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1. BACKGROUND  

 
1.1. Adult R, aged 82, died in Queen Elizabeth Hospital on 24th August 2021. Three months earlier 

she had been hospitalised following a stroke. She lived alone and prior to her stroke had led 
an independent life, using only routine primary healthcare services. Her son had died three 
weeks prior to her stroke but she remained in contact with her step-daughter. Both 
bereavement and stroke brought significant changes to her mood and living arrangements. 
Her mobility and strength were severely affected, with little potential for rehabilitation and 
she was unable to care for herself.  She was discharged home as she wished, to be cared for 
in bed with care and support visits four times a day, GP and community stroke team support 
and community nursing. A subsequent transient ischaemic attack necessitated a second, 
shorter, hospital stay, following which she again returned home. During all of this period her 
skin integrity deteriorated and she developed pressure ulcers, becoming very unwell before 
a final hospital admission that preceded her death. An inquest concluded that she died of 
natural causes: sepsis and an infected sacral ulcer in the context of severe coronary artery 
atherosclerosis. 

 
2. THE SAFEGUARDING ADULT REVIEW PROCESS 

 
2.1. Norfolk SAB has a statutory duty (section 44 (1-3), Care Act 2014) to carry out a SAR when 

an adult with care and support needs has died or been seriously harmed as a result of abuse 
or neglect and there is cause for concern about how the SAB, its members or others worked 
together to safeguard the individual.  This SAR was commissioned in March 2023.  

 
2.2. The key lines of enquiry were to explore how well the needs and risks in Adult R’s situation 

had been managed, and how well agencies had worked together to care for her and keep 
her safe. There was a specific focus on pressure ulcer care and on the provision of equipment. 
Due to changes in the structure of the community nursing service, the impact of this and of 
other organisational features was to be explored, along with the degree to which her views 
and wishes were respected. The period under review was January to August 2021.  

 
2.3. The SAB appointed two independent reviewers with the necessary expertise, who worked 

with a panel of senior agency representatives. The reviewers sought chronologies of agency 
involvement and agencies’ evaluation of their actions in relation to the key lines of enquiry. 
The agencies providing information were East of England Ambulance NHS Trust, Howdale 
Surgery, Manorcourt Homecare, Norfolk County Council Adult Social Care (ASC), Norfolk 
Community Health and Care NHS Trust (NCHC), Norfolk Police and Queen Elizabeth Hospital 
NHS Trust (QEH). In addition, Norfolk County Council provided a report from a section 42, 
Care Act enquiry carried out after Adult R’s death and dated 20th December 2021.  
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2.4. The board held an online learning event, attended by the agencies involved, at which the 

reviewers presented the emergent learning from Adult R’s case. Participants took part in 
facilitated small group discussions to explore the challenges of providing safe care at home 
to individuals in circumstances like Adult R’s, and to consider what changes would enable 
those challenges to be overcome.  

 
2.5. Adult R’s stepdaughter provided valuable background information about Adult R herself and 

shared her views on her needs and the support provided.  
 
2.6. The reviewers thank all who contributed to the review. The openness to reflection and 

learning that was shown has enabled important improvement priorities to emerge.  
 
3. KEY CIRCUMSTANCES 
 

3.1. On 8th May 2021 Adult R was diagnosed as having experienced an ischaemic stroke affecting 
the right hemisphere with consequent hemiparesis. In hospital, she received medical, 
nursing, therapeutic and dietary interventions and clinical psychology support. She had 
variable insight into her condition – at times recognising its impact and at others struggling 
to understand that she may not regain her mobility. As time progressed, she developed a 
friction blister on her heel and was seen by a tissue viability nurse.  
She consistently expressed her desire to return home and her mental capacity to make this 
decision was not doubted.  
 

3.2. On 2nd June 2021, following a home visit by the therapy team, a gantry hoist, wheeled 
commode, slide sheets, slings, upper limb splint, airflow, hospital bed and pressure relieving 
mattress were ordered and a referral made to ASC. The discharge was delayed while a 
second mobile hoist was ordered due to the initial hoist being unsuitable. During this period 
a complaint about her care on the ward was investigated and dealt with by the hospital1.   
 

3.3. On 8th July 2021 Adult R was discharged on the Discharge To Assess pathway2, with a  
4-times daily package of care, having declined a residential placement. She had wanted  
24-hour care at home but was told she was not eligible for this. She required assistance with 
personal hygiene, meals, fluids, medication administration and application of creams and a 
hoist to transfer to a wheelchair. She was incontinent of urine and wore a pad and pants. 
She also had reduced strength and sensation in her arm, experienced pain and was low in 
mood. There was a healing category 2 pressure area to her left heel, for which follow up was 
requested from NCHC community nursing. QEH community stroke team would provide 
ongoing physiotherapy, occupational therapy and dietician input.  

 
3.4. In the following period, the care workers raised concerns with NCHC about the pressure 

ulcer on Adult R’s heel and a sore area on her sacrum. On 12th July 2021 a community 
registered nurse identified two pressure areas: a suspected deep tissue injury to the left heel 
and a category 1 pressure ulcer to the sacrum. Stroke team therapists noted that Adult R was 
in pain, upset that she could not do more for herself and low in mood. 

 
1 This complaint (about the behaviour of a health care assistant) was raised as a safeguarding concern, which was 
not triaged in MASH until 9 September 2021 (after Adult R’s death). At that point, the allegations were thought 
unlikely to have affected Adult R’s skin integrity and therefore not linked to the cause of her death.  
2 This pathway applies where people who are clinically optimised and do not require an acute hospital bed are 
provided with short term funding support to be discharged to their own home or another community setting, 
pending further assessment of their longer-term care needs. 
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3.5. Community nurses continued to visit every 3 days, relying on care workers being present to 

assist with moving Adult R, although visits were not always synchronised. The two agencies 
continued to liaise about Adult R’s skin integrity but at times were unable to speak directly, 
which hampered nursing triage of concerns raised.  
 

3.6. On 22nd July 2021 an ASC practitioner carried out a Care Act assessment3 with Adult R by 
telephone. Adult R praised the care workers. The time allocated to the four daily care visits 
was increased, with some additional time for shopping and medication collection. 
 

3.7. By 25th July 2021 Adult R had Category 2 pressure ulcers to her left and right buttocks and 
necrotic skin peeling from the deep tissue injury to her left heel. The stroke team continued 
to advise the care workers on use of equipment and confirmed to ASC that the care and 
support package would be required long-term. A hoist was in situ but was not being used 
because suitable seating to which she could be hoisted had not arrived.  
 

3.8. On 27th July 2021, it emerged through Adult R’s sleepy presentation that her dose of 
morphine was too large, due to a prescription transcribing error at the GP surgery. This was 
corrected immediately. 
 

3.9. On 28th July Adult R experienced a transient ischaemic attack and was admitted to hospital 
where was also found to have low-grade sepsis secondary to a urinary tract infection.  
At this point the pressure ulcers to her the heel and sacrum were noted as category 3, 
resulting in tissue viability nursing referral. By 2nd August 2021 both ulcers were category 
unstageable.  
 

3.10. Adult R was discharged on 5th August, with community nursing care follow up.  
A community nurse raised concerns about the frequency with which she was being 
repositioned and the impact of this on her pressure areas. The care agency indicated they 
were not allowed to hoist Adult R into her chair due to the length of times between calls. A 
tilting armchair had been ordered but did not arrive. A TOTO turning solution was 
considered, but due to Adult R’s pain level this was not thought to be a viable solution.  
 

3.11. Throughout this period, the care workers raised repeated concerns with NCHC about the 
deterioration in Adult R’s pressure ulcers. NCHC continued to experience difficulty reaching 
the care workers for further information to assist triage.  
 

3.12. On 17th August 2021 the care agency raised a safeguarding concern about community 
nursing’s care of Adult R and their failure to respond when alerted that she was in significant 
pain and was taking reduced fluids. On the advice of ASC, the care agency alerted the GP, 
who visited and found Adult R in great pain, with a worsening pressure ulcer and very low 
mood.  They found no signs of sepsis, undertook swab tests and increased her analgesia. 
They believed that respite nursing care was being sought.  

 
3.13. In the days that followed care workers made 999 calls due to their concerns about Adult R’s 

deteriorating health. On two occasions Adult R declined hospital admission and the 
ambulance crew (having assessed her as having capacity for this decision) sought 
involvement from community nursing. The community stroke team were also still visiting 
and noted that the chair that had been ordered had still not arrived. They advised ASC that 

 
3 Under section 9, Care Act 2014, the local authority must carry out an assessment where it appears an individual 
may have needs for care and support. 
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once all equipment was in place and being used safely, they would no longer be visiting due 
to the limited potential for therapy to achieve improvement.  

 
3.14. Community nursing visits continued, with NCHC raising concern with ASC that Adult R was 

not being re-positioned often enough and questioning the appropriateness of 999 calls for 
pressure ulcer concerns. They also considered that Adult R needed support at night. ASC 
discussed the repositioning with the care agency, who confirmed they worked to the chart 
provided but reported that Adult R would move herself from the recommended position 
between visits. The considered both 999 calls were necessary and justified. 

 
3.15. On 22nd August 2021, the care agency called an ambulance, concerned at serious 

deterioration in Adult R’s health. Adult R’s stepdaughter also report concerns about the 
sacral pressure ulcer.  Adult R was admitted to QEH with a black/necrotic and infected 
category 4 pressure ulcer to her sacrum.  

 
3.16. On 24th August 2021 medical staff completed a ReSPECT form; she requested ward-based 

care, no intensive care and no resuscitation and was assessed as having capacity to make 
this decision. Her condition declined, with a lowered temperature indicative of entering 
septic shock and she passed away peacefully the same day. 

 
4. REVIEW FINDINGS 

 
4.1. The review found some clear examples of good practice in how Adult R’s needs were met.  

 
4.1.1. Her care while in hospital was in line with expected standards. There was strong 

multidisciplinary involvement to meet her evolving needs, including mental health 
needs as she came to terms with her recent bereavement and with the impact of her 
stroke.  
 

4.1.2. Her care package was timely on discharge and remained an ‘open case’ with ASC. 
 

4.1.3. Manorcourt Homecare staff established a strong and empathetic relationship with 
Adult R in which she felt cared for and well looked after. 
 

4.1.4. After the second discharge from hospital NCHC reviewed and changed her mattress. 
 

4.1.5. The Ambulance Service attended Adult R on five occasions, conveying her to hospital on 
three of those. On all visits, their approach was timely and the care they provided met 
high standards, including communication with GP and community nursing, and 
assessment of mental capacity when she declined admission; 
 

4.1.6. Proactive communication between agencies took place, including liaison between 
NCHC, ASC and QEH regarding Adult R’s needs, dialogues between Manorcourt 
Homecare, the Ambulance Service and the GP regarding physical health concerns and 
communications from Manorcourt Homecare to NCHC about skin integrity.  

 
4.2. Nonetheless, the review found significant shortcomings in aspects of her care. 

 
4.2.1. Needs assessment, risk analysis and risk management  
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4.2.1.1. At her first hospital discharge, it is not clear how or by whom the decision was 
taken that she did not qualify for 24-hour care. The review has been informed 
that Adult R was not eligible for the continuing care funding this would require, 
but no details of a continuing care assessment have been provided and neither 
NCHC nor the local authority have been able to establish from their records how 
this decision was made. This remains a concern going forward. 
 

4.2.1.2. As Adult R’s skin integrity deteriorated, there is no evidence that alternative 
interventions were pursued. The earlier decision not to provide overnight care 
should have been revisited, as the length of time she spent overnight without 
repositioning is likely to have negatively impacted on her skin integrity.  
 

4.2.1.3. ASC’s assessment of care and support needs took place by telephone, and while 
this was understandable in the context of Covid pressures4, it must be 
acknowledged that the practitioner’s decisions on what care and support were 
necessary were therefore made without the benefit of full information. Even 
when it was clear that Adult R’s condition was deteriorating, no home visit was 
made to review the care arrangements. 
 

4.2.1.4. An option for respite care could have been proactively sought; everyone believed 
she needed it but thought someone else was arranging it. In fact no-one did, 
despite mounting evidence of her deterioration. This is symptomatic of poor 
interagency coordination and a lack of leadership.  
 

4.2.1.5. The risks arising from the interaction between Adult R’s incontinence, her 
pressure ulcers, and the positioning challenges she experienced were not 
sufficiently recognized or managed by the community nursing service. In addition, 
the care agency experienced difficulties adhering to the positioning plan that was 
intended to protect Adult R’s skin. Her level of pain and her tendency to move 
herself out of the required position between visits meant that the key objective 
of protecting her skin was compromised. It was not until concerns about 
adherence to the positioning plan were raised with the care agency that they 
shared the difficulties they were experiencing. Earlier and more proactive 
escalation of these challenges would have been appropriate.  
 

4.2.1.6. As Adult R’s condition deteriorated, the community stroke team were not 
proactive in considering how a combination of factors - her pain, the absence of 
a key piece of equipment (the tilt in space chair) and the challenges of the 
positioning strategy – could be managed in a way that might control the 
deterioration. Having assessed her potential for rehabilitation as minimal, the 
team were preparing to withdraw once all equipment was in place, despite it 
being clear that the situation in her home was far from satisfactory. 
 

4.2.1.7. The focus of services was on Adult R’s physical health and practical elements of 
her care and support. It is less clear how her mental health needs related to the 
psychological impact of her stroke and to the loss of her son three weeks prior 
were monitored once she was discharged from hospital. Beyond the kindness and 

 
4 Assessments by telephone were an approach outlined in government guidance for local authorities on 
implementing Coronavirus Act 2020 easements to their Care Act 2014 duties. The easements provision expired 
on 16th July 2021 and the guidance was withdrawn on 22nd July 2021.  
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consideration shown by her care workers, there is little evidence that attention 
was given to her mental health by any of the agencies supporting her at home, 
although it is likely that both the bereavement and the significant change in her 
health posed challenges of adaptation. 
 

4.2.1.8. The GP surgery made an error in recording medication information from the 
hospital, resulting in Adult R’s morphine dose being wrongly administered. While 
rectified by the surgery, the error was not reported to the then Clinical 
Commissioning Group. Prompted by this review, the surgery has since reported 
the incident to the NHS England Controlled Drugs Accountability Officer (CDAO), 
who has advised no further action is necessary. 
 

4.2.1.9. Beyond the two safeguarding referrals made, there were times when 
safeguarding referrals could have been made but were not. Although her 
pressure ulcers were reported on Datix on several occasions, these were not 
escalated to safeguarding. No safeguarding referral was made by the hospital 
when she was readmitted on 28th July with a category 3 pressure ulcer to her 
sacrum, which had been acquired while being cared for at home, and a category 
3 ulcer to her heel. Similarly, when the GP visited and examined Adult R on 17th 
August, noting the breakdown of her skin integrity, a safeguarding referral could 
have been expected. 
 

4.2.1.10. Overall, it is hard to avoid the conclusion that although all agencies were 
concerned about Adult R’s declining health, they were (with the exception of the 
care agency) not sufficiently proactive in seeking out an alternative intervention 
strategy to match the level of risk that she faced as her skin integrity deteriorated. 
This is a view expressed also by Adult R’s stepdaughter in her contribution to this 
review. While hospital admission took place (or was offered and declined) during 
acute episodes, what is missing is evidence that any agency held more considered 
and frank discussions with her about the risks of remaining at home without 
additional support. There was no review of her needs and no clear strategy to 
identify what alternatives might have been available, or which agency might lead 
on discussing these with her.  

 
4.2.2. Adult R’s views and wishes 

 
4.2.2.1. Adult R expressed a strong desire to return home following her stroke and her 

wishes were respected. What is missing is evidence of clear information-sharing 
with her about the risks involved. Equally, as her condition deteriorated, 
continuous risk assessment should have resulted in the options available to her 
being revisited, with full explanation of the risks she faced, and their potential 
consequences. Had her mental capacity to decide about remaining at home been 
explicitly assessed at key points, this would have triggered exploration of her 
understanding of information relevant to that decision. Questions remain about 
whether she really understood the seriousness of her condition. 
 

4.2.2.2. Its impact on her life, however, is evident. Adult R’s stepdaughter considers that 
Adult R started to fade away as she couldn’t connect with real life and her state 
of mind suffered. She found it hard to be without support overnight and being 
unable to do things for herself made her feel vulnerable and helpless. There is 
little evidence these feelings were recognised or addressed by agencies involved. 
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4.2.2.3. The safeguarding referral about Adult R’s pressure ulcer care, raised by the care 

agency, was closed by ASC on her admission to hospital with any discussion with 
her. This was a missed opportunity to comprehensively review her care and to 
ascertain her understanding of the risks she faced. The enquiry was then 
reopened on 21st October, two months after Adult R died, and found missed 
opportunities from health professionals to carry out essential wound care that 
could have prevented the severe breakdown in pressure areas. It must be noted, 
however, that opening or re-opening a s.42 enquiry after an individual has died 
falls outside the legal mandate within the Care Act. By this date the local authority 
had already received a request from the Norfolk SAB for background information 
on its involvement with Adult R and thus knew that a SAR was under 
consideration.  

 
4.2.3. Pressure ulcer care 

 
4.2.3.1. Adult R had both a hospital acquired pressure ulcer (to the heel, which developed 

during her first admission) and a pressure ulcer to her sacrum (which developed 
while she was being cared for at home). By the time she was admitted to hospital 
for the second time she had category 3 pressure ulcers to her sacral/buttock area 
and to her heel, which quickly became unstageable.  
 

4.2.3.2. NCHC were not successful in managing Adult R’s skin integrity and there were 
significant missed opportunities:  

• No discussion about what should happen during the long overnight period 
with no care worker visits; 

• No overall review of the dressing regime, reviews on a visit-by-visit basis 
only;  

• Absence of photography as a routine means of monitoring skin condition; 

• Absence of risk-prevention actions as her condition deteriorated; 

• No referral to a tissue viability nurse; 

• No discussion with Adult R of the risks of moving herself from position; 

• Not all pressure relieving equipment delivered or used effectively; 

• Once the TOTO turning system was discounted, absence of practical 
alternatives to the repositioning problem; 

• Failure to consider the impact of continence on skin viability and to address 
the impact of pain on the positioning plan; 

• Sub-optimal information-gathering for NCHC triage as a result of interagency 
communication difficulties; 

• Limited escalation of the concerns that were recognised; 

• Absence of initiative by any agency to arrange respite care; 

• Poor communication between NCHC and the care agency about the 
treatment protocols in place and the rationale for particular types of 
dressing; 

• A missed visit by NCHC at a crucial stage in Adult R’s deterioration; 

• With the exception of the care agency, absence of safeguarding referrals 
relating to Adult R’s skin integrity; none of the Datix reports raised by QEH 
and NCHC were escalated; 
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• Poor awareness by agencies of DHSC guidance on pressure ulcer care and 

safeguarding in place at the time5; 

• No evidence that discussions were taken forward with ASC on the need for 
overnight care. 

 
4.2.4. Impact of equipment delay on care provided and on Adult R’s tissue viability  

 
4.2.4.1. The supply of equipment to Adult R’s home was not straightforward. The original 

hoist ordered was not suitable and had to be replaced.  Other items were not 
used due to instructions not being available or Adult R declining their use. The 
tilt-in-space chair, which would have provided a safe space into which she could 
be lifted from her bed, was not delivered at all; once available it remained at the 
depot, delivery placed on hold during Adult R’s second, short hospital admission 
and not reactivated - a failure of liaison between commissioner and supplier. 
 

4.2.4.2. While one piece of alternative equipment (TOTO system) was considered to 
address the risks arising from the problems with repositioning, it was deemed 
unsuitable because of her pain levels and it seems that no further consideration 
was given to how equipment might help solve this problem.  
 

4.2.4.3. While it is not possible to isolate one single equipment failure that impacted on 
her tissue viability, it is likely that the cumulative effect of multiple shortcomings 
took its toll on how effectively her care could be provided. 

 
4.2.5.  Working together  

 
4.2.5.1. Effective interagency working requires good communication and information-

sharing, a shared intervention strategy, and effective coordination of the efforts 
of all involved. In Adult R’s case all of these could have been improved.  
 

4.2.5.2. Hospital discharge arrangements did not run smoothly. It remains unclear what 
assessment took place to determine that Adult R did not need 24-hour care and 
was not eligible for continuing healthcare. Her first discharge was delayed due to 
equipment not being available and in place in her home.  
 

4.2.5.3. There were barriers to interagency communication. The community nursing 
service restructure was perceived by the GP practice as having made 
communication with community nurses more difficult. The community nursing 
triage hub and the care agency experienced difficulties in reaching each other to 
exchange information on Adult R’s condition. Absence of liaison meant that 
nurses sometimes could not view Adult R’s pressure areas because care workers 
were not present, and the pressure ulcer care strategy being pursued was not 
explained.  
 

4.2.5.4. At no point did the whole network convene to share perceptions of risk and to 
plan for shared risk-management strategy. While each agency did what it might 
expect to do within its own role and function, each of Adult R’s needs - pain 

 
5 Department of Health & Social Care (2018) Safeguarding Adults Protocol: Pressure Ulcers and the Interface 
with a Safeguarding Enquiry. London: DHSC. This guidance was withdrawn in June 2023 due to being out of date, 
but it was in place during the period under review. Although withdrawn, DHSC advise that local guidance based 
on its principles should still be followed. 
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management, pressure ulcer care, continence, positioning, personal care - was 
addressed separately. What was missing was holistic care management.  
 

4.2.5.5. The impact of this was compounded by an absence of coordination and 
leadership. There was no one agency who could see the whole picture or act as a 
conduit of communication between those involved. While several agencies were 
of the view that respite care should be arranged for Adult R, there were 
misunderstandings about who should arrange this and ultimately no-one did. In 
the absence of an overall risk management strategy, those closest to Adult R – 
the care workers – sought the attention of others when they considered Adult R’s 
condition warranted it, coming closest to acting as a coordinator but without 
recognition or a clear mandate, other than that of necessity. 

 
4.2.6. Escalation 

 
4.2.6.1. The timely escalation of concerns is fundamental to securing appropriate review 

of an individual’s safety. Escalation to those more distanced from the day-to-day 
situation, whether within a single agency’s management structure or across 
agency boundaries, can lead to shared problem-solving that brings positive 
outcomes. Whether it results in an alternative strategy for managing risk, the 
release of resource not hitherto available, or simply an assurance that best 
practice is already established, it is an important component of professional and 
organisational accountability. In Adult R’s case, a lack of awareness of suitable 
escalation routes was apparent, and even where awareness was in place, staff 
appeared not to be confident in using the pathways. The absence of safeguarding 
referrals, other than from the care agency on 17th August, is one example, 
compounded by missing knowledge in key agencies of guidance on escalation of 
concerns about pressure ulcers. Another is the absence of escalation by NCHC 
about persistent difficulties reaching the care agency for triage information.  
 

4.2.6.2. Escalation of concerns could have triggered important processes – review of 
Adult R’s care and support provision, review of her turning plan, discussion of 
alternative ways of providing the care she needed or ways of increasing its 
frequency, respite care, and review of her eligibility for continuing care to enable 
care to be provided overnight.  

 
4.2.7. Service structures / organisational features 

 
4.2.7.1. In a NCHC restructure, community nursing had been being withdrawn from GP 

surgeries and provided from four geographically based hubs, in the interests of a 
more streamlined response and increased productivity. From a NCHC perspective 
the restructure had no impact on service delivery to individual patients, and 
indeed the majority of agencies responding in this review raised no comment 
about impact, either positive or negative. The GP surgery, however, believed that 
removing community nursing’s physical presence from GP surgeries had 
impacted negatively on the flow of information and case management 
discussions. In Adult R’s case, this had been exacerbated by community nursing’s 
non-attendance at the surgery’s multidisciplinary team meetings and by the use 
of different IT systems, which acted as a barrier to information-sharing.  
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4.2.7.2. Communications between NCHC and the care agency were affected by the nature 
of the telephony system used by the care agency. Nursing triage required a 
clinician to return a referrer’s call, but clinicians were not confident that the care 
agency’s phone messaging system was a trusted location for messages. Had this 
been escalated, it would have been easily rectified, but instead there were 
multiple failures to make a connection, resulting in sub-optimal information being 
available to inform nursing triage. The problem has now been resolved with a 
new telephony system in place at the care agency. 
 

4.2.7.3. There were organisational pressures from the Covid pandemic. The period of 
Adult R’s care coincides with the tiered restrictions introduced under the 
government’s ‘roadmap out of lockdown’, operational between 8th March 2021 
and 19th July 2021. Since early 2020, all agencies had been under extreme 
pressure from unprecedented demands due to the pandemic, while also 
experiencing staffing capacity issues. Restrictions on face-to-face visits meant 
that all Adult R’s contacts with ASC were by phone, the practitioner therefore 
unable to observe her circumstances. NCHC experienced constraints on the 
timing of visits, although only one was missed altogether. Communications in 
nursing team handovers were restricted, however, hindering a shared team 
perspective. The care agency has identified staffing pressures, although all visits 
to Adult R were appropriately staffed. For the hospital, contact with other 
agencies could take longer, and staffing was impacted by high levels of staff 
sickness and/or self-isolation. 

 
5. CONCLUSIONS 

 
5.1. While agencies supporting Adult R at home were providing active support and attempting to 

meet her needs, there were omissions and missed opportunities to monitor risk and to 
escalate action that could address it. Errors and delays in providing suitable equipment 
impacted on the safety of her care. Overall case coordination was absent; with each agency 
working within its own remit, coordinating the interaction between the various aspects of 
Adult R’s care was no-one’s responsibility.  
 

5.2.  Formal safeguarding processes were not effective in keeping Adult R safe. Referrals that 
were made were not pursued in a timely way and, by not involving Adult R herself, departed 
from the principles of making safeguarding personal. There were times too when referrals 
might have been expected but were not made. Both shortcomings raise questions about 
whether this pathway is an effective means of managing risk. 
 

5.3. Adult R’s skin integrity deteriorated significantly after her hospital discharge. Risk 
assessment, care plans and equipment were all in place and her pressure ulcers were 
recorded in line with national guidance via the Datix reporting system. But delays and failures 
in equipment delivery and poor recognition of the interaction between a range of risk factors 
resulted in a lack of holistic approach to risk management. The agencies managing her 
pressure care did not work together and their failure to share associated care plans and to act 
on escalated concerns contributed to her deterioration. 
 

5.4. Appropriate structures were in place for ensuring care quality and indeed Adult R’s care by 
individual agencies did meet expected standards. What was missing was (a) coordination of 
actions by different agencies, (b) recognition that the care provided was not achieving the 
sought outcomes and (c) use of pathways for escalation. 
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5.5. The agencies involved experienced significant challenges at the organisational level, with 

structures, systems and organisational features constraining their actions. Most notable were 
the pressures that all were under because of the challenges of the Covid pandemic, in the 
context of which Adult R’s care was nonetheless maintained. 
 

5.6. Practitioners were all working to provide safe care to Adult R but agencies worked in silos. No 
one agency took ultimate responsibility or accountability for her care. This was a significant 
gap resulting in limited co-ordination of services and care provision, causing fragmentation 
and frustration for agencies and, more significantly, a failure to pursue a shared risk 
management and intervention strategy. 

 
6. WHAT HAS CHANGED AND WHAT IMPROVEMENT PRIORITIES REMAIN? 

 
6.1. Agencies understandably have not waited for the outcome of this SAR before making 

changes they feel are necessary. The full SAR report lists the improvement priorities that 
have already been addressed in-agency, for example by ASC in relation to safeguarding 
processes, by NCHC in relation to pressure ulcer care, by Manorcourt Care in relation to its 
telephony system and by Norfolk & Waveney Integrated Care System in relation to patient 
record sharing. The focus of the learning event, held in November 2023 was to explore 
current practice in caring for people who are fully dependent on health and social care 
provision at home to meet all their daily needs. It was clear from discussions at that event 
that, despite changes made, challenges remain and need to be addressed.  

 
6.2. The SAR makes a number of recommendations relating to the following matters:  

 

• hospital discharge and ongoing coordination of support to patients with complex needs 

• escalation pathways 

• pressure ulcer care 

• GP safeguarding policies and significant event analysis requirements 

• mental capacity assessment 

• access to shared care records 

• manual transcription of medication 

• provision of equipment to people receiving bed-based or fully hoisted care at home 

• interagency communication 

• safeguarding triage and the s.42 Care Act mandate.  

 
Finally, it recommends that the SAB convenes two learning events: the first to disseminate 
this SAR’s findings and forward actions with agencies across the partnership and the second, 
one year on, to report on the outcomes of actions taken. 

 
 
End. 


