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Executive Summary 

Serious Case Review regarding the cases of Mr A and  Mrs B 
 
These cases were referred to the Serious Case Review Panel having previously 
been the subject of inquests in the Coroner’s Court. The cases indicated failures in 
the service and in its links with the district nursing staff. 
 
Kent and Medway Safeguarding Adults Board operates two distinct but parallel 
processes 
 
In relation to individuals  In relation to services 
A system of individual referrals (alerts) 
followed up by investigation/ assessment 
and case conferencing with a view to 
safeguarding the vulnerable adult and 
managing his or her future safety, 
support and redress.  

A system of “flags” indicative of the risk 
posed by a failing service, designed to 
trigger corrective action from service 
providers, and to inform those 
responsible for making placements: this 
might also lead to suspension of the 
contract pending measurable and 
sustained improvements in practice. 

 
One or both of these indicators may take precedence during an investigation of 
concerns, depending on the circumstances of each case and the nature of the 
problems that have been articulated or discovered during the process of investigation. 
 
The flags signifying risk at service, as opposed to individual, level are applied as 
follows 
Level 1: an adult protection case is being assessed/ investigated but there is 
currently no evidence that other service users are at risk. 
Level 2: an adult protection case is being assessed/ investigated and it is possible 
that other service users may be at risk of significant harm due to abuse, or poor 
practice. Some or all service users are being assessed in relation to these concerns. 
Level 3: an adult protection case is being assessed/ investigated and there is 
evidence of significant risk to other service users due to abuse or poor practice. No 
new placements should be made until the issues have been resolved.  
 
This system works alongside, and in parallel to, the system of regulation that is 
operated by the Commission for Social Care Inspection (CSCI),  (reorganised into 
the Care Quality Commission from April 2009), that has powers to inspect and 
monitor standards and draw on the ultimate sanction to decide whether a home 
should remain open for business or not. Clients who are paying for their own 
placements can decide independently whether or not they wish to move into a 
particular care home and have access to CSCI’s independent inspection reports to 
aid them in their decision-making.   
 
This dual approach lies at the heart of safeguarding work. Individual staff are charged 
with working safely within their professional remit and level of expertise. 
Organisations are responsible for creating the conditions for this safe practice to take 
place and have a duty of care at a corporate level for doing so. Individuals cannot, 
and should not, be indemnified for individual acts of cruelty, negligence or neglect but 
neither should they be scape-goated, or treated punitively, for breaches that have 
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arisen out of bad or absent management; lack of training, staff resources, guidance 
or supervision.  
 
Safeguarding interventions need to be seen to be fair and proportional for the 
integrity of the process to be maintained: if it is seen to be unfair then alerters will not 
make timely referrals or cooperate with investigations. Hence it is vital that abuse is 
investigated at the right level, and that corporate entities, as well as individual 
perpetrators, are held to account. This dual focus should also be held carefully in 
mind in designing preventative strategies, balancing organisational initiatives such as 
quality improvement programmes and enforcement action, with continuous 
professional development, supervision and prosecution or disciplinary action taken 
against individual wrong-doers.    
 
The frequency of regulatory activity is based on an overall assessment or benchmark 
of the adequacy of the service. Safeguarding and other quality assurance indicators 
would determine this.  
 
 
CSCI were not called to give evidence at the Coroner’s Court in relation to the first 
case even though they were the final arbiter of the home’s fitness as a service 
provider, but they were called to the inquest held in relation to the second person 
whose care was deemed inadequate. It seems as if there was some confusion about 
these processes and the protocols governing each in the way the cases were dealt 
with and subsequently discussed in the Coroner’s Court.  

A brief outline of the cases 

The vulnerable adults 
Case 1 involved Mr A an older man with a history of Parkinson’s Disease who, after 
receiving respite care several time was admitted to Residential Home 1. At the time 
of admission he had no skin care problems but he was unfortunately injured as result 
of being left sitting next to an unguarded radiator that was faulty and dangerously hot.  
He was taken to the A&E Department and later saw a District Nurse who assessed 
him as having a high risk of developing pressure sores. There were delays in 
ordering pressure relieving equipment, collecting special dressings that were 
prescribed or seeking expert advice. He was then transferred to another home 
(Residential Home 2) but the hand-over was not well coordinated and DN records 
were not transferred with him, so that his wounds continued to trouble him and he 
became emaciated and unwell: the pressure sore that had previously developed 
worsened. As he became more unwell and dehydrated; he either refused or was not 
administered his medication for Parkinsons, record-keeping was patchy and he was 
eventually admitted to hospital in a very poorly state six weeks later by which time his 
pressure sore was assessed as having reached grade 4. 
 
The second case concerned Mrs B an older woman, living in Residential Home 2 
who had dementia and towards the end of her life became bed-bound; she also 
developed pressure sores that became infected, received inadequate pain relief and 
suffered unnecessarily. Her situation was of particular concern as lessons should 
have been learned by Residential Home 2 after the death of the first client just 8 
months previously. 
 
An anonymous whistle-blower sent letters and photographs suggesting that the 
quality of care at Residental Home 2 was below standard. This was forwarded to 
the Home manager for internal investigation when it might have been more 
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appropriately viewed as the plea of a whistleblower for external involvement 
and scrutiny.  
 
The adult protection alert, raised by the District General Hospital at the time of the 
first admission, led to the contract being suspended by Kent County Council and 
placements were stopped for a period of 3 months.  The quality of care in Residential 
Home 2 were summed up in the following terms,  

“Serious failings were found …There was no wound assessment or 
evaluation. Records of dressings were intermittent and inconsistent. 
Documentation was generally poor with little evidence of what care had been 
given. Fluid balance charts were kept (though poor) but these were not acted 
upon”. 

Main points emerging from reports 
1. A number of factors linked, and/or emerged from these two occurrences 
2. High risk scores on the Waterlow scale that predicts susceptibility to pressure 

sores did not trigger timely or appropriately skilled nursing care for these two 
patients. 

3. Equipment was not sourced for the vulnerable adults concerned as soon as it 
became necessary. 

4. Prescriptions were not collected quickly enough from the pharmacy 
5. Record keeping and transfer of care was not consistent or complete: there 

was evidence that staff had language problems and that new staff had not 
undergone proper induction in order to work within agreed record-keeping 
protocols.  

6. Important medical information including the fact that a patient was allergic to 
certain sorts of dressings was not noted on his records  

7. There was confusion about the threshold at which the vulnerable adult’s 
condition should have signalled a transfer of responsibility from residential to 
nursing home care 

8. There was confusion about when input from district nurses should have been 
sought and/or a consultation with a specialist tissue viability nurse arranged 

9. Adult protection alerts were not raised on these individuals until after they had 
died,  

10. CSCI were in receipt of anonymous letters and photographs which were 
immediately referred back to the home and its management for an internal 
investigation  

11. The CSCI representative did not attend planning meetings and there seems 
to have been some confusion about the distinct roles of the regulator and the 
commissioning arm of social services. 

12. Concern about the conduct of the cases did not lead to appropriate forms of 
governance and inquiry: a serious untoward incident review was not held until 
after the inquest. 

• The coroner’s review seemed not to single out the different and 
complicated interface between agencies concerned in the care of 
these two older people, leading to a blurring of the distinct 
responsibilities of the homes, the NHS, social care staff and the 
regulator.   

13. There was a level of inconsistency in these hearings as to whether the 
regulator should have been called to give evidence at the Coroner’s Court, 
reflecting perhaps a lack of awareness of the regulatory framework and 
structure. 
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14. Police were appropriately consulted as to whether charges should be brought 
against individuals a corporate body in relation to either of these deaths but it 
was decided not to take either forward.  

 
 
Details of the cases were established at the inquest and action plans drawn up in 
response to the Coroner’s reasoning. This review was carried out to see whether 
organisational learning had taken place as a result of these deaths, and if so whether 
safeguards proposed in the wake of the Coroner’s findings had actually been 
implemented and sustained.  
 
Many improvements were made under the aegis of a strategic multiagency group 
that met monthly until all the objectives were met or were in the process of being 
accomplished and this group aimed to ensure continuity by handing over 
responsibility for outstanding issues to the Chair of that group who is the Clinical 
Services Manager. However, there is no group that oversees the interface between 
residential and nursing homes, GP’s, pharmacists and the PCT around these issues. 
There have been some strategic meetings around quality assurance but these were 
put on the back burner during the recent reorganisation. More local quality assurance 
meetings did continue.  
 
The serious case review panel were not entirely satisfied that these meetings should 
have been suspended since a number of the key recommendations that were made 
at the time had still not been operationalised.  
A specialist tissue nurse had not been appointed despite three attempts to recruit to 
the post, but an expert supervisor has been commissioned to support staff in this 
work. A number of workshops on wound care were held  for community nurses and 
approximately 24% of nurses in the locality received this training. Training sessions 
were also held at Residential Home 2 on accountability, leg ulcers, and wound care. 
Staff and management from the home were invited to attend the East Kent Practice 
Development Group that is convened monthly by the Lead Clinical Nurse for Older 
People and which involves other agencies including Adult Social Care, the Acute 
Trust and CSCI (now CQC). This goes some way towards ensuring that community 
nurses are skilled in dealing with pressure sores and in passing on their knowledge 
to unqualified staff. 
Care homes rely on written information in care plans and policy documents, to steer 
care staff in their daily practice, to provide prescriptive guidance about such issues 
as medication, use of control and restraint, and to create a written log that sustains 
continuity in care. Policy documents also set limits around their interventions. It is 
possible that in this care home there were problems with literacy and some staff were 
not proficient in English: management should have made provision for them to attend 
literacy classes, or underpin their practice by taping key policy documents, making 
clear English summaries, or arranging one-to-one supervision at which these 
important documents are regularly read, explained and clarified. The management 
should otherwise be held to be negligent because they have not sufficiently informed 
their staff of the nursing requirements for individual residents, nor of the 
accountability framework within which care staff carry out their duties.    
 
Workers in the social care sector have access to subsidised “English as a second 
language” (ESL) courses via local further education colleges funded by the Learning 
Skills Council. There is also a national strategy for the improvement of “Skills for life” 
education opportunities within the social care sector, -this is based on a government 
initiative and includes a wide range of skill development including ESL. 
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There have been developments related to the use of risk warning flags. In the past 
serious concerns about poor practice within a home led to safeguarding alerts being 
raised for one or more residents. This was often done to mandate the use the multi-
agency adult protection arrangements, and to facilitate the sharing of information and 
joint working with other agencies and services to address the concerns. This was 
entirely appropriate if the resident(s) had indeed been abused or were a serious risk 
of abuse but was not an appropriate use of the AP process where the issues were of 
a more general /contractual nature. 
 
The development of the “Quality in care” agenda, that is  being supported by all 
health and social care practitioners, has made it possible to address poor practice 
without resorting to individual safeguarding investigations unless abuse is uncovered 
as part of the process. This has ensured that a much more robust process has been 
developed identifying and defining poor practice and safeguarding alerts. This has 
lead to detailed action plans being developed for homes identified as providing poor 
care. These actions plans are closely monitored by nominated practitioners usually 
from both health and social services. This work has resulted in considerable 
improvements in the quality of care being delivered to the residents. Hence there are 
now three distinct processes which can be used to warn staff and the public (via the 
care directory on the website) to issues related to KASS’s concern about a home. 
These are: 
 

1. Contract compliant flag: this is used when the home is not complying with 
their contractual arrangements with KASS and for that reason KASS will not 
place new residents in the home. 

2. Poor practice flag: this is used in the same way as the safeguarding flag in 
three stages to indicate the level of concern. Level three PP flag means that 
KASS will not place new residents in the home.  

3. A safeguarding investigation regarding an individual instance of abuse. 
 
The panel has asked that cumulative concerns should prompt a thorough review of 
the service conducted by either the contracts department, or the relevant quality 
assurance manager to consider whether lessons are being learned by a service that 
has had a flag imposed and then lifted.  
 
Since April 2006, CSCI changed the way it collects and monitors information, termed 
‘Inspecting for Better Lives’.  As well as reviewing the frequency of inspections for 
‘good’ or ‘excellent’ services, this also changed the way information was collated.  
CSCI now use an ‘Inspection record’ that enables all relevant contemporary data to 
be added and analyzed.  As well as all miscellaneous incoming information, it also 
includes ‘Regulation 37 notifications’, including such notifications like pressure ulcers 
above grade 2 and other significant incidents, such as scalds.  Whilst analysis was 
previously required, the inspection record provides a central place for this information 
to be recorded in summary.  It is centrally available to all regulation inspectors and 
managers within the CSCI electronic system.   
 
Since August 2008, incoming information processes were improved.  Data that has a 
clear indication of risk or harm is scanned into an electronic notifications system, so 
is now available for CSCI inspectors, or in their absence, managers to access and 
make evaluation as how to proceed.   
 
It continues to remain the responsibility of the service provider to inform CSCI of 
incidents that fall into the Notification of death, illness and other events criteria 
(Regulation 37, (1)(a to g).  Should information pertaining to such incidents be 
received via a 3rd party, or through a safeguarding alert, this would be referred to 
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social services via safe haven fax facility and the outcome of that alert followed up 
and recorded by CSCI.  
 
As a result of the way these cases were heard in the Coroner’s Court, a paragraph 
has now been inserted into Kent and Medway’s Safeguarding Adults protocol, 
reminding the senior manager that   
 
Where an inquest or court case is likely the DSO must alert senior managers in all 
agencies involved in the case. It is the responsibility of these senior managers to 
consider accessing legal advice/support for all potential witnesses from their 
organisation/service. It is also recommended that witnesses have appropriate 
management and pastoral support when attending court. 
 
The CQC should also consider their position in regard to attending inquests and 
issue a short statement indicating whether, and if so under what circumstances, they 
will attend the inquest to offer evidence. Their current position is to use the Coroner’s 
reasoning to prompt subsequent regulatory action, but their role as regulator might 
also come under scrutiny if they have failed as an agency to identify services that are 
negligent or abusive, or if they have evidence from previous inspections that the 
service had been informed of concerns and had negligently failed to take corrective 
action.  

Recommendations   
1. Police and Social Services with the support of the CPS are asked to 

collaborate in setting up a training course on corporate negligence and to 
consider issuing guidance on the threshold at which this offence should be 
considered and alternative routes for enforcement and improvement of 
services. To review the investigation training at levels three and four to create 
a new section to the level 4 course that explores quality assurance, corporate 
responsibilities and offences. 

2. The new “Concerns, complaints and safeguarding alerts introduction” policy 
issued by the CQC should be shared with staff attending Safeguarding 
courses at levels 3 and 4. 

3. Commissioners and Contract managers should emphasise that staff are 
required to have the right skills to provide care. This should include adequate 
written and spoken English. The training department should publicise funding 
to support care sector providers in accessing ESL and literacy courses for 
any staff who do not speak or read English to a safe standard. The service 
contracts should stipulate that the service would be in breach of their 
agreement if they fail to support staff in this way. 

4. Staff from BME communities should be supported to develop skills and 
helped to access information about particular conditions alongside other 
members of the staff team. 

5. Anonymous information should be treated as intelligence and investigated or 
followed up without exposing whistleblowers or allowing others to cover up 
serious failings. Transparency should not necessarily be the priority where 
allegations of poor care have been submitted anonymously. Sensitive 
inquiries and if appropriate, unobtrusive evidence gathering should be the 
norm.  

6. Where a service has been identified as having significant deficits a post 
incident action plan will be agreed that sets out what improvements are 
required and states that any subsequent failures in the same area of care will 
be seen as negligent. For example where wound care has been flagged up as 
a cause for concern their involvement in additional training or consultation 
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with specialist nurses should be stipulated and their compliance with these 
measures followed up by the contracts department. The contracts department 
should issue a formal warning that if their involvement falls below a specified 
threshold any subsequent concerns about clinical competence in wound care 
might be seen to be negligent as they would have failed to take the 
opportunities offered to address the serious failings exposed by the incident. 
This action plan will therefore specify the nature and duration of any 
additional input that social services and other agencies are prepared to offer 
and the expectations they have for improvement within a given time frame. A 
clear disengagement strategy and contract will be set out and copied to CQC. 

7. Quality assurance framework should be extended across Kent and Medway. 
8. Closer links are required between tissue viability nurses and the safeguarding 

coordinators across Kent and Medway. A process of incident reporting should 
be designed to ensure that that pressure sores that are grade 3 or above (that 
are currently reported to CQC) can be traced through the safeguarding alerts. 
Training on pressure sores should be given to AP coordinators and to the 
police to ensure that each agency understands when pressure sores are an 
indicator of poor care.     

9. The Safeguarding Adults Board should discuss how to set up regular audit 
and review of recommendations from serious case reviews, SUI action plans 
and other review processes: these should be presented as standing items on 
the quality assurance agenda not only as specific issues for deadlines and 
closure. For example, one item on the action plan produced from these cases 
was training on continence, given what we know about staff turnover, and the 
fact that the service has changed management and ownership, it is 
ingenuous to assume that this could be achieved on a once-off basis: the 
process of review should lead to rolling programmes of incremental service 
and skills development, not a one time tick box exercise.  

10. Kent and Medway Safeguarding Adults Board together with NHS should work 
together to synchronise use of SUI methodologies alongside Safeguarding 
investigations and Serious Case Review. The Panel asks the Board to 
mandate this work to be carried out and to report back to the Safeguarding 
Adults Board in September 2010 with concrete recommendations. 

11. The training manager should be asked to incorporate the system of flags for 
failing services into the post-abuse support training. 

12. An annual statement of all level 2 and 3 flags will be submitted to the Board 
and made available to the public  

13. The Policy Manager should be asked to set out the parallel system of 
individual alerts and risk assessment flags for homes in a separate leaflet 
available to all agencies. 

14. CQC are asked to write a brief policy statement about their attendance at 
Inquests particularly noting the importance of providing evidence of prior 
inspections at which service deficits have been identified and corrective 
actions recommended: this provides evidence of potential negligence when 
appropriate action has not resulted.  Police officers will raise issues from this 
report with the Coroner to inform them of the specialised role of safeguarding 
coordinators and investigators within social services. 

15. If a vulnerable adult who has been the subject of a safeguarding alert dies in 
hospital, a Police report should always be considered to explore whether 
neglect or mistreatment contributed to their admission or to their death 
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Future conduct of serious case reviews 
 
Publishing recommendations from serious case reviews is increasingly being 
seen as good practice: it is proposed that consideration be given to changing 
Kent and Medway’s current practice of publishing anonymised executive 
summaries from serious case reviews to be replaced by a systematic record of 
recommendations with an annual review of whether improvements have been 
effectively introduced and sustained. One routine task of the Safeguarding Board 
will therefore be to review recommendations and to check on whether these are 
being used to bring about incremental improvements. 
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