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1. THE SERIOUS CASE REVIEW PROCESS 
 

1.1. This Serious Case Review was conducted under the aegis of the 
Worcestershire Safeguarding Adults Board's Adult Protection Policy 
dated 7.7.09, based on the document "No Secrets" (March 2000) 
issued by the Department of Health and Home Office under Section 7 
of the Local Authority Social Services Act, 1970. 

 
1.2 The purpose of a Serious Case Review is not to re-investigate a death 

or to apportion blame, it is:- 
 

 to establish whether there are lessons to be learned from the 
circumstances of the case about the way in which local 
professionals and agencies work together to safeguard Vulnerable 
Adults. 

 to review the effectiveness of procedures 

 to inform and improve local inter-agency practice 

 to improve practice by acting on learning (developing best 
practice) 

 to prepare or commission an overview report which brings together 
and analyses the findings of the various reports from agencies in 
order to make recommendations for future action. 

 
1.3 The specific Key Issues addressed in this case were set out as follows 

in the Terms of Reference. 
 

 Which agencies were involved with A1 in the last six months of his 
life? 

 Were the assessments and care services that A1 received 
appropriate to meet his needs? 

 What support, if any, was available to his family during this period 
and did it meet their needs? 

 What lessons can be learned about the way Worcestershire 
agencies carried out their duties to prevent a similar event 
occurring in the future? 

 
1.4 The original timescale for the Review was the last six months of A1's 

life, September 2008 until his death in March 2009.  The Review found 
it necessary to explore the longer term background to A1's mental 
health history, physical conditions and treatment, as this was relevant 
to fully understanding the case and in order to learn lessons. 

 
1.5 In this case all agencies had contact with A1 and his family provided 

Internal Management Reviews on their agency's involvement during 
the period under review.  During the course of the Review further 
information was sought and provided by the Coroner's office and the 
Worcestershire Mental Health Partnership Trust. 

 
1.6 A Serious Case Review Panel was established (with membership from 

NHS Worcestershire, Rooftop Housing Group, Worcestershire Adult 
and Community Services, Worcestershire Mental Health Partnership 
Trust, West Mercia Police and NHS Acute Hospital Trust) and met 
regularly throughout the process of the Review.  The members of the 



Panel were senior managers and/or designated safeguarding 
professionals who had had no direct contact or management 
involvement with the case. 

 
1.7 Hilary Thompson, and independent consultant, who is currently the 

Chair of the Worcestershire Safeguarding Children Board and who 
has experience in Serious Case Review preparation and of the 
strategic oversight of mental health services, was commissioned to 
chair the Panel and prepare the Overview Report with conclusions 
and recommendations aimed at improving multi-agency working in the 
future. 

 
1.8 Family members were invited to contribute to the Review and agreed 

to do so.  The independent author and the Operational Services 
Manager for Adult and Community Services, Worcestershire, attended 
meetings with them.  Much of the early history of A1's life and some 
relevant information in respect of events leading up to his death were 
provided by the family, although it is important to stress that much of 
this information was not known to professionals involved with the 
case.  The family's involvement in the process was much appreciated. 

 
1.9 Delay was incurred in concluding the process by the independent 

author requesting further time owing to bad weather in January 2010 
and a sudden family bereavement in March 2010.  The Serious Case 
Review sub group of the Worcestershire Safeguarding Adults Board 
scrutinised and approved the Overview Report which was presented 
to the Worcestershire Safeguarding Adults Board (WSAB) on 20th 
April 2010.  The Overview Report and this Executive Summary were 
agreed. 

 
2. CIRCUMSTANCE OF A1's DEATH 
 

2.1 At the time of his death A1 had been known to local mental health 
services since at least 2002 and had been treated for depression, 
anxiety, and behavioural problems.  There had been a diagnosis of 
paranoid schizophrenia earlier in his clinical history.  He also suffered 
from chronic gastric problems and was well known to his General 
Practitioner.  A1 rented a housing association bungalow in Evesham 
but had been living with his 88 year old mother for nearly a year 
before his death. 

 
2.2 A1's mother was admitted to hospital in late December 2008 and 

following a multi-agency adult protection meeting it was agreed with 
A1's family that he should return to his own bungalow before his 
mother's discharge from hospital.  The multi-agency meeting was held 
under Worcestershire Adult Protection Procedures owing to her 
vulnerability and concerns having been raised about A1's behaviour 
and its impact on his mother.  

 
2.3 A1 was visited at his bungalow by the local Community Mental Health 

Team following the move and was also assessed for home treatment.  
He was considered to have sufficient mental capacity to live 
independently.  He was last visited by the Community Mental Health 
Team on 23rd January 2009 and the GP made a home visit on 10th 
February 2009.  A1 then missed a number of subsequently routine 



out-patient appointments and last collected medication on 13th 
February 2009.  A letter was sent requesting he attend for his medical.  
Neighbours and a utility service worker became concerned and A1's 
body was discovered at home by the Police on 25th March 2009.  The 
cause of death was later recorded by the Coroner as "pneumonia, 
paranoid schizophrenia and inanition". 

 
3. CASE SUMMARY 
 

3.1 Information from the family indicates that A1 displayed a range of 
symptoms which required referral and treatment from an early age.  
His father and then his mother supported him through his life, although 
it is evident that they felt unable to share fully A1's escalating 
problems.  In the early 1990s A1 was referred, at his own request, by 
Newtown Hospital to the Maudsley Hospital and on the basis of a 
diagnosis of schizophrenia had partial lobotomy surgery.  Advances 
and changes to mental health services were dynamic during the 
1980/1990s, moving from an institutional/clinical approach through to 
mainly care in the community. 

 
3.2 A1 was admitted to Newton Hospital in 1996 following an admission to 

Accident and Emergency for a crisis in his gastric condition and was 
then transferred to the Psychiatric ward for some months.  There had 
been a number of periods of stability in his life with 2 marriages and 
the birth of a son.  Problems, evident to the family, were not 
communicated to health services and opportunities were thus missed 
for a full social care assessment as his lifestyle and ability to care for 
himself deteriorated. 

 
3.3 A1 took up his own tenancy with Rooftop Housing in 2000, who on two 

occasions thereafter provided special support in maintaining his 
property.  In 2006 A1 was taken to Accident and Emergency and was 
transferred to Newton Hospital where he stayed on the Psychiatric 
ward for 4 months.  There was a crisis on his discharge at the time, 
his mother went into hospital and Community Mental Health Services 
made efforts to engage with A1 to avoid further hospitalisation. 

 
3.4 It became evident from 2000 onwards that A1 was misusing both his 

prescribed medication and over the counter drugs.  A pattern of his 
asking for replacement prescriptions and asking family members to 
buy over the counter drugs persisted until his death, although efforts 
were made by the Community Mental Health Services to assist him in 
breaking this dependency.  His sister attempted to keep services 
informed but from 2007 the focus of attention of the family inevitably 
shifted to their concerns about the increasing frailty of A1's mother and 
the impact his behaviour was having on her.  A breakdown in the 
relationship between A1 and one sister following a change in his 
behaviour was shared with professionals and there were social 
services in place for A1's mother and they were aware of the family 
difficulties. 

 
3.5 From March 2008 A1 was in almost daily contact with his GP, locum 

GP and the local Community Mental Health Service.  Concerns were 
noted by a GP about the condition of his home, his being physically 
wasted and odd behaviour.  In May 2008, A1 was visited by District 



Nurses owing to pressure sores, which would have been unusual in a 
young and mobile man.  In June 2008 he was admitted to the medical 
ward of the local hospital from Accident and Emergency with severe 
physical gastric symptoms.  Reference was made to the need for a 
social work referral or team meeting of all concerned.  There is no 
record of this happening. 

 
3.6 A1 was admitted again in August 2008 following his mother calling the 

ambulance.  He was resuscitated and referred for tests.  There was 
good liaison between the hospital and GP and Psychiatrist but no 
evidence of a full and multi-disciplinary assessment to consider the 
escalation in a variety of health problems, including his continued 
misuse of medication. 

 
3.7 This escalation continued up to Christmas 2008 when the Adult 

Protection procedures were implemented to protect A1's mother.  
There was no physical abuse but the impact of A1's behaviour, which 
had become very controlling, led to a decision at the Adult Protection 
meeting on 16th January 2009 that A1 must move back to his own 
bungalow.  He was assisted in moving by his son. 

 
3.8 The meeting considered a Mental Health Act assessment being 

needed.  The Psychiatrist did not consider this appropriate and A1 
was referred to the Crisis Resolution / Home Treatment team for 
assessment.  A1 was described at this stage as having a personality 
disorder which, under new legislation, could have been considered as 
a need for a Mental Health Act assessment.  Throughout these later 
stages reference is made to A1 having mental capacity to make his 
own decisions.  There is no record of a formal assessment.  Home 
Treatment was not recommended.  A1 was not co-operative with 
many approaches but no social work assessment was made 
alongside clinical considerations and it was decided on 11th February 
2009 that continued input would be through his attending out-patient 
clinics and collection of medication.  The involvement of a Community 
Psychiatric Nurse was ended. 

 
3.9 A1 was not considered to be vulnerable by virtue of self neglect, 

despite his behavioural problems and evidence of his severe gastric 
condition and physical poor health.  His pattern had been to present 
himself for medication.  Home visiting had ceased and therefore 
further deterioration would not have been noted.  His not presenting 
for medication should have raised alarm bells.   The family were not 
aware that he had ceased to be in contact. 

 
4. LESSONS LEARNED, THEMES AND CONCLUSION 
 

4.1 In analysing the intervention of agencies and the chronology there 
was evidence of good practice by individual agencies on a number of 
occasions but involvement was not multi-agency in approach and 
there was an absence of an holistic approach with a social care 
perspective.  A number of themes and learning points emerged. 

 
a. Changes over time in A1's mental health diagnosis and a lack 

of holistic assessment pulling together the concerns in respect 
of his mental health, physical health, behaviour in respect of 



medication and inability to maintain his home.  Different 
presentations were treated separately. 

 
b. Pharmaceutical overview was lacking given A1's manipulation 

of his prescriptions, chaotic approach to drug taking and the 
use of over the counter drugs which was unknown to the 
mental health services but known to pharmacists. 

 
c. Problematic engagement with services and lack of co-

operation, despite his almost daily presentations and 
escalating admissions through Accident and Emergency which 
raised concerns by hospitals and GPs.  A sudden change in 
behaviour did not trigger sufficient professional curiosity.  

 
d. Dilemmas of confidentiality and carer support leading to 

significant information not being shared with professionals and 
therefore carer needs assessed.  A proactive approach was 
not taken to make enquiries of family members. 

 
e. Evidence of self neglect not being fully considered.  Mental 

capacity was assumed without all the facts being known by 
those in a position to make this judgement. 

 
f. An absence of processes through which social housing 

providers could have been involved in discussions and 
monitoring of the situation. 

 
g. A lack of multi-agency working and communication, both 

informally and through formal assessment processes.  
Complex multi-faceted presentations of both clinical and social 
care issues were insufficiently addressed on a multi-agency 
basis. 

 
h. The needs of the person causing the vulnerability of another 

not being sufficiently taken into account at the point of adult 
protection processes being implemented. 

 
i. Inconsistencies and lack of recording which may have pointed 

professionals to an escalating problem and no system for 
flagging cases of particular concern which could alert all 
agencies to the need for vigilance. 

 
4.2 It is the view of the author, supported by the SCR Panel, that there 

were a number of missed opportunities to make a more holistic 
assessment of the various presenting problems in A1's life which 
could have triggered a proactive approach to oversight of his health 
and lifestyle at the point at which he was forced to return to his own 
home.  This may have prevented his sudden deterioration being 
missed and subsequently his death. 

 



5. RECOMMENDATIONS 
 

5.1 Each agency has taken action to improve professional processes and 
to ensure compliance with the good procedures which already exist in 
Worcestershire. 

 
5.2 The following multi-agency recommendations are made by the 

independent author and the Serious Case Review Panel of the 
Worcestershire Safeguarding Adults Board. 

 
5.2.1 WSAB should review and cross reference all guidance based 

on relevant legislation currently in use in Worcestershire by 
professionals to facilitate family involvement and information 
sharing so that the privacy of the individual is not compromised 
but neither is their vulnerability increased by barriers being 
placed in the way of open information sharing by family 
members. 

 
5.2.2 Family members, their relationship and role in caring for known 

patients and clients should be clearly recorded as part of a 
mental health Standard Care Assessment.  Consideration 
should then be given to whether they need to be proactively 
contacted by professionals as part of intervention.  Any family 
members identified who are providing care or substantial 
support should be offered a Carers Assessment. 

 
5.2.3 Actions in respect of recording systems arising from previous 

WSAB SCRs should be revisited to ensure that they address 
the issues raised in this SCR.  Clarity about the use of 
Framework and by whom should be incorporated into guidance 
and shared with staff. 

 
5.2.4 An options appraisal based on existing systems, e.g. Cornwall, 

should be made of the benefits and risks for introducing a 
simple flagging system which alerts all agencies to the patient / 
client being an adult at risk.  This would need to include criteria 
and guidance as to what should be done following any 
unplanned admission or contact which raised concern. 

 
5.2.5 All agencies who hold vulnerable adult cases should review 

their guidance and procedures for the management 
supervision of cases to assist in identifying the need for a 
multi-agency approach where there are serious concerns but 
the case falls short of Adult Protection procedures.  This 
should always be applied where there is another adult 
potentially at risk and whose needs conflict with a Vulnerable 
Adult dealt with under the procedures, i.e. where perpetrators 
are also at risk. 

 
5.2.6 Multi-agency guidance should be provided for oversight of 

problematic prescribing to vulnerable adults and medication 
misuse which includes input from Pharmacists and medicine 
management professionals. 

 



5.2.7 WSAB should review its Adult Protection training strategy, in 
particular, targeting health professionals and to include urgent 
consideration of the issues of self neglect. 

 
5.2.8 WSAB should facilitate stronger links between the Coroner’s 

office and  the Adult Protection Team in any case which 
potentially indicates the need for a Serious Case Review. 

 
 
 
 
 
 


