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1. Introduction  

1.1. Wolverhampton Safeguarding Together (WST) (Wolverhampton’s statutory safeguarding partnership) 

decided to undertake a Safeguarding Adult Review (SAR) in respect of an adult to be known as “Edna” in July 

2020, as the circumstances of the case met the statutory criteria for a review to be undertaken .  

1.2.  Edna was living in a short stay residential care home for older people when she was physically assaulted 

by another resident, to be known as J.C. and consequently died several days later. Prior to this, Edna had 

been living at home with her husband receiving a package of domiciliary care support until she was admitted 

to hospital due to a stroke. Edna was discharged from hospital to a short-stay residential care home but was 

subsequently moved to another care home within the same group as they could not meet her needs. 

1.3. It was agreed that the SAR would consider in detail the professional involvement with Edna from May 

2019 until November 2019 which was the time of the incident. 

1.4. There were no parallel proceedings that needed to be taken into account. An inquest was concluded prior 

to the commencement of the review. The coroner issued a Regulation 28 report 1 which has been responded 

to by the care home provider and the City of Wolverhampton Council. 

 
1 Regulation 28 of the Coroners (Investigations) Regulations 2013 gives Coroners a power to issue a 
prevention of future death report during but most commonly at the conclusion of an inquest. 
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2. Methodology 

2.1. An Independent lead reviewer was appointed to lead the review2. The Panel had access to key single and 

multi-agency documents. It is of note that the information provided by the care home was limited as the 

provider was unable to locate the relevant records. The panel met with practitioners involved with the family in 

reflective sessions where the circumstances  were discussed. Unfortunately, this did not include any of the 

staff from the care homes as they no longer worked for the provider organisation. The predisposing 

vulnerabilities and safeguarding concerns 3 that were known at the time were considered, in order to 

understand Edna’s circumstances. This was followed by the consideration of the protective actions taken by 

agencies. 

 

2.2 The agencies that had involvement reflected on the agency specific learning and shared 

learning within their agencies. The 6 principles of safeguarding4 were considered throughout the 

review. 

2.3. The Lead Reviewer and the Manager of WST met with Edna’s family members and they provided valuable 

contributions to the review. J.C’s family members did not respond to offers to contribute to the review. 

2.4. Drafts of this report were shared with those involved as well as with the One Panel5 and WST’s Scrutiny 

and Assurance Group to ensure collaboration and ownership and provide scrutiny and challenge. The 

recommendations were written by the Lead Reviewer and the Review Team.  

2.5. This report has been written in the anticipation that it will be published in full and contains only the 

information that is relevant to the learning established during this review.  

2.6. The Social Care Institute for Excellence undertook a scoping review of resident-to-resident harm in care 

homes and found that “there is a paucity of research into resident-to-resident harm, including prevalence data, 

detailed identification of perpetrator and victim characteristic, developing/assessing environmental 

interventions, developing/assessing staff training interventions.6” In light of this, the learning from this review is 

important in supporting improvements in practice. 

3. The Circumstances  

3.1. For the purpose of this report, the following people are relevant:  

 

 
2 Jenny Butlin-Moran is an experienced independent social work consultant who is independent of WST 
and its partners. 
3 This was taken from “Complexity and Challenge: a triennial analysis of SCRs 2014-17” and adapted to 
ensure its relevance to safeguarding adults. 
4 The Care Act 2014 
5 WST One Panel is responsible for deciding whether a SAR should be undertaken and for 
commissioning a Lead Reviewer and overseeing the writing of the report. 
6 Resident to resident harm in care homes and other residential settings: a scoping review. SCIE July 
2021. 
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Relationship to Edna Known as in the report 

Subject Edna  

Husband Edna’s husband 

Fellow Resident J.C. 

Husband of Fellow Resident. J.C.’s husband 

3.2. Edna’s family members described her as a “lady.” She was very proud of her appearance and liked to wear 
nice shoes and handbags. Edna loved doing crossword puzzles. They spent a lot of time together as a family 
and the family members we spoke to used to prepare the daily meals for Edna and her husband. Edna was 
described as a very caring woman who loved her family. It was evident from our conversation that Edna was 
dearly loved and the family was badly affected by the events surrounding her death.   

3.3. Although the review was unable to benefit from receiving contributions from family members, it was evident 
from the agencies’ records that she was dearly loved by her husband. 

3.4. In May 2019, J.C. was diagnosed with vascular dementia and her husband was receiving support following 
a carer’s assessment. 

3.5. In May 2019, Edna was admitted to hospital following a stroke which left her paralysed down one side of 
her body. A Discharge to Assess (D2A) form was submitted for a 7-day assessment bed whilst future plans were 
formulated. Edna experienced two further hospital admissions prior to being assessed and discharged to a 
residential care home 1 in September 2019.  

3.6. J.C.’s vascular dementia continued to impact upon her behaviour, and she was increasingly aggressive to 
her husband who was struggling to cope.  

3.7. In October 2019, Edna was moved to residential care home 2 operated by the same provider, as care home 
1 was unable to meet her needs. 

3.8. J.C. was admitted to hospital and subsequently discharged to a residential care home 2 in November 

2019 where Edna was also a resident. 

3.9. Several days after J.C.’s admission to the residential care home, she was found in Edna’s room and Edna 

was found to have the following injuries; bruising and a skin tear to her arm, facial bruising and a headache 

which Edna later advised had been caused by J.C. punching and slapping her.  

3.10. J.C.’s social worker was notified of the incident a day later during a visit to J.C. and tried to identify an 
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alternative care home as the care home was unable to meet her needs. This was achieved 6 days later.   

3.11. Sadly, nine days after the incident, Edna was admitted to hospital and died three days later. 

4.Analysis  

4.1. To analyse the professional involvements and interventions with the family, consideration has firstly been 

given to the predisposing vulnerabilities and safeguarding concerns7 in the case, which were known or knowable 

to professionals involved at the time. This is followed by the protective actions taken by the agencies involved 

at the time.  

 

Predisposing Vulnerabilities. 

Edna was paralysed on one side of her body and consequently had significant care and support 
needs.  

Edna and J.C. were physically and mentally dependent on others for their personal care needs 
and as a result their activities were limited. 

J.C. had dementia and mental ill-health. 

Edna was reliant on others to call for help. 

4.2. The following safeguarding concerns have been identified:  

  

Safeguarding concerns 

Edna was on occasions a risk to herself and to her husband. 

J.C. was on occasions a risk to herself, her husband and staff and residents in the care home. 

Edna was injured by J.C. and needed treatment and support. 

The appropriateness of the placement of J.C. 

 

4.3. During the involvement of professionals with Edna, there were both preventative and protective actions 

 
7 This has been adapted from the analysis of SCRs of children and the framework used to support 
identification of pre-disposing vulnerabilities and safeguarding concerns.  
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taken by the agencies involved.  

 

Prota    Preventative and protective actions taken by the agencies.   

 

Professionals undertook thorough assessments of need. 

Carer assessments were undertaken for the husbands of Edna and J.C. 

A visit was undertaken by the CCG Safeguarding and Quality Team to the care home where J.C. was 

subsequently placed following the incident. 

 

5.    Detailed analysis 

The review considered the following areas and sought to appraise and explain practice. This section provides 

further analysis and learning. 

5.1. Effectiveness of assessment processes. 

5.1.1. During the scoping period of the review, the review focused on the D2A process and the assessments 

undertaken by the prospective care home providers. 

5.1.2. In Wolverhampton, when a patient is medically optimised for discharge, a D2A is undertaken by a 

healthcare professional who assesses the type of care a person will need upon discharge from hospital and this 

is passed to the Triage Team at the hospital. If a placement is required in a nursing home, this is sourced by 

health care staff. If a residential care home is required, the outcome of the assessment is sent to the 

Personalised Support Team (PST) at the City of Wolverhampton Council and they send the information to the 

relevant care homes. A care home responds if it initially believes that it can meet the person’s needs. The 

provider then undertakes its own assessment, or one is undertaken by a Trusted Assessor8 to ensure that the 

home is able to meet the person’s needs. 

5.1.3. In August 2019, Edna was admitted to hospital as she had become increasingly agitated and aggressive 

and had tried to harm herself. Her family were concerned about the deterioration in her behaviour and felt that 

it was not safe for her to return home.  In September 2019, a shortened assessment was undertaken as was the 

practice at the time. (The review learnt that this practice has changed and a D2A is now undertaken instead.) 

The assessment recommended EMI residential /nursing care and Edna was admitted to care home 1.  

 
8 Allows adult social care providers to adopt and use assessments carried out while people are still in 
hospital, as long as the assessment was made under a suitable ‘Trusted Assessor Agreement.’ 
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5.1.4. The family members told us that they had strongly felt that Edna required a nursing home due to her 

physical limitations and her cognitive well-being. However, they did not feel they were listened to. 

5.1.5. The review found that the D2A process was undertaken as required by the procedures. The Panel was 

assured that although the Patient Flow Assistant features heavily on the documentation, the assessment is 

undertaken by a health care professional and there are robust quality assurance processes in place. 

5.1.6. The review identified some learning regarding the assessment undertaken to determine if a home can 

meet the needs of a person following their discharge from hospital. Edna was discharged to care home 1 in 

September 2019 but continued to be agitated and display aggression and was subsequently transferred to care 

home 2 with the same provider company in October 2019, following a procurement process by PST. The review 

noted that the sister home offered the same type and level of provision as the first care home and therefore the 

basis upon which it felt it could meet Edna’s needs was not apparent. The review found that the absence of a 

clear quality assurance mechanism by the council meant that the council could not be assured that the 

procurement process identified appropriate care homes to meet the needs of adults. 

5.1.7. The review found that the assessments for both Edna and J.C. to consider a care home’s suitability had 

not been undertaken by the care home or by a Trusted Assessor because there was no record of this. (For Edna. 

this was in relation to care home 1 only as an assessment was found in relation to her admission to care home 

2.) In addition the Hospital Social Worker recorded that the manager of care home 1  had said that she had not 

been aware of all of Edna’s needs .  

5.1.8. This was contrary to the provider’s procedures and meant that there was not a clear understanding of how 

care home 1 would meet Edna’s needs. This was particularly concerning because the second home offered the 

same level and type of provision as the first home which had been unable to meet her needs. The review learned 

that the provider since this time has implemented a new electronic recording system which means that an 

absence of a recorded assessment will be easier to identify and address.  

5.1.9. For J.C., the absence of an assessment prior to her admission to care home 2 meant that the home did 

not have a clear understanding of her needs and behaviours and how these may impact upon other residents. 

The review was made aware that it was believed that J.C was related to a staff member of the home and this 

may have influenced the decision of care home 2 to admit her.  Unfortunately, neither the former manager nor 

the member of staff is still employed by the provider and therefore the review was unable to explore this further.  

5.1.10. Throughout the review, there was no evidence that care home 2 considered the impact of J.C’s 

behaviours upon other residents, despite her diagnosis of vascular dementia. The Social Care Institute for 

Excellence scoping review which examined on peer-on-peer harm9 found that “residents’ characteristics that are 

a risk factor for resident-to-resident abuse include dementia, mental illness, behavioural symptoms that may 

disrupt others and a history of aggressive or negative interactions with others.”  

5.1.11. In August 2019, Edna’s behaviour deteriorated. The carer support worker sought an assessment under 

the Mental Health Act 1983 from the Mental Health Liaison Team as they were concerned that Edna posed a 

risk to herself and others but this was refused on the basis that her physical health should be assessed first 

despite her having been discharged from hospital the previous week. Whilst it was appropriate to consider the  

 
9 Resident to resident harm in care homes and other residential settings: a scoping review. SCIE July 
2021. 
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physical conditions that could impact upon a person’s behaviour as there is a duty to consider the least restrictive 

measures in the first instance, the review found that this was a missed opportunity to understand more about 

Edna’s needs. 

5.1.12. The review learned that this situation is not uncommon and that there is not a clear pathway to resolve 

professional disagreements in these circumstances or to consider more flexible hybrid packages of care. 

5.1.13. Learning: 

● The system for ensuring that an appropriate care home provision is offered to an adult needs to 

be clearer to professionals. 

● The absence of recording by care homes 1 and 2  of the assessments of both Edna and J.C. 

respectively meant that the provider did not have a record of their needs and how it planned to 

meet them and was unable to reflect upon the decision to admit them.  

● The lack of a thorough assessment of Edna’s and J.C’s needs meant that the care homes did not 

have an accurate understanding of their needs, whether they could meet them and if so, how.  

● The absence of consideration of how J.C’s needs and behaviours could impact upon other 

residents meant that Edna and other residents were vulnerable to assaults. 

● A dispute resolution process should be used to resolve professional disagreements. 

 

5.2. Effectiveness of the safeguarding processes. 

5.2.1. Following J.C’s diagnosis of vascular dementia, a range of support services were put into place to 

safeguard J.C’s well-being and that of her husband. This was effective practice. 

5.2.2. In October 2019, whilst living in care home 2, Edna tried to harm herself by tying an alarm cord around 

her neck. Family members advised us that although Edna tied the alarm cord around her neck, she did not have 

the physical strength to harm herself. The care home responded to this by removing the alarm cord from her 

room to prevent further such incidents. Whilst this was well intentioned, no other mechanisms were put into 

place to enable Edna to call for assistance in an emergency. The family members told us that this also meant 

that Edna could not access support for example if she needed to use a toilet. The family were told that as a 

result, observations of Edna had been increased to every 15 minutes day and night. There was no evidence of 

this in any written records or the care plan and no evidence of alternative arrangements made to enable Edna 

to call for assistance from her room should it be needed. Information provided by a family member stated that 

Edna had said that J.C had come to her room on a number of occasions. Edna told family members that she  

was assaulted for about 30 minutes. If the checks had been undertaken as advised, staff would have been aware 

of J.C entering Edna’s room previously and of Edna being assaulted, and could have intervened. 

5.2.3. In November 2019, a member of staff from care home 2 found J.C. in Edna’s room, with evidence of Edna 

having sustained physical injuries. Whilst the incident was not witnessed, the care home concluded that J.C. 

had been confused and thought Edna was in her bed and assaulted her. The care home believed that the 

incident had taken place either late the preceding night or in the early hours of the morning. Edna’s family were 

informed and a safeguarding alert was raised with the Local Authority in accordance with procedures. 
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5.2.4. Later that day, care home 2 contacted the Rapid Intervention Team (RIT)10 to review a skin tear to  Edna’s 

right forearm. Edna was subsequently seen by a Health Care Assistant (HCA.) However, given that Edna had 

received an injury to her head and was receiving anti-coagulation medication, it was expected practice in 

accordance with the NICE Guidance11 for Edna to have been taken to the Emergency Department at the hospital 

for further assessment by the care home . Whilst the care home was unable to advise the review why they hadn’t 

followed the guidance, it has now revised its procedures to ensure that this is adhered to in the future. The family 

told us that the care home was aware that Edna was having headaches and gave her paracetamol. 

5.2.5. The review considered that the RIT could also have prompted the care home to take Edna to hospital and 

as a result of learning from this review the team also now revised its procedures so that where there any concerns 

regarding a head injury the triage staff will ask if the patient is on anti-coagulant medication and they will be sign 

posted to contact emergency services. 

5.2.6. The review also found that the allocated social worker for J.C. was not aware of the incident until they 

undertook a planned visit the day after the incident. This meant that they were not able to consider any additional 

safeguards to be taken. This will be explored further in section 5.3. 

5.2.7. J.C’s social worker initiated a move for J.C. to an alternative care home but despite extensive efforts was 

unable to identify one and it was agreed by the social worker’s manager that J.C should go to hospital as she 

was at risk because the care home was unable to meet her needs. The care home subsequently contacted West 

Midlands Ambulance Service (WMAS) to arrange for her to be transported to hospital. 

5.2.8. However, WMAS advised that they were unable to take patients directly onto wards (as opposed to the 

Accident and Emergency Department) unless this had been pre-arranged by a G.P. Given that it was 

inappropriate for J.C’s needs to be met by the Accident and Emergency Department, WMAS advised the care 

home to speak to J.C’s social worker. The review found that WMAS should have made a safeguarding referral 

to the Local Authority but didn’t because they believed this was unnecessary as J.C. had an allocated social 

worker. 

5.2.9. Care home 2 continued to be concerned about J.C’s behaviour and the social worker continued to try and 

identify an alternative care home. Given the concerns regarding J.C’s behaviour, consideration was given to an 

assessment under the Mental Health Act. However, clinicians believed that her behaviour may be as a result of 

being in pain and her increased medication not yet taking effect and the request was refused. Subsequently an 

alternative home was found and J.C was admitted, 6 days after the incident.  

5.2.10. Learning: 

● Safety alarms must be in place at all times for residents to request assistance including in 

an emergency.  

● The care home must ensure that safety plans are put in place for residents and that 

assurance processes are in place to ensure that the plans are implemented. 

● The care home should ensure that in the event of a safeguarding incident, the relevant 

social workers should be notified so that they can consider any safeguarding actions that 

 
10 Rapid Intervention Team 
11 NICE Clinical Guidance: Head Injury: Assessment and Early Management. 2019. 
 



 

9 

need to be taken as best practice. 

● Where a head injury is known or suspected, the relevant NICE guidance should be 

followed by professionals and the person concerned taken to hospital.  

● WMAS should ensure that safeguarding referrals are made to the council, even when 

there is an allocated social worker. 

●  

 

5.3. Effectiveness of inter-agency and intra-agency communication 

5.3.1. The review identified that some of the language used by different professionals caused some confusion 

in the D2A process. 

5.3.2. The review learned that the term “nursing care” is used in hospitals as a generic term to describe a 

placement following discharge from hospital. Whilst this is well understood in a hospital setting, it is not 

understood by the wider multi-agency partnership. Edna’s discharge notification signed by a clinician stated that 

she had been discharged to a “nursing home” however she was in fact discharged to a residential care home.  

Similarly, J.C’s  D2A stated that she required “EMI nursing care”  however she was discharged to a residential 

care home. However, for non-healthcare professionals, this refers to a specific type of provision.  

5.3.3.The Care Quality Commission (CQC) defines nursing care as “any service provided by a nurse involving 

either: 

● the provision of care 

● the planning, supervision or delegation of the provision of care, other than any services which, by 

their nature and the circumstances in which they are provided, do not need to be provided by a 

nurse. 

Whereas residential care is defined as: 

● the general care and support provided in a standard elderly care home usually involves help with 

basic needs such as washing, dressing, mobility assistance and so on. 

The review learned that the Trust is trying to change the use of the generic terminology to avoid confusion. 

5.3.4. Similarly, the review found that the term “EMI” (Elderly Mentally Infirm) is still used by hospital staff instead 

of “dementia” which is the term used by the CQC.  

5.3.5. In August 2019, Edna attempted to strangle herself with a telephone cord. As a result of the deterioration 

in her well-being she was admitted to an acute medical ward. The D2A form that was later completed included 

this information and was shared with care home 1 where Edna was admitted in September 2019. In October 

2019, Edna tried to strangle herself with an alarm cord in her room at care home 2. The review found that the 

records held by the provider organisation were not appropriately maintained and it was likely that this information 

was not passed to care home 2 in order for them to consider as part of a risk assessment. 

5.3.6. The social workers for Edna and J.C. were not directly notified of the incident to Edna by care home 2 

until they made a routine visit to Edna and J.C later that day. The review learned that care home 2 had 
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appropriately made a safeguarding referral to the Local Authority as was expected practice and believed that by 

doing so, this informed the allocated social workers for Edna and J.C. The review found that the electronic 

recording system held by the council records the incident against the person who has been harmed and therefore 

their social worker would be made aware. However, the current system does not record this against the person 

who was the source of harm and therefore J.C’s allocated social worker was not informed. 

5.3.7.The review learned that the newly devised “Service user on Service user abuse” guidance which is due to 

be implemented later in the summer of 2021 states that the social workers for the adults must be informed. This 

will be helpful in ensuring that the relevant social workers are notified of such incidents and can take actions to 

safeguard the adults involved. 

5.3.8. The focus of the social worker for J.C. then shifted to identifying an alternative provision which proved to 

be extremely challenging. Despite J.C posing a risk to herself and others, an assessment under the mental 

health act was not undertaken because the clinicians believed that J.C’s behaviour could be managed by her 

current medication. The social worker had a number of bi-lateral conversations with different professionals but 

ultimately was unable to identify a solution.  

5.3.9. At this point there was not a consensus amongst professionals about a way forward which led to J.C. 

remaining in the home and the social worker struggling to identify a solution and feeling unheard. The review 

found that it would have been helpful to have had a multi-disciplinary meeting for professionals to share their 

views and formulate an agreed plan to meet J.C’s needs. 

5.3.10. Learning: 

● The generic use of the term “nursing care” to describe both nursing and residential care is 

confusing for the organisations within wider partnership. Similarly, the use of outdated 

terminology- using “EMI” rather than “dementia” is confusing for professionals. Whilst this is being 

addressed by the wider partnership, this case highlights the need for this. 

●  The provider organisation for care homes 1 and 2 should ensure that their recording systems are 

maintained and that information about residents is shared between homes when residents move 

so that this can be included in assessments and care plans. 

● The council should ensure that the electronic recording system records a safeguarding referral 

on the record of the person who has been harmed and the person who caused the harm to ensure 

that the information is shared with the allocated social workers to inform decision making. 

● Where there is no consensus about a plan for an older person and there are immediate concerns 

for their well-being, consideration should be given to convening a multi-disciplinary meeting to 

agree on a shared approach. 

 

5.4. How agencies heard the voice of the adults. 

5.4.1. During the scoping period of the review, Edna was hospitalised due to a stroke and consequently her 

behaviour and mental health deteriorated. This meant that on occasions, Edan was not able to communicate 

her views about how her needs could be met.  
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5.4.2. The family told us that they felt strongly that Edna needed a nursing home but their views were not taken 

into account and they were told that Edna herself wanted a residential home however they felt that she did not 

have a clear understanding of her own needs all of the time. 

5.4.3. Consideration was given by professionals to Edna’s mental capacity and her ability to make informed 

decisions. There was evidence of her being involved in decision making and the 3 Conversations12 taking place. 

5.4.4. There was also evidence of inappropriate assumptions being made about Edna’s mental capacity. In 

August 2019, following Edna’s admission to hospital due to her increased agitation, aggression and an incident 

of self-harm, the Psychiatric Liaison Team was asked to review Edna. However, Edna refused to speak to them.  

5.4.5.Similarly, J.C’s vascular dementia impacted upon her behaviour and on occasions her ability to 

communicate her views. The review found that there was little evidence of J.C’s views being gathered and it is 

evident that there were periods of time when she would not have had capacity to express her views about the 

proposed plans for her. There were a number of missed opportunities for a mental capacity assessment to be 

undertaken.  

5.4.6. The importance of considering capacity was highlighted in “Royal Bank of Scotland v AB Appeal13” .The 

judgement found that the presumption of capacity is important in respecting personal autonomy by requiring any 

decision on a lack of capacity to be based on evidence. However, there are limits to this and where there are 

good reasons for cause for concern and legitimate doubt as to capacity (to make the relevant decision) the 

presumption cannot be used to avoid taking responsibility for assessing and determining capacity.  

5.4.7. The review found that there was some confusion about the type of advocacy that should have been offered 

to Edna in order to ascertain her views. In September 2019, a meeting was convened to consider Best Interests14 

regarding the future plans for Edna In October 2019, one of Edna’s family members requested advocacy for 

Edna as they were concerned that her views were not being heard. However, no consideration was given to the 

appointment of an Independent Mental Capacity Advocate (IMCA)15 which was more appropriate given the 

concerns re Edna’s mental capacity.  

5.4.8. Learning: 

● Consideration should be given to the holistic presentation of a patient before determining whether 

someone has capacity to make decisions. 

● When considering involving an advocate, practitioners should consider the underpinning reasons 

for this i.e. whether an advocate16 is required under The Care Act or an IMCA under the Mental 

 
12 The “3 Conversations” model is an approach to needs assessment and care planning. It focuses 
primarily on people’s strengths and community assets.SCIE July 2017. 
13 Royal Bank of Scotland v AB Appeal” No UKEAT/0266/18/DA  
14 A Best Interest Decision.  If a person has been assessed as lacking capacity then any action taken, or 
any decision made for, or on behalf of that person, must be made in his or her best interests . 
15 The Mental Capacity Act 2005 introduced the role of the independent mental capacity advocate 
(IMCA). IMCAs are a legal safeguard for people who lack the capacity to make specific important 
decisions: including making decisions about where they live and about serious medical treatment options. 
16 The role of an independent advocate is to support and represent the person and to facilitate their 
involvement in the key processes and interactions with the local authority and other organisations as 
required. 
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Capacity Act 2005. 

 

6 . Conclusion  

6.1. The service provision by agencies during the period of the review identified some good and conscientious 

practice that was focused on the needs of the adult. All the practitioners that contributed to the review presented 

as dedicated individuals who worked hard to provide a good service. 

6.2. Sadly, Edna was physically assaulted by J.C., a fellow resident, and later died. This review has identified a 

number of areas of learning about the effectiveness of the multi-agency arrangements for safeguarding adults 

in Wolverhampton.  

7. Learning and recommendations  

7.1. The main issues that have been identified as learning from this case have been highlighted within the 

analysis (section 5.) The Lead Reviewer and the Review Team have considered the learning and have identified 

recommendations for WST in the areas thought to be of most importance.  

7.2. The recommendations for the WST are directly linked to the learning areas of;  

Effectiveness of the assessment processes. 

WST should seek assurance that care home providers or the appointed Trusted Assessor routinely undertake 

assessments of a prospective resident’s needs and that these are recorded in full.  

WST should seek assurance that quality assurance mechanisms are in place to ensure that adults are 

provided with an appropriate residential care home provision. 

Effectiveness of the safeguarding processes. 

WST should promote the NICE clinical guidance for head injuries to the agencies within or commissioned by 

the partnership, where a head injury is known or suspected,  

Effectiveness of inter-agency and intra-agency communication 

WST should promote the use of multi-disciplinary meetings where there are contrasting views about services 

to be offered to an adult. 

WST should seek assurance that its constituent agencies have internal escalation processes to resolve 

disagreements and that the WST dispute resolution is used to resolve inter-agency disagreements. 

How agencies heard the voices of the adults. 

WST should ensure that all professionals understand their role in determining a person’s mental capacity to 

make decisions. 

WST should seek assurance that professionals understand the different types of advocacy to be offered to 

adults and that these are routinely offered when appropriate.  
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