding of the philosophy of 
the Policy for the Protection of Vulnerable Adults.  Vulnerability is about 
the potential for harm arising usually from the reduced ability of an 
individual to speak for themselves.  In this context, regular reviews of 
health and care can serve the function of positive monitoring of risk.  
Where concerns arise, however low level, they should be properly 
assessed in a rigorous way.  

 
Concerns about professional performance of some staff were identified by 
the management reviews. These have been referred back to the relevant 
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employing organizations for consideration of further action. The Serious 
Case Review Panel also made a number of suggestions in relation to 
policies or standards that might benefit from review.   The 
recommendations below seek to address the lessons which have emerged 
from the Review. 

 
4.2      Those responsible for training of staff in respect of these issues should 

consider the following : 
 

• Training for professional staff should emphasise how everyday 
good practice supports an effective Vulnerable Adults Protection 
Policy. 

 
• Training should emphasise that concerns or anxieties about a 

vulnerable adult should be reported immediately however ‘low level’ 
or uncertain. 

 
• Training should emphasise that those responsible for action under 

the Procedures for the Protection of Vulnerable Adults must make 
an adequate and rigorous assessment of reported concerns within 
the time scales set down. 

 
• Training should emphasise the importance of effective recording of 

meetings and action taken. 
 

4.3      Individual agencies who are signatories to the Worcestershire Vulnerable 
Adults Protection Policy and Procedure should review their arrangements 
for ensuring staff are appropriately trained and competent to deal with 
issues relating to Vulnerable Adults. 

 
4.4      Individual agencies should review a number of areas of concern identified 

in this Review in relation to professional practice: 
 

• The Local Authority should ensure that the Learning Disability Team 
reviews cases annually. 

 
• The Local Authority together with the Primary Care Trust and the 

Mental Health Partnership Trust should review the functioning of the 
Learning Disability Team to ensure that they provide real co-
ordination of care based upon effective assessment. 

 
• The Local Authority should ensure that all carers are informed of 

their right to a carers assessment. 
 

• The Primary Care Trust should monitor agreed arrangements for 
managing repeat prescribing of medication and particularly to 
vulnerable adults. 
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• The Primary Care Trust should ensure there are timely 
arrangements in place for the regular reassessment of continence 
needs of adults with learning disability in receipt of this service.  


