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1. Introduction 
 

This Executive Summary summarises the facts and the key issues arising 
from the Serious Case Review.  It includes all the recommendations contained 
within the Overview Report. This review has been anonymised.  

2.  Circumstances leading to a Serious Case Review 
 

Mrs AM died in her home, a sheltered housing scheme, having received fatal 
injuries as a result of a physical assault. Carer 1 alerted the Police. It was 
evident that a homicide had taken place. Carer 1 became the prime suspect 
and was arrested on suspicion of murder. It was recognised financial abuse 
and financial misappropriation were potential motivating factors in the case. 

Mrs AM had previously been the victim of a burglary in August 2009. This 
crime was never viewed as a potential Safeguarding Adults issue. A financial 
investigator was appointed to the murder enquiry who examined the financial 
systems of Company 1 and the affairs of Mrs AM and Carer 1.  

Carer 1 and their family had a large amount of debt. All Mrs AMs disposable 
income from October 2009 was unaccounted for.  Interviews with staff at the 
company highlighted a recurrent theme surrounding Carer 1’s mishandling of 
cash. 

3. Review Process 

 Sunderland Safeguarding Adults Board (SSAB) agreed to undertake this 
serious case review on 1st October 2010. 

Agencies supplied Individual Management Reviews.  Authors of the Single 
Agency Management Reviews had no supervisory responsibility for Mrs AM. 

The purpose of Individual Agency Management Reviews which include a 
chronology of events and the Agency Report is to detail and analyse the 
circumstances around the agency contact with Mrs AM and make Single 
Agency conclusions and recommendations. The Chronology of Events details 
the Agencies contact with Mrs AM. 

 The timescale for this review has taken into account the need for additional 
reports from Police and Adult Social Care to cover the period from the 16th 
July 2010 until the completion of the criminal proceeding.  

 The Terms of Reference appeared comprehensive when developed and 
should have allowed for significant analysis of inter-agency involvement with 
Mrs AM. As reports were written issues of interpretation of the Terms of 
Reference arose.  
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 Individual Management Review authors received support from their 
supervisors.   Guidance in completing Individual Management Reviews was 
provided for the authors.   

4. Serious Case Review Panel 

Jan Van Wagtendonk, Independent Chair Person     

Strategic Safeguarding Manager – Adults   

Detective Chief Inspector     

Designated Nurse Safeguarding Adults and Children  

Safer Communities Manager   

General Manager – Adult Social Care 

Business Support      

Solicitor   

Independent Observer  

   
5. Parallel Investigations 

 
 Criminal proceedings were completed. 

A Financial Investigation into the practices and regulation of Company 1 was 
completed by the Forensic Accountant for the Police on the 3rd February 
2011. 

6. Family Involvement in the Serious Case Review 
 

 Mrs AM was not in contact with any of her family, including siblings. It is for 
this reason they were not approached to be involved in this review. 

7. Summary of the Key Findings 
 

Mrs AM lived in sheltered accommodation for the whole period of this review. 
Mrs AM was consistently cared by Carer 1.  Mrs AM was socially isolated due 
to her mobility issues and did not appear to have any friends. Mrs AM was 
very reliant on Carer 1 to provide basic necessities and manage her finances.  

Mrs AM had regular involvement with the District Nursing Service, with 
support staff within her accommodation and with Carer 1. 

8. Key Issues 
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Mrs AM had on-going involvement with a number of agencies and 
professionals. Mrs AM was likely the subject of financial abuse and was in 
need of protection. Carer 1 was seen as someone who would give above and 
beyond expectations by some professionals. The risk of abuse by Carer 1 in 
this case had not been recognised by some professionals. 

 The key issues in respect of inter-agency work with Mrs AM were: 

• Next of kin and the details of carers and care arrangements need to be 
completed within assessments  

• Poor recording practice within some agencies 

• The need for professionals to be trained to a high standard in 
Safeguarding Adults 

• Information sharing issues meant Company 1 were not aware of 
professional concerns around the relationship between Carer 1 and Mrs 
AM.  

• Financial concerns known to Company 1 were not investigated 
sufficiently by the Police 

• Vulnerable adult concerns raised with Adult Social Care were not fully 
explored within Safeguarding Adults 

• Financial arrangements within Company 1 were not robust 

• Social Care Governance did not include in their monitoring role a remit to 
review Company 1s financial arrangements and the Care Quality 
Commission as regulator never identified the need to review Company 
1’s financial arrangements; this resulted in Company 1 being able to 
operate with inadequate arrangements in place 

• Concerns raised with the Care Quality Commission were not robustly 
responded to 

 

9. Learning Points 

There are a number of learning points arising from this Serious Case Review: 

• The need to recognise Mrs AM as a vulnerable adult and to ensure 
professionals never lose sight of and always consider that vulnerability 
particularly when significant events occur 

• The need for practical quality Safeguarding Adults Training for all levels 
of staff within all Agencies/Organisations 
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• The need for regulators, commissioners and those charged with 
monitoring/governance to understand and follow procedures to 
safeguard vulnerable adults from harm 

• The need for commissioners to ensure governance arrangements 
include a comprehensive financial assessment 

• The need for regulators to ensure their inspection methodology is robust 
in order to fully assess practices within care organisations 

• The need for robust governance arrangements within Adult Social Care 
which ensure minimum standards are adhered to or sanctions imposed 

• The need for greater communication between commissioners of services 
and regulators of those service before and after inspections and 
monitoring visits to ensure issues are identified and monitoring of key 
areas of concern is in place 

• The impact poor information sharing and communication can have on 
gaining an overall safeguarding picture and ensuring that a vulnerable 
adults needs are met 

• The need for good record keeping across all agencies when taking 
actions with or on behalf of services users 

• The need for robust complete evidenced based assessments that inform 
the interventions offered 

• The importance of understanding non-compliant behaviour and 
assessing the impact of non-compliance within treatment 

• The need for all agencies and professionals to have clarity and 
confidence in respect of referral thresholds and the referral process 

• The need for regular and reflective supervision for all staff with direct 
involvement with vulnerable adults 

• The need to identify a key worker/advocate for all residents in housing 
establishments 

 
10. Areas of Good Practice 

• The District Nursing Team, despite Mrs AMs attempts to disrupt her own 
care, maintained focus on Mrs AMs nursing care needs, working in 
partnership with Mrs AM throughout a prolonged period of care 

• All professionals involved in meeting Mrs AMs needs were professional 
and sensitive to her wishes and feelings 

• Following a burglary the Police followed the Protocol for the Minimum 
Standards of Investigation at Burglaries, to the full instruction 
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• The ambulance service made a timely response when their assistance 
was required 

• The District Nursing Team made a timely initial assessment of need 

• At times information sharing between professionals was good, for 
example the referral to the Older Peoples Service by the District Nursing 
Service, the Older Peoples Service and Company 2 Support Staff 

• The Care Quality Commission Inspection arrangements were followed 
within the correct time scales and following the current methodology. 
The key inspection in 2008 included the views of service users and 
focussed upon peoples outcomes 

• Company 2 did alert Adult Social Care Services of concerns regarding 
Carer 1 and Mrs AMs relationship 

• Adult Social Care Services responded in a timely fashion to all referrals 
received from partner agencies 

• The Police made an appropriate referral to an approved home security 
company. The fitter was timely in his response and alerted the warden 
about the slow closing door at Company 2 

• Company 2 contacted Mrs AMs GP when they were concerned Mrs AM 
was losing weight 

• Company 1 responded quickly to Mrs AMs wishes when she requested a 
change in Carer 

 

11. Summary and Conclusions 

Community Health Services provided appropriate care to Mrs AM. Mrs AM 
had low mood; the GP did not see this as significant. The GP responded 
appropriately to Mrs AMs other medical needs. The risk of abuse by Carer 1 in 
this case had not been raised in the minds of the District Nurses who viewed 
Carer 1 as one who went above and beyond her responsibilities. There is 
evidence that the District Nursing Service shared information within health and 
with Adult Social Care but there is no evidence of contact with Company 1 
and Company 2 who were both providing a service to Mrs AM. All the District 
Nursing Service staff had accessed Safeguarding Adults training and the 
majority had accessed supervision. 

Adult Social Care services offered brokerage, helping Mrs AM identify and 
obtain services. Mrs AMs needs were identified and assessed appropriately. 
Mrs AM paid for her own services via her individual budget. Social Care 
Governance monitored Company 1 via contract monitoring meetings, the 
discussions are unknown. Monitoring was limited and reliant on providers’ 
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self-assessments. There was no monitoring of finance until the events in July 
2010.  

A visit to Mrs AM following a referral to Adult Social Care following the 
burglary did not afford Mrs AM an opportunity to speak freely as Carer 1 was 
present. No wider inquiries were made to other agencies involved with Mrs 
AM. The Safeguarding Adults Team, as was the practice, acknowledged the 
decision from the identified Safeguarding Manager in this case not to proceed 
to a Strategy Discussion meeting.  The decision not to proceed further under 
Safeguarding Adults Procedures was not challenged at this time as there was 
no other information in their systems which would suggest that the decision 
was not appropriate.  

When Carer 1 referred Mrs AM for additional support the response was not 
timely. Two requests for activities for Mrs AM did not result in a positive 
outcome.  

Issues of isolation were known to the support workers from Company 2 but 
their attempts to involve Mrs AM in in-house activities were unsuccessful; 
activities external to the housing complex were not offered. There is a lack of 
recording since October 2008 within Company 2. 

Support staff were aware Carer 1 handled Mrs AM’s finances; support staff 
recorded the risk of financial exploitation was mitigated by the attendance of 
Carers who were collecting money from the Post Office on her behalf. Again it 
appears Carer 1 was above suspicion. 

Company 2 staff were aware that Carer 1 was attending more frequently than 
agreed and raised this with Company 1. Carer 1 advised support staff she 
was to continue with daily visits. Staff accepted Carer 1s word and failed to 
contact Company 1 to confirm the outcome. 

  The Care Quality Commission licensed Company 1 and monitored them to 
ensure they met the Essential Standards of Quality and Safety from April 
2009. During the period of the review the Commission for Social Care 
Inspection carried out the first two of three inspections, the Care Quality 
Commission carried out the last inspection. There was one key inspection 
followed by two annual service reviews in line with required inspection 
schedules. At no time was it deemed necessary by either Commission to use 
additional powers. A random inspection could have been used to follow up 
complaints.  

There is no evidence that complaints made to the Commission for Social Care 
Inspection or the Care Quality Commission were considered during 
inspections or reviews. Lack of progress of areas where improvement was 
deemed necessary received no sanctions and do not appear to have 
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influenced the grading of the Company 1 as a whole. The financial standard, 
as it was not a core standard, was never reviewed. 

Allegations that came to the Care Quality Commissions attention resulted in 
the registered manager for Company 1 being contacted directly, none resulted 
in contact with any other agency or professional. A number of the allegations 
made to the Care Quality Commission had a safeguarding element to them 
but there was no contact with the Local Authority Safeguarding Adults Team. 

The lack of liaison with Commissioners meant Company 1 was not raised as a 
concern at contract monitoring meetings 

Within Company 1 systems, processes, procedures and management over 
sight were lacking. Financial arrangements, systems, process and procedures 
were found to be inadequate. Financial arrangements were not part of the 
contract management meetings held by commissioning. 

Recruitment and HR processes and procedures were not robust. The way 
Company 1 was organised and managed was not appropriate or effective. 
There was no clear and effective guidance in place on safeguarding adults. 
There was poor service quality checking with limited evidence of observation 
of staff involved in the provision of care. Company 1 did respond to Mrs AMs 
request for a change of worker but there is no evidence her request for 
additional support was reviewed. Carer 1 was unsupervised and unsupported 
in her role and there was no system in place that would have assisted 
Company 1 to identify the abuse. 

Company 1 were reliant on Social Care Governance and the Inspections by 
the Care Quality Commission to inform them of areas of concerns; there is 
little evidence they were proactively looking to advance their services. 

The lack of information sharing between agencies means Company 1 were 
sometimes rendered impotent to take any action as they were unaware of 
other agencies concerns. 

When Mrs AM was burgled Carer 1 was seen as more than just a carer 
visiting a client daily. The Police did not contact Company 1 even though 
Carer 1 stated there were no formal arrangements to manage Mrs AMs 
finances. The Police did not establish Carer 1s employer and did not refer Mrs 
AM to safeguarding adults. The officers followed their internal Policies and 
Procedures regarding vulnerable victims; the policy was not helpful from a 
safeguarding perspective.  

 The approved home security company visited Mrs AM following the burglary 
to offer crime prevention advice and identified the main door as an issue. 
Appropriate action was taken to address this. Follow up to ensure action had 
been taken did not happen. 
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Conclusion 

With the benefit of hindsight analysis in this review suggests Mrs AM was 
being abused by Carer 1. That said even if all the issues identified within this 
report had been fully addressed, there is nothing recorded to suggest Carer 1 
would take Mrs AMs life. 

There were subtle ‘warning signals’ that all was not well for Mrs AM. None of 
these invoked the full use of the Area 1 Safeguarding Adults Procedural 
Framework. As with all catastrophic events, the context has to be taken into 
account in understanding the chronology and the circumstances.  

Carer 1 misused a position of trust. There were professionals who were 
uneasy about the relationship between Carer 1 and Mrs AM but the reasons 
for the relationship and examination of the balance of power were never 
explored. Area 1 Safeguarding Adults Procedural Framework instructs staff to 
alert their suspicions or seek advice from line managers or the Safeguarding 
Adults team; that did not happen. 

Opportunities to assess the relationship between Mrs AM and Carer 1 were 
missed due to under reporting of subtly significant events. Events which were 
significant were not seen as such, this is particularly true within the District 
Nursing Service and the Commission for Social Care Inspection/ Care Quality 
Commission.  

The Police missed an opportunity to identify Mrs AM as vulnerable following 
the burglary and as a result there was a delay and dilution of the content of a 
notification to the Safeguarding Adults Team. 

  The identified Safeguarding Manager failed to use all systems available to 
them to ensure they had received full information from all professionals 
involved in Mrs AMs care regarding Carer 1, before making a decision not to 
hold a Strategy Discussion meeting under Safeguarding Procedures following 
the burglary. This failure to ensure contact had been made with Company 1 
did not afford Company 1 an opportunity to share information regarding Carer 
1. This decision was flawed. The identified Safeguarding Manager also failed 
to notify all professionals involved in Mrs AMs care of the outcome of their 
involvement. The Safeguarding Adults Team, on receipt of the notification did 
not challenge the decision by the Safeguarding Manager because they had no 
information in their system which would suggest that they should do so.  
However, if a previous concern in relation to Carer 1 (involving alleged 
financial abuse with another service user) was dealt with appropriately under 
the Safeguarding Adults Procedures (Company 1 failed to forward the 
appropriate documents to the Safeguarding Adults Team and therefore the 
issue was never recorded on the Safeguarding Adults system), then this 



 
 

10 

information would have prompted the Safeguarding Adults Team to challenge 
the decision. 

  All agencies and professionals at times failed to adopt a multi-agency 
approach in their dealings with Mrs AM. A significant number of Professionals 
misinterpreted the relationship between Mrs AM and Carer 1 as one where 
Carer 1 was giving above and beyond for the good of Mrs AM.  

 Systems and processes within Company 1 were inadequate and did not 
safeguard Mrs AM or other service users. A lack of management oversight, 
training, supervision and financial governance allowed poor practice to go 
unnoticed and unchecked. 

Carer 1 was seen as naïve by her employers in relation to paying off arrears 
when money Carer 1 was given for payment of a bill went missing. Once the 
family indicated they didn’t believe it could possibly be a deliberate act by 
Carer 1 the way the Police, Company 1 and Adult Social Care dealt with the 
case was flawed. However Company 1 did not use this information in the 
context of information they held within the organisation regarding Carer 1’s 
debt problems. 

  The Commission for Social Care Inspection/Care Quality Commission and 
Social Care Governance did not work well together. It is a necessity that both 
agencies share information regarding allegations and safeguarding issues 
with each other. The robustness of both governance and inspection 
arrangements needs reviewing. 

Mrs AM met a significant number of the predisposing factors to abuse but 
when events and incidents occurred there was little consideration given by 
any of the agencies to the possibility she was being abused. 

Finally Carer 1 seemed to present as a low risk to Mrs AM however risk in 
light of Carer 1s financial situation was never assessed.  

12.  Overview Recommendations  

The Overview Report endorses the Individual Management Review 
Recommendations and makes a number of further recommendations to 
individual agencies to include within their individual action plans. It is 
recognised that action has already commenced on a number of the following 
recommendations. 

Company 1 

In order for Company 1 to meet record keeping requirements it is 
recommended that Company 1 ensure each service user has an individual 
centrally held file. The file must contain an agreed level of minimum data 
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regarding the service user care package, care plan and delivery. The record 
must include details of interventions by care workers. Arrangements need to 
be made to monitor and review the files. 

In order for Company 1 to ensure all safeguarding issues are recorded a 
centrally held risk register which demonstrates when notifications have been 
made to the appropriate relevant agency such as Safeguarding adults 
commissioning social care governance and the Care Quality Commission 
needs to be developed. A system of monitoring to ensure actions have been 
taken needs establishing. 

 Company 2 

In order for Company 2 to meet record keeping requirements it is 
recommended that Company 2 ensure each service user has an individual 
centrally held file. The file must contain an agreed level of minimum data 
regarding the service user care package, care plan and delivery. The record 
must include details of interventions by care workers. Arrangements need to 
be made to monitor and review the files. 

Care Quality Commission 

In order for the Care Quality Commission to fulfil its Safeguarding Adults 
responsibilities the following recommendations are made: 

• The Care Quality Commission needs to work with Safeguarding Adults 
to establish the difference between service related concerns and 
individual safeguarding concerns 

• The Care Quality Commission must ensure all concerns, complaints 
and information received by the Care Quality Commission of a 
Safeguarding Adult nature are referred to safeguarding adults 

• Care Quality Commission on being informed that a Safeguarding 
Notification has been raised must contact the relevant safeguarding 
adult’s team to confirm receipt 

In order for the Care Quality Commission to be assured companies have 
adequate financial arrangements and thus reduce the potential for abuse they 
should make the standard for financial arrangements one of the core 
standards used within their inspections. 

The Care Quality Commission to review their inspection methodology to 
ensure it will lead to robust inspections of services. 

Adult Social Care 
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The use of Liquid logic IT system to be reviewed as a communication tool 
between Adult Social Care and Health’s District Nursing service to ensure 
consistent and appropriate use. 

District Nurses 

The use of Liquid logic IT system is reviewed as a communication tool 
between Adult Social Care and Health to ensure consistent and appropriate 
use. 

To ensure District Nurses have all the available information to inform their 
decisions District nurses need to be reminded of the requirement to complete 
assessments in full. 

Where service users have multiple medical and social needs identified and 
refuse interventions a multi-agency meeting will be called to manage and co-
ordinate care. 

All district nurses to amend and review assessments as additional conditions 
arise to ensure the care offered is appropriate and addresses all the client’s 
needs. 

Inter-Agency Recommendations 

To improve information sharing it is recommended all agencies include within 
the relevant policy a requirement to establish, record and demonstrate 
information sharing with relevant agencies when issues and concerns arise 
regarding a service user. 

In order to ensure that all possible actions have been taken to meet identified 
unaddressed needs unaddressed need needs to be included within 
supervisions in agencies. 

In order to be assured there’s no financial abuse all concerns of a financial 
nature must be fully investigated and not considered resolved until evidence 
supports this. 

It is recommended that as a minimum standard agencies need to establish 
the contact details of one person or advocate for all service users who is not 
directly involved in care giving, this is to prevent adults at risk having only 
carers they rely on to turn to. 

13. Single Agency Recommendations 

The following are the recommendations made by the Individual Management 
Review authors: 

Adult Social Care 
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1. Examine the feasibility of introducing a process to enable the follow up of 
customers who are sign posted to services to purchase for themselves, 
decline the option of remaining within the CMA process and have no 
contact with Adult Social Care over the following 12 months to check if 
their needs have changed. Should this prove to be viable, devise and 
implement such a process 

2. Consider the appropriate balance between supporting contractors to 
improve and the taking of compliance action, including the development of 
a framework that will assist in achieving this in an equitable way and 
identify key basic requirements that will need to be met at all times 

3. Co-ordinate the timing and content of the work of Social Care Governance 
and Strategic Commissioning from an agreed date to ensure that 
maximum value is achieved from that work in the contract management 
process 

4. Review the way that information from  Social Care Governance activity is 
collated and presented in line with the requirements of particular 
customers e.g. by refining knowledge of the type of information required 
and the way they would like to receive it. Implement changes accordingly 

5. Examine current arrangements for the monitoring of the financial 
governance arrangements in place within contracted organisations 
covering issues such as handling customers money, the acceptance of 
gifts by staff, boundaries of care etc. to ensure that they are being 
adequately considered 

Addendum 

6. A further visit should be made to Company 1 by FIGO to review progress 
on the recommendations made as a result of his initial visit in September 
2010. Outcomes to be reported to Strategic Commissioning and Social 
Care Governance 

7. Arrangements should be made for CSM1 to revisit Company 1 to assess 
progress on the issues raised during her time working with the company 
and the recommendations she made for further action 

8. Monitoring arrangements should be examined and amended if necessary 
to include a regular assessment of the management and organisation of 
commissioned organisations  to ensure they are sufficiently robust to 
enable them to deliver on the requirements of the contract i.e. that they 
have sufficient capacity, appropriate staffing and management structures 
etc.  

9. Should a serious incident such as Mrs AMs murder occur in future, Adult 
Social Care should immediately establish a chronological log, managed by 
a named individual, of all its actions in respect of the incident. 
Consideration should also be given to establishing separate Risk and 
Issue Logs in respect of the incident 
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10. An agreed written record should be made of all discussions relating to the 
serious incident whether these are in-house discussions or involve 
partners. The record should either be in the form of minutes or a note of 
matters agreed and actions to be taken. 

 

Safer Area 1 Partnership 

1. Multi-Agency Training to be provided for contracted service providers 
working with vulnerable adults. This should ensure that all agencies are 
working together to protect vulnerable adults and relevant procedures are 
followed 

 

Community Health Services 

1. Development of Significant Events Guidance for Adult Nursing Services 
within NHS South of Tyne and Wear Community Health Services 

2. Ensure the NHS South of Tyne and Wear Community Health Services 
Mandatory Training Matrix is explicit with regard to the level of training 
required in relation to Safeguarding Adults 

3. Develop a model of supervision for safeguarding adults for all services 
who deliver services to vulnerable adults within NHS South of Tyne and 
Wear Community Health Services 

4. Re-audit of District Nursing Records to provide on-going assurance 
regarding record keeping with particular reference to the standard of 
completion of the holistic assessments 

 

 Police 

1. All officers within Area 1 Area Command need training to have an 
awareness of what Area 1 Safeguarding Partnership is and the role it 
plays within the community 

2. All officers within Area 1 Area Command need training on why and how to 
make referrals to the Area 1 Safeguarding Adults Partnership 

3. All officers within Area 1 Area Command need training to have access to 
information and the referral form, which needs to be more readily available 

4. Amend the Protocol for Minimum Standards of Investigation of Burglaries 
needs to be amended, instruction and guidance in respect of vulnerable 
adults needs adding 

5. Amend the Volume Crime procedure to provide instruction and guidance in 
respect of vulnerable adults 
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6. Consideration needs to be given to amending NPICCS to provide a facility 
which allows callers/victims to be recorded as vulnerable, therefore 
ensuring officers give consideration to making a referral 

 

 Care Quality Commission 

1. The Care Quality Commission did not identify any recommendations for 
their agency 

 

 Company 2 

1. Reinforcement of safeguarding procedure and potential for abuse  by: 

• Incorporate safeguarding as a specific subject in supervision 

• Reinforce safeguarding procedures to all front line staff 

• Include safeguarding procedures as part of staff bulletin 

2. Training: 

• Provide formal training to cleaning staff in daily contact with tenants 

3. Supervision: 

• Safeguarding already included as specific topic in supervision 

• Include review of file notes as part of supervision 

 

 Company 1 

1.  Company 1 did not identify any recommendations for their agency other  
than the Action Plan developed with Adult Social Care 


