
 
 
 
Executive Summary of Serious Case Review of Adult X  
 

1. Introduction 
 
1.1 Adult X died in summer 2009. X died of natural causes as a result of 

sudden death in epilepsy (SUDEP).  
 
1.2 Serious Case Reviews are carried out by the Nottingham City Adult 

Safeguarding Partnership Board (NCASPB) when a vulnerable adult 
dies or is seriously injured and abuse or neglect is known or suspected 
to be a factor in the death or serious injury. Although X died of natural 
causes, the Serious Case Review was initiated to consider factors 
surrounding the support received leading up to the death. 

 
1.3 The NCASPB Serious Case Review procedure complies with the 

standards set out in the ‘Vulnerable Adult Serious Case Review 
Guidance – Developing a local protocol’ by the Association of Directors 
of Adult Social Services (ADASS). 

 
1.4 The purpose of a Serious Case Review is: 

• To establish whether there are lessons to be learnt from the 
circumstances of the case regarding the way in which local 
professionals and agencies work together to safeguard vulnerable 
adults. 

• To review the effectiveness of procedures, both multi-agency and 
those of individual organisations. 

• To inform and improve local inter-agency practice. 
• To improve and develop best practice by acting on lessons learned. 

 
1.5 Serious Case Reviews are not inquiries into how a vulnerable adult 

died or was seriously injured, and who is responsible. This is dealt with 
through the Coroner’s and Criminal courts. However, they may suggest 
issues that individual agencies may need to deal with through their 
personnel processes. 

 
1.6 The NCASPB convened a Serious Case Review Panel to oversee the 

Serious Case Review and senior managers from the agencies involved 
were appointed to the panel. Each agency involved with X completed a 
report covering their involvement with X in order to look openly and 
critically at individual and organisational practice in relation to X. 

  
1.7 The NCASPB appointed Independent Authors to consider what 

happened, critically evaluate all the agency reports, and write an 
‘Overview Report’ which provides analysis and evaluation. Learning 



points  and recommendations are made in the Overview Report which  
intend to help agencies by looking back at how information was shared, 
what it meant, what action was or was not taken, and whether changes 
to the way the work is done could avoid a similar situation happening 
again.  

 
1.8 In this case, the agencies involved with X were: 

• Children’s Services, Nottingham City Council 
• NHS Nottingham City 
• Nottinghamshire Healthcare Trust 
• Commissioning, Nottingham City Council 
• Nottingham University Hospitals NHS Trust 
• Adult Services, Nottingham City Council 
• Nottinghamshire Police 
• Connexions, Nottingham 
• Police, NHS and Childrens Services from another Local Authority 

 

1.9 In addition, a specialist epilepsy report was requested to consider 
issues arising from the care and management of X’s epilepsy. 

 
1.10 Families are invited to contribute to the Serious Case Review and to 

give their views about how services could be improved. 
 
1.11 This Executive Summary provides a summary of the learning from the 

case and the recommendations which have been made to improve 
services to vulnerable adults who may be at risk of abuse of neglect. It 
is published when the review is finalised and Coroners proceedings are 
closed. Information provided in this summary is limited in order to 
ensure confidentiality for the family members and significant others. 

 
2. Learning Arising from the Serious Case Review 
 
2.1 The Serious Case Review found that there were a number of areas 

where services could be improved, and they are listed below: 
 

• On the whole, there was a need for much improved communication 
and information sharing across agencies.   

• A need for increased awareness of Adult Safeguarding was 
highlighted for almost all staff groups. All agencies have a 
responsibility for acting on and following up any issues of concern.  

• Assessment processes undertaken by social care agencies require 
improvement. 

• Young people and vulnerable adults need to be placed at the centre 
of assessments and care plans and their views actively sought.  

• A Transition Policy and Procedure is required for young adults 
moving from Children’s Services to Adult Services. 

• A greater level of understanding across agencies is needed in 
relation to Sudden Unexpected Death in Epilepsy (SUDEP) when 
working with individuals who experience epilepsy. 



 
• Although some individual practitioners delivered an adequate 

service to X, there were a number of examples of agencies, teams 
and individuals providing services or support to vulnerable adults 
where improvements are required.  

 
3. Recommendations 
 
3.1 The Serious Case Review Overview Report has made 

recommendations to the NCASPB regarding what needs to be done to 
learn from this case and to improve services to vulnerable adults where 
there may be a risk of abuse or neglect. Agencies have also made 
recommendations for their own agency. ‘Action Plans’ are drawn up to 
make sure everyone involved is clear about what they need to do to 
follow the recommendations.  

 
3.2 Recommendations from the Overview Report are set out below: 
 

• All agencies should review or devise policy and pro cedures to 
reflect national good practice guidance (available from 
National Institute for Clinical Excellence) on Sudd en 
Unexpected Death by Epilepsy (SUDEP) and apply this  to 
relevant service areas. 

• Key partners will look to review, re-commission and  redesign 
transition services with a particular focus on chil dren leaving 
care. 

• There needs to be greater emphasis on supporting vu lnerable 
young adults, especially those with a learning disa bility and 
known to have social care needs, in their transitio n between 
paediatric and adult health care services. 

• The NCSCB and NCASPB require a robust Training stra tegy 
which will provide assurance that appropriate Safeg uarding 
training is being delivered across partner agencies . 

• Practice Guidance in respect of Children Looked Aft er placed 
out of county should be reviewed to include clearly  defined 
roles, responsibilities and accountabilities of all  agencies 
involved. 

• The NCASPB requires evidence from Children’s Servic es, 
Adult Services and appropriate Health agencies that  young 
people in transition are placed at the centre of an y assessment 
or review process. 

• NCASPB requires evidence that the revised commissio ning 
arrangements  in respect of Care Leavers and Childr en 
receiving aftercare services are monitored and qual ity assured 
on a regular basis  

 
4. Improvements to Services as the Result of this S erious Case 

Review 
 



4.1 Work to improve services is underway and below are some of the 
improvements made so far: 
• Nottinghamshire Healthcare Trust has reviewed its’ record keeping 

and non attendance policy and procedures. 
• Nottingham City Council Adults Services have reviewed their 

assessment processes. 
• Nottingham City Council Quality and Commissioning has 

commissioned a range of accommodation types for Children in 
Care 16+ in order to facilitate transition to fully independent living. 

• A review of the Transition arrangements for young adults moving 
from Nottingham City Council Children’s Services to Adults 
Services has commenced.  
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