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1. Introduction 
 

1.1      This is a brief anonymised summary of a fuller report commissioned by 
Worcestershire Safeguarding Adults Board which oversees the implementation of 
Worcestershire’s Safeguarding 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 Mrs A whose body was 
discovered on 30.01.2009 in the grounds of Residential Home A. Post Mortem 
revealed the cause of death to be hypothermia.  

 
1.4      Mrs A was an elderly person suffering with vascular dementia who received a 

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

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

established to review the circumstances of Mrs A’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 January 1st 2008 to January 30th 

2009. 
 

1.6      The Serious Case Review Panel included senior representatives from each of the 
Agencies with responsibility for arranging or providing the majority of services to 
Mrs A. That is, Worcestershire County Council’s Adult and Community Services, 
Worcestershire Primary Care Trust, Worcestershire Mental Health Partnership 
NHS Trust, and Dudley Group of Hospitals NHS Trust. The Panel also included 
Staffordshire County Council’s Adult Protection Co-ordinator (since Residential 
Home A is geographically within Staffordshire) and a representative of the Care 
Quality Commission, the body with responsibility for inspection of Homes. The 
Panel was supported by representatives from Staffordshire Police and West 
Mercia Police and the Adult Protection Co-ordinator for Worcestershire Adult and 
Community Services. 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       Mrs A was initially referred to Worcestershire’s Mental Health Services in 
September 2007 by her GP. He was concerned that she was experiencing 
problems with her memory and becoming disoriented and confused. The 
Community Mental Health Team (referred to as the CMHT in the following) made 
an initial assessment and offered a day care placement which was subsequently 
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cancelled by Mrs A and her husband, Mr A, after Mrs A had become distressed 
on her first attendance. Subsequent diagnostic assessment by a Consultant 
Psychiatrist confirmed that she was suffering from vascular dementia and the 
Psychiatrist informed Mrs A’s GP of this following a consultation on 29th January 
2008. Because she was not showing major neuropsychiatric signs at that time he 
discharged her from his clinic with ongoing follow up to be provided by the 
CMHT. 

 
2.2       CMHT support continued from January 2008, led by the Community Psychiatric 

Nurse (CPN) supported by other team members including the Occupational 
Therapist (OT). In April deterioration was noticed and Mr A reported that she had 
begun to wander unpredictably from the family home and that he was becoming 
more tired as a result of trying to ensure that Mrs A was safe. The CPN 
suggested that day care be tried again which was arranged and began on 24th 
April. However by 30th April Mrs A was so distressed by being away from home 
that this was discontinued. 

 
2.3       On 19th May Mrs. A was seen by her GP. She had a swollen knee following a fall 

at home. He arranged for her to be taken to the Minor Injuries Unit at the local 
General Hospital where a fractured left patella was diagnosed. Her leg was 
splinted and from 19th May to 2nd June Mrs A was supported at home by the 
Intermediate Care Team in addition to the CMHT. 

 
2.4       On 27 May the CPN noted that Mr A was experiencing difficulties in managing 

her care and she recommended a period of respite care which was arranged at 
Home B, a Local Authority residential facility. Mrs A began to become more 
mobile and her respite arrangement was extended for a further week to 12th June. 
Plans to discharge her home with additional support at home were made. 

 
2.5      On 9th June however it was noticed that Mrs A was becoming more likely to 

wander which staff felt would be a risk if she continued with her placement there. 
Further, a visiting District Nurse noted on 11th June that Mrs A was developing 
sores in relation to her leg plaster and might be too difficult to care for at home. 
Given all of these factors the CMHT members in conjunction with Mr A decided 
that it would be too great a risk for her to return home with support and that a 
further period of respite at a facility able to manage her wandering should be 
sought. A period of respite extending to 26th June was arranged at Residential 
Home A, this being the nearest available vacancy in a home registered to provide 
care for people with dementia. 

 
2.6       Plans were made to discharge Mrs A home with support on 26th June. However 

this discharge did not happen because on 25th June Mrs A was admitted to the 
Emergency Department of Russells Hall Hospital from Residential Home A. On 
admission she was noted as having a high temperature, oedema and to be 
dehydrated. She was also stated to be hypertensive and tachycardic with query 
sepsis. Mrs A was admitted to the hospital and treated with antibiotics and fluids. 
By 30th June she was assessed as medically fit for discharge although she was at 
this time bed bound, catheterized and needed help with feeding and mobilization. 

 
2.7       Given her condition it was decided by the CMHT that transfer home with support 

would not be feasible and a long term residential placement in a facility able to 
provide nursing care was sought. Mrs A was subsequently admitted to Home C 
on 22nd July where assessment showed her to be confused, needing assistance 
with eating, and requiring 1or 2 carers to manage her hygiene. She had 
ulceration to her left leg, which was complicated by cellulitis. 
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2.8       Mrs. A appeared to settle initially at Home C. Following a visit on 14th August the 

CPN advised Mr A that because there were no current behavioural disturbances 
Mrs A would be discharged from her caseload. The CMHT manager began the 
process of arranging follow up by another team – the Central Review Team. This 
did not take place. 

 
2.9       Mrs A’s stay at Home C continued without major difficulties until the end of 

October 2008 when her physical condition had improved to the extent that her 
tendency to wander had re-emerged. Staff became concerned for her safety as 
she had discovered how to open fire doors and the front door of the Home. By 
December this concern had increased, in particular because Mrs A had begun to 
wander into other residents rooms and had shown aggression towards others on 
more than one occasion. 

 
2.10 An urgent referral to the CMHT was made on 4th December. After further 

assessment, on 24th December the CMHT decided that a different placement in a 
Home registered for providing care to those with dementia should be sought. 
Home D which was near to the family home was the option preferred by the team 
and by Mr A. However at that time it was full and the nearest vacant place was 
again at Residential Home A. 

 
2.11 On 14th January Mrs A was transferred to Residential Home A on a temporary 

basis pending a place becoming available at Home D. Mr A had complained 
about this placement because of difficulty for him in getting to Residential Home 
A. The CPN arranged for some transport to be provided. 

 
2.12 The CPN and a social worker attended a review at Residential Home A. Their 

records show that Mrs A was reported as having settled well. Whilst she was still 
wandering at times this did not appear to be presenting difficulties.  

  
2.13 Mrs A resided at Residential Home A from 14th January 2009 until she was found 

dead in the grounds of the Home on 30th January 2009. Post Mortem revealed 
that she had died from hypothermia .The Individual Management Review 
provided by Residential Home A notes that on the evening of 29th January a fire 
door was found to be open .This was reported to a member of maintenance staff 
who secured it again. According to the report, the senior carer on duty failed at 
that point to conduct a headcount of residents. Further, during the night the 
senior carer on duty failed to check on Mrs A as was required by her care plan. It 
was discovered that she was missing the next morning. 

 
2.14 During the period under review there had been five recorded contacts between 

Residential Home A and the Commission for Social Care Inspection (now the 
Care Quality Commission). The Commission was the regulatory body charged 
with inspecting Homes to ensure they met acceptable standards in the provision 
of care. On 21st January 2008 an Improvement Plan was received from the Home 
by the Commission following the previous inspection which had rated it as “Poor”. 
Visits on 24th February 2008 and 14th July 2008 showed some improvements 
had been made and Residential Home A’s rating improved to “Adequate”.  The 
report of the inspection in July deals with overall aspects of care although not in 
any detail in relation to care of adults over 65 with dementia. Its registration 
allowed for a total of two residents in this category. In accordance with the 
practice at the time no further visits were planned within a year. In the event 
further visits have taken place following the death of Mrs A.  
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3. Key Findings of the Review 

 
3.1 Mrs A’s death was clearly both tragic and in all probability avoidable. It is clear that 

the immediate factors which led to Mrs A’s death lay in the circumstances of her 
second stay at Residential Home A. She was found dead in the grounds of 
Residential Home A on the morning of 30th January 2009. It has been reported that 
no head count of residents took place after the discovery of the open fire door and 
that the two hourly checks on Mrs A during the evening and night of 29th January, 
required by her care plan, did not take place. In all probability these failures led to her 
death. This has been the subject of investigation by the Staffordshire Police, South 
Staffordshire District Council (in respect of their Health and Safety responsibilities) 
and the Care Quality Commission. As a consequence this Review has not made 
recommendations in respect of Residential Home A or its staff. However, the Review 
Panel have identified a number of aspects of her care and care planning in the period 
leading up to this placement from which positive learning could take place and on the 
basis of which future improvements in service could be built . There were also a 
number of positive aspects of the care provided to the family. 

 
 
Positive Aspects of the Services Provided 
 
3.2 The Individual Management Reviews carried out confirm that Mrs A and her husband 

as main carer received a substantial amount of care and support which, in the main, 
was provided in a timely way and was responsive to her changing care needs.   

 
3.3 There is clear evidence of the Mental Health Services providing a consistent link to 

Mrs A and her husband as carer.   
 
3.4 The CMHT responded appropriately on many occasions to the needs of Mrs A, whilst 

at home and subsequently in her stays in hospital and residential care. 
 
3.5 Mr A as main carer was also given proper consideration including decisions to 

provide respite care for Mrs A at Home B and Residential Home A (first episode).   
 
 
Recording Systems within the Mental Health Services 
 
3.6 Mental Health Services in Worcestershire are joint agency services between the 

Mental Health Partnership Trust and the County Council.  The  Community Mental 
Health Teams are managed by the Mental Health Partnership Trust but include staff 
from a range of disciplines. The involvement with Mrs A and her family was recorded 
in any of four recording systems (three of them electronic).  This appears to promote 
duplication, potentially increase the administrative workload, and could result in 
errors or omissions.  

 
 
Use of Formal Procedures 
 
3.7 There were a number of occasions on which Teams or individuals did not follow 

formally set down procedures.  Some of these may have had a bearing on the care 
provided to Mrs A. 

 
3.8 On her first referral to the CMHT a Care Programme Approach (CPA) plan was 

initiated. This was not however developed or recorded as local policy indicates it 
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should have been.  This failure was not identified through the supervision 
arrangements in place for the Team.  

 
3.9 The Individual Management Review shows that no formal assessment of Mrs A’s 

mental capacity took place despite the fact that on two occasions (both Residential 
Home A placements) a decision was made to seek a placement to manage the 
consequences of her tendency to wander, in effect restricting her personal liberty 
albeit in her own interests. A recorded formal assessment of her mental capacity 
should have taken place. 
 
In a condition such as dementia, mental capacity may gradually change and it is 
important for staff to recognise when they have moved to a point at which decisions 
are having to be made “on behalf of” or “in the best interests of” clients. In this case it 
appears that the principles which underpin procedures related to mental capacity 
were not fully understood or acted on by key staff. 

 
3.10 Review has shown that following Mrs A’s placement at Home C the CMHT manager 

began the process of discharging her from the Team’s caseload earlier than would 
be usual and made a verbal request for a review by the Local Authority’s Central 
Review Team.  However, there was a failure in communication which resulted in Mrs 
A being discharged with no follow up arrangement. A follow up visit may have 
identified the emerging difficulties at Home C earlier and allowed for more 
appropriate care to be planned. 

 
3.11 Mrs A was admitted to the Emergency Department at Russells Hall Hospital from 

Residential Home A on her first stay there in a poor physical state.  The Individual 
Management Review identified that the advice of the Named Nurse for Safeguarding 
should have been sought to assess whether commissioners or the regulatory body 
should be informed. 

 
3.12 Despite offering Mr A regular support and recognising his role as a carer, there is no 

evidence that he was offered a Carers Assessment during the time that he was the 
main carer. 

 
3.13 Mr A complained about the (second) admission of his wife to Residential Home A.  

Whilst this was responded to informally, there is no record of the complaint or of any 
formal response to it. 

 
 
 
Care Planning 
 
3.14 On Mrs A’s transfer from Home B to Residential Home A on 11th June 2008 it is 

possible that greater attention should have been given to co-ordinating the care of 
her continuing physical health difficulties. 

 
3.15 Following her brief admission to Russells Hall Mrs A might have benefited from a 

period of physical rehabilitation to establish her likely mobility for the future. Whilst 
this was suggested it was not pursued. 

 
3.16 Throughout the period under review reference was made to Mrs A’s tendency to 

“wander”. There is no clear evidence of attempts to evaluate the causes of this 
pattern of behaviour or to describe it more precisely. A better analysis may have led 
to clearer plans for managing the difficulty.   
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3.17 Whilst the CMHT met the legal requirements for  community care assessments and 
care planning, the failure to maintain the CPA care plan (which would have had 
contingencies for addressing assessed risks), resulted in the services provided being 
“episodic” rather than being part of a coherent long term plan for care.  
 
The diagnosis of dementia at the beginning of 2008 set a scene in which continuing 
and potentially growing needs might have been anticipated. The pattern of wandering 
and thereby putting herself at risk emerged initially at home before Mrs A’s first 
episode of respite care at Home B where it occurred again. It might therefore have 
been possible to anticipate that this would recur as a problem at Home C and for 
there to have been a plan for managing it there or finding a further alternative 
placement as Mrs A’s physical condition improved. 
In the event the CMHT discharged her from their caseload in the early stages of her 
care at Home C and were therefore not aware of the re-emergence of this difficulty 
until it became more critical.  Returning to the case at that later stage they had no 
alternative than to seek an urgent move to the first available placement (Residential 
Home A) which had to be regarded as interim.   

 
3.18 As noted above, the adequacy of the care provided at Residential Home A in Mrs A’s 

second episode there is outside the remit of this Review.  However, the decision to 
place her at Residential Home A should be scrutinised. In both of her episodes at the 
Home, Mrs A was placed there primarily as a result of concerns that her wandering 
and tendency to leave the building in which she resided might result in her coming to 
some harm.  The placement was chosen therefore because it was viewed as likely 
that the Home would be able to manage this behaviour effectively and safely.  What 
was the evidence the Team used to satisfy themselves that this was in fact the case?  

 

 Residential Home A was registered with CSCI (now CQC) for the provision of 
care to a small number (2) of people over the age of 65 with dementia. 
 
At the most recent recorded inspection by CSCI available to them, Residential 
Home A was assessed overall as a “1 star” service.  This means according to 
CSCI that “the people who use this service experience adequate outcomes.”  

 

 The Team believed that Residential Home A had a “locked door policy”.  This 
meant that they believed that the front door was kept locked and there should 
have been alarms on fire doors.  In fact this does not appear to have been the 
case. 
 

 A had had a previous short respite stay at Residential Home A, and therefore 
the CMHT believed that Residential Home A had experience of managing her 
wandering.  
 

 The Team believed that Residential Home A would be able to adequately 
assess A’s current needs. 

 
It is clear therefore that the CMHT had understandable reasons for believing that the 
placement would meet her needs.  They relied heavily on the CSCI assessment and 
upon the stated qualities of the Home. At the time of the decision, the CSCI 
assessment was five months old. Quality of care can deteriorate (or improve) 
markedly in a short space of time which does limit the value of an Inspection Report 
after a short period of time has elapsed. Further, the scope of the inspection was 
limited in relation to the care of people with dementia. It may be that a more detailed 
evaluation of Residential Home A’s proposals for managing Mrs A should have been 
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sought in order that the Team could satisfy themselves that the decision they were 
making “in her best interests” was justified. It is ironic and extremely sad that Mrs.A's 
tendency to wander (which was the main reason for the decision to move her to 
Residential Home A) may have been a factor in her death.  

 
 
4.  Recommendations and Conclusions 
 
 
Recording Systems within the Mental Health Services 
 
4.1 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should jointly review the current systems of recording clinical information 
concerning patients to ensure that: 

 
4.1.1 They are fit for purpose 
4.1.2 Systems do not duplicate unnecessarily 
4.1.3 Systems do not place an unreasonable administrative burden on staff 
4.1.4 Systems support an integrated approach to care 
 
 
 
Use of Formal Procedures 
 
4.2 Worcestershire Mental Health Partnership NHS Trust should ensure that their CPA 

policy is being properly followed.  They should review their related training policies 
and ensure through supervision arrangements that current and future patients 
requirements are properly assessed and planned for within the CPA process.  

 
4.3 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should review their arrangements for training staff in respect of the 
assessment of mental capacity to ensure that staff are properly assessing mental 
capacity when that is indicated and that the assessment is clearly and appropriately 
recorded. 

 
4.4 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should review the arrangements for discharging cases from CMHT 
caseloads and transferring responsibility for review to the Central Review Team to 
ensure that a failure in the transfer of care is less likely. 

 
4.5 The Dudley Group of Hospitals NHS Trust should consider reinforcing their guidance 

to staff about the circumstances for seeking advice from the Named Nurse for 
Safeguarding.   

 
4.6 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should take action to ensure staff are aware of and meeting the requirement 
to offer a carers assessment to main carers. 

 
4.7 Worcestershire Mental Health Partnership NHS Trust should take action to ensure 

that staff comply with their Complaints Policy. 
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Care Planning 
 
4.8 Worcestershire Mental Health Partnership NHS Trust, Worcestershire County 

Council and Worcestershire PCT should satisfy themselves that patients with an 
ongoing mental health condition do receive appropriate physical rehabilitation 
following treatment for general medical conditions, should they require it. 

 
4.9 Worcestershire Mental Health Partnership NHS Trust, Worcestershire PCT and 

Worcestershire County Council should satisfy themselves that the continuing 
management of physical health conditions is not overlooked when a change in 
placement is made to address a mental health need. 

 
4.10 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should consider whether future update training for frontline staff should give 
attention to the more effective description and analysis of concepts such as 
“wandering” within care planning. 

   
4.11 Worcestershire Mental Health Partnership NHS Trust and Worcestershire County 

Council should review their procedures for assessing placements for vulnerable 
adults who lack mental capacity.  They should consider whether reliance on CQC 
inspection reports and the facilities as described by the individual Residential Home 
is sufficient in determining that a placement will be able to meet the needs as 
assessed by their staff.  Attention should particularly be given to facilities which lie 
outside of their geographical boundaries where informal professional contact may be 
more limited. 

 
 
Conclusion 
 
Mrs A died when she should have been receiving care that was designed to protect her. The 
immediate circumstances including the extent to which any shortcomings at Residential 
Home A had a direct bearing on her death have been separately investigated. 
  
The Serious Case Review revealed a mixed picture of the care provided to Mrs A prior to her 
admission to Residential Home A on 14th January 2009. A substantial amount of care was 
provided by agencies. Attempts were made to provide a consistent link with the family and to 
respond to changes in need in a timely way.  It is evident that a number of staff made efforts 
to ensure that Mrs A had appropriate care.  
 
The use of the Care Programme Approach was inadequate, however, leading to crisis driven 
decision making rather than consistent long term planning. Further there was inconsistency 
in the application of the principles of mental capacity and “vulnerability”.  Finally, the extent 
to which those planning and arranging residential home placements can rely heavily in their 
decision making on Inspection Reports made months previously has been questioned. 
Arising from this, some points for learning and improvement have been identified.    
 
The national initiative taken to further protect vulnerable adults and the more recent 
legislation in respect of mental capacity require a cultural change within agencies.  To 
achieve this, staff need to understand and be comfortable with the underlying concepts.  
Equally the procedures which are meant to ensure effective action such as care planning 
and assessment of capacity need to be robust and monitored.  This is an ongoing 
developmental task.  It is to be hoped that some of the experience emerging from this 
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Review can contribute to ongoing development in Worcestershire and that Mrs A’s tragic 
death can at least lead to improvements in care. 
 

 
 
 
Laurence Tennant,  
Independent Chairman 
Serious Case Review Panel. 
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