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1. Introduction 
 

The reasons for this Serious Case Review, and the issues that are raised by 
the circumstances in which JK died, are unusual. There is no abuse or neglect 
by carers that appear to have led to her death. She was supported with 
frequent contact by a range of services seeking to meet her needs. The 
concerns are about whether services could have done better by her. Was JK 
a person whose wishes and lifestyle choices were respected, despite 
reservations of everyone who knew her and came into contact with her? Or 
was she someone who was difficult to engage with, and so in the end services 
around her did the minimum to respond to her immediate needs and then 
withdraw? Did services presume her resistance to change, so that when her 
situation became acute they did not respond quickly or coherently enough? 

 

2. The circumstances that led to a Serious Case Review being undertaken 
in this case 

 
2.1 JK was discovered dead in her home on 12.11.08 by members of the Carrick 

Rapid Assessment Team (RAT). JK suffered from a range of health needs but 
was able to mobilise inside her home using a zimmer frame. She was 
assessed by DACS as able to manage her own personal care and meals and 
relied on friends to undertake her shopping. However she chose not to go 
outside her property, and was known to spend the main part of her day on her 
bed with her three dogs.  It is reported that there were no concerns that she 
lacked mental capacity and her decisions to lead this lifestyle. 

2.2 In the years before JK’s death there were a number of reports regarding the 
poor state of hygiene in the house and the presence of dog faeces on the 
floor.  A number of professionals (NHS/CHS, DACS and SWAST) were 
involved with her in the week immediately prior to her death. 

3. Terms of reference 
 

• To review the circumstances of JK’s death and to establish if there are 
lessons to be learnt from how local professionals and agencies worked 
together in this case. 
 

• To consider events from 01.4.06 to the 12.11.08 with particular focus on 
involvement of agencies in 2008. 
 

• To look at both individual agency and multi agency practice to identify any 
areas of weakness in current inter agency arrangements and to examine if 
and what other agencies should have been involved. 
 

• To consider what are the learning points from the situation and what, if any, 
steps could be taken to avoid a similar incident occurring in the future. 
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Following the meeting of the Serious Case Review Panel on the 24.03.09 that 
considered the preliminary findings of the review, additions to the terms of 
reference were added: 

• Given JK’s wishes to lead an eccentric lifestyle, were the delivery and the 
services appropriate? How were the decisions made about her support 
agreed? Did agencies disengage with JK? 

 
• How did agencies respond to changes?  Were there policies and procedure in 

place? 
 

• Quality, depth and sources of the information. 
 
4. Case Summary 
 
4.1 JK was 76 years old and lived alone in rented accommodation provided by 

Carrick Housing Ltd. She lived with 3 dogs and was reluctant to leave this 
home. Latterly she was reported as staying mainly in her bed in her bedroom. 
Two “core assessments” undertaken by an unqualified worker from DACS 
assessed that JK was able to manage her personal and domestic needs at 
this point. Although JK was described as “reclusive” she was not isolated or 
reluctant to ask for help. Throughout the period of this review, she made 
contact with a range of support services as she felt she needed them. All 
these contacts resulted in visits or telephone discussion with her. JK was in 
regular contact with her niece and nephew who both expressed concern 
about her situation at different times. 

4.2 However throughout the period of the review a number of people coming in 
contact with JK were unsure about her vulnerability and ability to manage. 
The concerns were that her living conditions were unhygienic and unsafe, and 
that she was not looking after herself adequately. There were also a number 
of occasions when JK reported that she was being harassed by people 
locally, having money and medication stolen by people entering her home and 
called the Police. These concerns were mainly expressed by referrals to 
DACS. There were acknowledged delays in responding within DACS. An 
unqualified worker who was familiar with JK was allocated to undertake 
assessments and none of the referrals were considered to raise safeguarding 
concerns. Other agencies raising concerns appeared to feel their 
responsibilities had ended with the referral process and there was no shared 
discussion about JK’s situation or how to support her. 

4.3 There is also consistent evidence that JK was clear about not wishing to leave 
her home or change her situation. Everyone appears to have discussed these 
choices with her and attempted to persuade her to accept some help. This 
help was consistently and coherently refused by JK. Everyone is equally clear 
that JK had capacity to make these decisions and was adamant in her 
choices.  

4.4 As a consequence, for months if not years the accepted pattern of care and 
support offered to her came to be reactive, dealing with the immediate 
concerns she raised and then withdrawing. There was a lack of multi-agency 
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discussion about JK’s situation and ownership of how to try to address the 
choices she was making with her. There was also a lack of co-ordination of 
responses as her situation deteriorated and incidences occurred that could 
have been regarded as safeguarding alerts e.g. theft and harassment in her 
home, pouring boiling water on herself while attempting to make a hot drink.  

4.5 In the week before JK’s death her health and situation deteriorated rapidly. On 
Friday 07.11.08 there were 4 different referrals from friends, NHS/CHS, and 
SWAST to DACS concerned about JK’s situation. A referral was made to the 
Carrick Rapid Assessment Team (RAT) but was not received or acted on until 
Monday 10.11.08. The SWAST were called out over the weekend but JK 
refused to go to hospital. SWAST initiated a Safeguarding Adults alert 
following this visit. The RAT team responded promptly to JK and visited on 
Monday 10.11.08, Tuesday 11.11.08 and then on 12.11.08 when they found 
her dead. 

5. Lessons learned 

5.1 JK was not apparently neglected or forgotten by the services around her. She 
did not allow this to happen. Nor were they unaware of aspects of her self 
neglect or vulnerability. However they got confused about choice and risk. In 
the light of her clear and articulate resistance to receive help to change her 
situation they lost the ability to work in anything but a reactive fashion. 

 
5.2 Ultimately this may have been the most appropriate approach to support JK. 

Choice does mean the choice to remain in your bed, in your own home, 
surrounded by your dogs, even with people coming in and stealing from you 
and with distressing levels of personal care. The lesson from this review, 
however, is that this came about by default for JK. There was no shared  
multi-agency assessment and discussion of her needs and the risks she 
faced. Without such a coherent and professional approach, there is no 
confidence that the manner in which JK was supported was not just a 
consequence of her being difficult to work with. 

 
5.3 There was no one identified from the range of people supporting her who 

sought to work with her about her choices. This is skilled work. It is not about 
organising and delivering services or medication. Without someone in the 
team surrounding JK working with her perspective, all interventions became 
essentially service driven. 

 
5.4 There was no overall ownership of JK’s situation by those working with her. 

This was manifested in the manner in which referrals or actions on referrals 
were dealt with or followed up on. Worries were communicated to DACS who 
largely failed to respond. This failure may have been as a result of resource 
pressures, the skill mix of staff available or the recording system that did not 
allow for a clear view of the overall patterns of contact. But this failure was not 
noted or followed up within the referring agencies. The referral was seen to be 
sufficient and the problem passed on. 

 
5.5 The various procedures, policy and guidance largely were not used. They did 

not help staff to identify the levels of risk and the way they worked with JK. 
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The “Single assessment process of older people”, “The Cornwall and Isles of 
Scilly Multi-Agency Safeguarding Adults Policy”, “Best interest to consider 
Mental Capacity”. “End of life plans” were not used and did not assist in the 
identification of risk or a multi-agency response. The exceptions to this were 
the use of the Safeguarding Adults alert used by the ambulance service, 
although this did not have time to be processed so it is not clear about 
whether this would have initiated a multi-agency discussion. The other 
procedure that appears to have been effective is the Problem Solving Plan 
developed between the police and housing, but this appears to have centred 
narrowly on the physical security of the home. 

 
5.6 Present Government strategies and the thrust of adult care and support is to 

change the balance of control to older people, and older people with mental 
health difficulties, themselves (DoH 2008, DoH 2007). Good practice dictates 
it is for them to decide the pattern of services they need and want and the 
risks they wish to take in their lives.  Everyone working with JK appears to 
have respected this either as a professional value, or because of their own 
powerlessness in the face of her apparent intransigence. But this sharing of 
power is complex. It is not about a “take it or leave it” strategy. The review has 
shown it is important that there are appropriate levels of skills and protocols 
for staff to be able to recognise and respond to these more subtle and 
complicated scenarios. To achieve truly user led services that are committed 
to choice and control, while still providing older vulnerable people the services 
and safety they need, requires an infrastructure that encourages a culture of 
sharing and professional discussion. It is, hoped that our careful examination 
of how we responded to JK will help us learn to achieve this as our patterns of 
health and social care in the 21st century develop. 

 
6. Recommendations 
 
6.1 Quality of Assessments and care plans 

6.1.1 Health, Social Care and Housing ensure assessments are; 
• Undertaken by staff with sufficient training and qualifications 
• Built on a service user led perspective rather than the available service 

and interventions. 
• Able to address issues of reluctance to engage with services 

   
6.2 Multi agency work 

6.2.1 Each agency audits and clarifies the multi-agency arrangements for;  
• Single i.e. “shared and holistic” assessment processes 
• Multi disciplinary meetings when there are concerns about a vulnerable 

adult 
• The appointment of a key worker to co-ordinate care plans  
• The statement and commitment to a shared care plan 

 
6.2.2 There is a review of the Cornwall and Isles of Scilly Multi-Agency 

Safeguarding Adults Policy so that it clarifies;  
• When self neglect is an aspect of safeguarding.  
• When “concerns” referred to DACS become part of the safeguarding 

policy 
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6.2.3 There is a system of quality control to check when concerns referred to 

DACS are appropriately dealt with as safeguarding.  
 

6.3 Record Keeping 
6.3.1 Each agency identifies an accurate and timely system for; 

• Records of referrals and actions  
• Feed back to referrers on outcomes and actions 
• Follow up from referrers to ensure they know the results of their 

referral. 
 

These systems are reviewed.  
 

6.3.2 Guidance and training offered to staff in completing the IMRs in the 
case of Serious Case reviews and in completion of the templates. 

 
  
6.4 Working with people who refuse services 

6.4.1 There is a review of how often service user refusal to accept services 
presents a concern to staff in all agencies.  

 
6.4.2 There is a review of the range of multi-agency guidance and procedural 

advice drawn up to advise and support staff in situations where there 
are concerns about vulnerability and the service user appears to refuse 
the support that is offered. 

 
6.4.3 There is training and multi disciplinary discussion about approaches to 

working with vulnerable people who refuse services. 
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Glossary of terms 

 

NHS/CHS  Cornwall and Isles of Scilly NHS/Community Health Services 
 
CPN   Community Psychiatric nurse 

DACS    Directorate of Adult Care and Support 

IMR   Individual Management Review 

PCT   Primary Care Trust 

RAT   Rapid Assessment Team 

RCHT   Royal Cornwall Hospital Trust 

SAU    Safeguarding Adults Unit  

SCR   Serious Case Review 

SWAST  SW Ambulance Service NHS Trust   
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 Outcomes 

 

There will be a culture and common practice of shared responsibility for people who may cause concern but do not fall within the 
safeguarding policy. Services will;  

• share information at a number of levels, 

• identify who is in the best position to help, and to establish a key worker role 

• use the referral process as an initial stage to discuss concerns and share responsibility for actions   
 

Organisation (s) Action Lead Officer Resource Implications Timescale Progress/Outcome 

1. 

DACS 

NHS/CHS 

 

1. Pilot 6 multi agency forums throughout 
Cornwall to create opportunities for front line 
workers to share information about people they 
are working with 
 

• to include a range of agencies including 
Housing, Police and Acute Trust when 
appropriate 

 

• to address work that has not reached  
safeguarding levels ( i.e. not to replace 
or create a parallel process to 
Safeguarding Policy and procedures) 

 

• to provide feedback  on self neglect as 
an issue in practice 

Graham Allen 

Helen Newson 

 

 Commence by 
October 2009 

  

Feedback and 
review March 
2010 
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DACS 

NHS/CHS 

CPT 

 

2. Meet to clarify how a key worker  is identified 
and establish responsibilities of this role 
 

Graham Allen 

Helen Newson 

Mark Steer 

 

 October 2009 

 

 

DACS 

NHS/CHS 

CPT 

RCHT 

SAU 

 

3. Review processes of responding to referrals 
so that; 
 

• referrers receive feedback on actions 
taken as a result of the referral 

 
• referrers follow up if they do not hear 

what has happened 
 
• there is an escalation process where 

managers of all agencies are aware of 
barriers and difficulties in responding to 
referrals 

 

Graham Allen  

Helen Newson 

Lezli Boswell 

Helen Lewis 

Rob Warin 

 October 2009  

SAU 

DACS 

 

 

4. A process is put in place to ensure that data 
on ‘response to referrer’ for safeguarding adults 
referrals can be captured and reported as part 
of a quality assurance process  
 

Rob Warin 

Nick Fripp 

 

 October 2009 

 

 

 

Cornwall Council 
Housing Dept 

5. Develop an action plan to engage with 
Housing providers re the Safeguarding Adults 
agenda 

Jane Barlow  October 2009  
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There are sufficient staff who are appropriately trained and given the policy guidance for working  together when there are concerns about; 
• A vulnerable adult 

• Refusal of services 

• Self neglect 

• Risk  

• Safeguarding 
 

Organisation (s) Action Lead Officer Resource Implications Timescale Progress/Outcome 

NHS/CHS 

DACS 

CPT 

Police 

RCHT 

SWAST 

 

6. Review Policy and guidance available to 
staff where there are situations where people 
refuse services 

 
• Recognise the skills required to work 

with people who refuse services and 
are at risk, and ensure staff receive 
training  and support in this as part of 
CPD and training approaches 

 

Helen Newson 

Graham Allen 

Mark Steer 

Russ Mogridge 

Helen Lewis 

Mary Smeaton 

 October 2009 

 

Implement in 
training 
programme 
April 2010 

 

 

2. 

SAU 7. Developing clear guidelines for self neglect 
for vulnerable adults within the Safeguarding 
Adults procedures 

Jon Dunicliff 

 

 October 2009 
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 Public health 8. Explore public health information available 
to provide indication of numbers of  adults 
who put themselves at risk through self 
neglect in Cornwall 

 

Helen Newson  September 
2009 

 

Individual Management Reviews undertaken as part of the SCR process are completed in a consistent and more clearly evidence based way 
 

Organisation Action Lead Officer Resource Implications Timescale Progress/Outcome 

SAU 

 

9. Templates for IMRs are reviewed 

 

Jon Dunicliff  October 2009  

3. 

SAU 10. Support is identified for staff before      
completing IMR for SCR 

 

Jon Dunicliff  October 
2009/next 
SCR 
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Single Agency Actions 

 

 

Organisation Action Lead Officer Resource Implications Timescale Progress/Outcome 

CPT 1. The Cornwall Partnership Trust Governance 
Groups will consider the Serious Case Review 
Report and recommendations by September 2009.

Associate 
Director of 
Compliance  

None  September 
2009 

 

CPT 2. The Trust will ensure the Serious Case Review 
will be included in the Trust Serious Untoward 
Incident Annual report for 2009. 

Associate 
Director of 
Compliance 

None  March 2010 Annual report 
produced for 
calendar year 2009 
is due to be 
completed in March 
2010. 

CPT 3. The Trust will ensure the record keeping issues 
for multi-disciplinary team meetings are 
highlighted in the Spotlight on Learning briefing. 

Associate 
Director of 
Compliance 

None  September 
2009 

 

CPT 4. Recommendations identified from the Trust's 
audit of clinical records will continue to be 
implemented. 

Executive 
Director of 
Delivery and 
Executive 
Nurse 

None  December 
2009 

Record audits are 
completed by lead 
nurses in all service 
areas and actions 
are identified for 
individuals and 
teams. 
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CPT 5. Clinical/Professional and management 
supervision will ensure that practitioners clinical 
records are reviewed in supervision.  The relevant 
Trust policies will be amended by September 
2009. 

 

Executive 
Director of 
Delivery and 
Executive 
Nurse via 
Professional 
leadership 
committee. 

None  September 
2009 

Policy under review 
in light of this 
recommendation. 

Cornwall & IoS 
NHS/Community 
Health Services 

6. Over the next six months the Lead for District 
Nursing will undertake a review of district nurse 
documentation and implement changes where 
necessary. 

Helen 
Newson/    
Val Derks 

 October 2009  

Cornwall & IoS 
NHS/Community 
Health Services 

7. Within the next six months the Lead for District 
Nursing will review record keeping guidelines for 
district nursing to ensure that the recording of 
mental capacity and vulnerability are fully covered. 

Helen 
Newson/    
Val Derks 

 October 2009  

Cornwall & IoS 
NHS/Community 
Health Services 

8. The Lead for District Nursing will be involved in 
the implementation of new computerised records 
keeping systems (eSAP) which will provide 
opportunities for ensuring guidelines are fit for 
purpose and assessments are reviewed and up 
dated appropriately. 

Helen 
Newson/    
Val Derks 

 November 
2009 

 

Cornwall & IoS 
NHS/Community 
Health Services 

9. Within the next six months the Named Nurse for 
Safeguarding Adults to make contact with all 
professional groups throughout the PCT ensuring 
that staff are aware of how and when to make 
Safeguarding Adults alerts,  and how and when to 

Charmain 
Nicholas 

 October 2009  
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convene a Multiagency meeting and information 
share. 

Cornwall & IoS 
NHS/Community 
Health Services 

10. The Named Nurse for Safeguarding Adults will 
take part in the development and provision of both 
single agency and multi-agency safeguarding 
adults training which will provide the opportunity to 
ensure that training provides staff with a basis 
knowledge regarding the alert making process and 
how to access support and advice. 

Charmain 
Nicholas 

 October 2009  

Cornwall & IoS 
NHS/Community 
Health Services 

11. Over the coming year the Named Nurse for 
Safeguarding Adults to deliver GP practice based 
awareness raising sessions for Safeguarding 
Adults. 

Charmain 
Nicholas 

 April 2010  

DACS 12. A comprehensive review of operational 
capacity, supported by a workforce plan. 

Graham Allen  October 2009  

DACS 13. Development of a competency framework for 
all operational staff to demonstrate their ability to 
operate within the complexity of social care 
provision / environment; linked to continuing 
practice development needs of registered 
professions and the needs of the organisation; 
Care Managers (Team Managers / Advanced 
Practitioners), Social Workers and Case Co-
ordinators by April 2010. 

Graham Allen  April 2010  
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Devon & Cornwall 
Constabulary 

14. All police officers should receive training in 
adult protection. The training will be delivered as 
part of a risk management training day specifying 
roles and responsibilities and specific information 
about action to be taken for safeguarding issues. 
Training to be delivered during 2009/2010. 

Russ 
Mogridge 

 April 2010  

Devon & Cornwall 
Constabulary 

15.  Officers are to be reminded of the importance 
of formally recording referrals which have been 
made to partner agencies. (The problem solving 
plans now created in response to the 
neighbourhood harm reduction register formalise 
this process) Reminder to be circulated by June 
2009 and follow up check to take place in 
September 2009. 

Russ 
Mogridge 

 June 2009 

September 
2009 

 

Devon & Cornwall 
Constabulary 

16. When multi agency intervention takes place, 
partners should nominate a lead agency to ensure 
that actions are completed –reminder to be 
circulated to all staff by June 2009, with a follow 
up check/audit in September 2009. 

Russ 
Mogridge 

 June 2009 

September 
2009 

 

Devon & Cornwall 
Constabulary 

17. The responsibility of neighbourhood team 
leaders in monitoring and ensure that 
safeguarding is considered in all problem solving 
plans should be reinforce. Reminder to be 
circulated by June 2009 and follow up audit to take 

Russ 
Mogridge 

 June 2009 

September 
2009 
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place in September 2009. 

Devon & Cornwall 
Constabulary 

18. All officers to be reminded of the procedures 
for interviews for vulnerable people.  Reminder to 
be circulated by June 2009 and follow up audit to 
take place in September 2009 

Russ 
Mogridge 

 June 2009 

September 
2009 

 

Carrick Housing Ltd 19. Try to tap into any inter-agency training that is 
on offer. Management. This year (as soon as 
possible). Brief teams, operatives and officers who 
visit tenants in their homes regularly. Line 
managers. By the next team meetings. 

Pete Jarman  September 
2009 
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