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What? and Why?

 Serious Case Reviews  (Child 

Safeguarding Practice Reviews)

 Safegaurding Adult Reviews

 Domestic Homicide Reviews
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The primary purpose of the Learning Review 
is to learn local national lessons about how 

organisations have worked together to 
protect and safeguard adults or children  

and determine:-

If single and inter-agency safeguarding 
procedures have been followed

If there is a need to review existing 
procedures or to add to those

If there is a need for staff training 
If there is a need for changes in practice

As well as providing a means of learning 
from cases, Learning Reviews are an 

important way in which all the agencies can 
be held accountable for the quality of work 

which they provide to safeguard and 
protect adults.



When?

 An adult in its area dies as a 
result of abuse or neglect, 
whether known or suspected, 
and there is concern that 
partner agencies could have 
worked more effectively to 
protect the adult. 

 If the same circumstances 
apply where an adult is still 
alive but has experienced 
serious neglect or abuse. 

 Section 44 of the Care Act 2014.

 Serious Case Review for every 
case where abuse or neglect is 
known or suspected and 
either: 

 a child dies; or 

 a child is seriously harmed and 
there are concerns about how 
organisations or professionals 
worked together to safeguard 
the child; 
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Table Top reviews

Where a case does 

not meet the criteria 

for a SAR/SCR (CSPR), 

a TTR is considered. 

The purpose of a TTR 

is to identify learning 

from significant 

incidents and to 

ensure that practice 

is improved as a 

result. WSAB 

identifies an 

appropriate 

methodology to 

facilitate a timely 

and proportionate 

approach to learning.



2 SCR Publications over last 12 months

Child K

 10 years old

 Lived with paternal Great 
Aunt

 Staying over night with 
Great Great Grandmother.

 Died after been killed by her 
Great Uncle who was 
experiencing a deterioration 
in his mental health.

Review focused 
on Risk and 
Protective 
factors



Risks  Protective Factors

 Nurturing home environment – RO to 
Great Aunt

 Father was committed to remaining 
involved in his daughter’s life, and 
she spent time with him and his 
family 

 Family members attempted to get 
support for Great Uncle in the days 
before he killed Child K. His 
daughter told the MHLT that she was 
concerned he might hurt her 
grandmother. 

 The school provided support to 
Child K



➢ Professionals not aware of 

GGGMs possible dementia –

Family didn’t perceive there 

to be any risks

➢ Increasing concern about 

Great Uncle’s MH

➢ Great Uncle staying with 

GGGM

➢ Lack of engagement by 

Great Uncle with health 

services



Areas of 

Improvement

 111 Nurse – insistent that they 

needed to be in the same room as 

Great Uncle

 Escalating concerns – No sleep for 

72 hours – T/C to mental health 

hospital switch board and was 

transferred no-one from the 

mental health hospital would be 

able to visit Great Uncle or see 

him at the hospital- they were 

told that he was staying with his 

elderly mother. A&E and Police 

advised. 

➢ Previous concerns of Father 
not read by SW during 
assessment.

➢ Urgent GP appointment 
missed – redirected to A&E

➢ 111 call hander – no query 
regarding if Great Uncle 
living with Children/who 
lived with; adherence to the 
‘Pathways’ questions set -
licensing conditions. The 
Pathways do not enable the 
Health Advisors to ask 
additional questions.



1. When support and advice is sought about an adult’s mental health and well-

being, agencies should ensure that questions are asked about; 

 the wider situation, including whether there is contact with children or 

other vulnerable people (including regular visitors) 

 behavioural changes and advice is given about; 

 if things get worse or don’t improve 

 options about actions that can be taken, with clear information about what 

that would involve 

 any potential barriers there may be to gaining help 

2. Those approached by, or about, someone who may be experiencing a mental 

health crisis should not assume it is the first on-set, even if there is a negative 

response to the question ‘has the person got a previous history of mental ill 

health’ as previous issues may have been hidden, managed, or not shared. The 

person seeking support on behalf of another may not be aware of the history. 

In this case too much emphasis was placed on Great Uncle not having a history 

of mental health problems. 



Child N
Viktorija Sokolova

 14 years old

 Died after being killed by 

a 15 year old 

acquaintance

 Lived with Mother and 

stepfather

 CIN

 Concerns re: Missing and 

risk of CSE/Criminal 

exploitation



Key Findings

 Closure and involvement 

in  CP enquiries

 Utilise relevant 

assessment tools

 Inclusive Working 

agreements

 CSE Language

 Neglect and Adolescents

 Timeliness of progressing 

Missing reports

 Impact of Criminalisation

 Duration v. Frequency of 

Missing episodes

 Knowledge of previous 

schools

 Impact og perceived 

‘good’ school attendance

 Working with interpreters



2 SARs in last 12 months 

Adult C

 39 years old 

 Severe epilepsy and 

schizophrenia

 Committed Suicide within 24 

hours of hospital discharge –

Prior to death call BCPFT to 

advise of overdose and 

unwillingness to give 

ambulance access 

 Main carer was his husband who 

was also in hospital when Adult 

C was discharged.

 Adult C advised of his fears of 

returning home alone as he was 

reliant on his husband

 Told professionals of command 

hallucinations telling him to 

kill himself

 Assessed by Black Country 

Partnership NHS Foundation 

Trust and also City of 

Wolverhampton Council

 Assessed as ‘no care needs’ as 

he could mobilise and wash 

and dress unaided 

 Delay in seeking police 

support



Key points

 On same unit as husband for a 
period but nothing within the 
hospital records that 
recognised Adult C and the 
Partner as a couple.

 The Partner disclosed a fear 
about going home as the they 
could not cope any longer with 
the level of care that Adult C 
stated was needed. Also 
arguments and Hoarding 

 By using the dogs and abusive 
behaviour to prevent 
assistance, Adult C did not 
make it easy to be rescued. 
Adult C knew the ambulance 
was outside but did not seek 
help. 

 Day of Suicide – 9.50am T/c with 
student social worker – advised fears 
as partner in care unit and mental 
health was deteriorating , felt 
depressed, suicidal and was hearing 
voices indicating harm to self and 
others.

 11.40 am Ambulance requested 
police assistance- Police arrived 
12.55

 13.53 entry gained

 14:34 Adult C’s death was confirme



Learning

 Clarity regarding action required when writing to GPs/Consultants

 Phone referrals to be followed up in writing

 Understanding mental health diagnoses is key to understanding the 

person. 

 Understanding the severity of physical healthcare conditions requires 

effective two-way communication between key clinicians. 

 Promotion of self-reliance and self-determination may need to be set 

aside when a patient is experiencing increasing stress and crisis. 

 Clarity is required regarding the basis of care needs 

 Carers Assessments should always be offered to those who are in 

identified caring roles. Offers that lead to refusals should be 

documented. Further offers should be made.



 All professionals have a responsibility to offer a referral for Carers 

Assessments

 NICE Guidance provides important best practice information 

 Exploring and utilising mechanisms for multidisciplinary 

communication of care assessment, planning and delivery provides 

individualised safe and effective care

 Shared records and access to information held by other agencies can 

aid communication and coordination 

 Effective emergency responses require accurate information sharing in 

order that risk is understood

 Utilising all available avenues to access a patient in an emergency is 

key to managing difficult and risky situations 

 Collaboration between agencies when an emergency situation is not 

resolving may support a shared understanding of risk, resulting in an 

early upgrade of response grading



Edith

 80 years old

 Paramedics found her in an 

unkempt state, with pressure 

ulcers on her right ankle (Grade 3) 

and buttock (Grade 4).  

 Admitted to hospital died 5 days 

later

 Cause of death sepsis, community 

acquired pneumonia, and frailty of 

old age

 Edith had been living for the 

previous 8 years with her elderly 

nephew, Mr A, in his 1 bedroom flat

 reliant on others to meet all her 

personal care and support 

including transfer in and out of 

bed, dressing, washing, pad 

changes, oral care, grooming and 

meals

 12month prior –Safegaurding raised 

whilst Edith in hospital

 Discharged with a high level of 

home care support, but this was 

ended at Edith’s request in 

February 2018. (5 months before 

death)

 ?DV/Financial Abuse/Neglect?



Learning
 inaccurate and contradictory information in agency records – relationship to 

Mr A and GP information

 Home Care agencies are the ‘eyes and ears’

 Lack of basic information gathered by professionals about Mr A and the 
involvement of his daughters

 It is essential that agencies have contact information in the event of an 
emergency

 Discharge letters should contain outcome of any safeguarding concerns, 
details of the home care package of support and  a request for follow-up if 
required.

 Where none attendance - safe practice is to prescribe a shorter supply of 
medications and not issue a further prescription until a patient has been 
reviewed.

 Assessment  must include both the possibility of self neglect and / or 
unintentional neglect by a third party through acts of omission



 Reduction or cancellation of Home Care support where individuals require all 
their personal support to be met by another should result in a visit to assess 
impact 

 Professional curiosity is key 

 Ensure person centred care and relationship building

 professionals must be prepared to challenge family members where their 
wishes could have a negative impact on the care provided or plans being 
made

 Respecting the wishes of an adult does not mean passive acceptance.   

 Where further involvement is declined, or cannot be achieved without putting 
the service user in a difficult situation, consideration should be given to how 
some monitoring of the service user’s circumstances might be achieved where 
the risks are judged to be high

 Accommodation  should be considered when carrying out assessments

 Robust risk assessment is needed in cases of possible self neglect when 
professionals consider a person’s decision to be unwise. 

 Coercive Control can be hidden

 Where capacity exists but safegaurding risks to the person are high the LA 
should consider if  High Court should exercise its inherent jurisdiction to make 
orders to protect the person. 



Edith highlights the importance of early prevention 

and multi- agency consideration of cases which give 

cause for concern

 WHATS CHANGED?

 C&C training 

 Introduction of 3 Conversations

 Concerns Meeting

 Escalation policy has been updated

 closer working relationships 

between social care staff and 

district nurses = early discussion of 

cases and more joint visits.

 GP multi-disciplinary meetings

 Hospital -daily multi disciplinary 

meetings, referred to as “team 

huddles” 





Doris

Emotional 

Blackmail

Physical 

Intimidation

Limited 

contact –

family 

friends

Physical 

restrictions 

at home

Normalisation 

of behaviour

Financial 

Control

Key recommendations:

• Training of practitioners to 
improve knowledge of the 
signs of CCB

• Awareness Raising Campaign 
with emphasis on care and 
support pathways for victims, 
their families and friends

Domestic Homicide Review: Doris

Implemented:

• Specific CCB training is 
available and has been rolled 
to practitioners and partners

• Increase in the number of 
Community Champions 
recruited to build community 
awareness and understanding 



DHR/11
Self 

medicating

Multiple 

attempts to 

take own life

High volume 

of calls to 

ambulance 

service

Potential 

alcohol 

dependency

Extremely 

Poor mental 

health 

Early identified outcomes:

• There was a weakness in 
identifying the victim as having 
serious mental health 
challenges and potential 
problematic alcohol use

• Multi-agency discussions and 
improved information sharing, 
would have assisted in 
recognising the risk

• Ensure that frontline 
practitioners meet appropriate 
standards in relation to adult 
safeguarding and complete 
robust safety planning

• Increased professional curiosity 
& a ‘think family’ approach may 
have given an opportunity to 
learn about support networks at 
home

Safeguarding Review: DHR/11 (current)

Fractured 

familial 

relationships

Previous 

disclosure 

of DA which 

was then 

withdrawn



Wolverhampton Over-Arching 

Domestic violence & Abuse 

Protocol and Guidance 

The protocol outlines Wolverhampton's approach to addressing 

domestic violence and abuse; including building blocks which 

orginisations have in place to enable safe responses to domestic 

violence and abuse

The Protocol can be found by visiting

www.saferwolverhampton.org.uk/vawg

http://www.saferwolverhampton.org.uk/vawg

