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Background 
 
Adult A has been a resident of Knowsley for many years. She has a range of 
health and social care needs and a number of health and social care agencies 
have been providing services to support her for a number of years. 
 
This particular Case Review Panel wished to determine whether the services that 
have been provided to Adult A, satisfied her needs and to discover if lessons 
could be learnt from the application of certain procedures germane to the 
provision of these services.  In particular, the Panel wished to explore the 
application of procedures concerning the Court of Protection, the Deprivation of 
Liberty (DoL) and various Sections of the Mental Health Act 1983 and the Mental 
Capacity Act 2005. 
 
The scope of the Review adopted by the Panel covered the period between 
September 2011 and December 2013.  The Review was supported by colleagues 
from Meridian Healthcare, Advocacy Works, SHAP (an independent organisation 
that promotes social justice and combats poverty and homelessness), Adult 
Social Care (Knowsley Council), Legal Services (Knowsley Council) and the 5 
Boroughs Partnership NHS Foundation Trust.  The Review was Chaired by an 
independent Chair and the Overview Report was written by an independent 
Author. 
 
The purpose of a Serious Case Review 
 
The Knowsley Safeguarding Adults Board has, through its Serious Case Review 
Sub-Group, commissioned this Review of the care and treatment of Adult A.  The 
Review has been completed in accordance with the procedures set out by the 
Board, and in accordance with relevant National guidance. 
 
The completion of a Serious Case Review requires a number of processes to 
occur. In short, these are: 
 

 The establishment of terms of reference – including time scales, scope, 
key lines of enquiry and agency involvement 

 The presentation and examination of a chronology of events and actions 

 The identification and examination of relevant action points and agency 
action plans 

 The formation of a view on practice and procedural issues 

 The agreement of key points to be included in the Overview Report and 
the Action Plan 
 

Terms of Reference for the Review 
 
1. The time period under review: 

The contact and involvement agencies had with Adult A from September 
2011, to examine any issues leading up to Adult A’s detention under the 
Mental Health Act in November 2011, to her return home in August 2012 
and the continued contact the subject of the Review has had with services 
up to December 2013 
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2.   To review and report on Adult A’s experience of her care and treatment 

and in particular: 
 

 Were all assessments conducted in an informed and professional 
way and did they follow agreed agency procedures? 

 Within these, how well were Adult A’s opinions expressed, listened 
to and respected? 

 How well were Adult A’s family and her representatives involved in 
the assessments of her capacity and the planning of her health and 
social care 

 How well did the range of treatment and care offered to Adult A 
meet her assessed needs? 

 
3.   To review the practice, procedures and decision making followed by all 

agencies in relation to their responsibilities under the Mental Health Act, 
Mental Capacity Act and Safeguarding Policy. 

 
4.   To examine the quality, timeliness and appropriateness of communication 

between agencies and with her family and representatives at all stages 
and whether it served to promote personalised care, good risk assessment 
and multi agency working. 

 
5.   To examine the process and decision making leading up to the application 

to the Court of Protection and the agencies’ response to that judgement. 
 
6.   To identify any failures in practice, or omissions in procedures within the 

care and treatment of Adult A and to make any recommendations for 
development to ensure that the individual is at the centre of all decision-
making. 

 
 
Summary of the case 
 

 Adult A has, according to submissions made by colleagues in the Review, 
complex physical and mental health problems.  These include arthritis, 
Multiple Sclerosis and Hypertension.  Additionally, Adult A has been taking 
anti-depressant medication for over fourteen years. 

 

 The first significant contact by Knowsley Adult Services was on the 9th of 
October 2010 when a District Nurse became concerned about Adult A's 
mental state, her consumption of alcohol and her diet. 

 

 On the 11th of October 2010, Adult A was admitted to Grasmere Unit (a 
Psychiatric In-Patient Ward) under Section 2 of the Mental Health Act 1983 
following a deterioration in mental state and an increased risk to herself.  
Concerns were expressed by the GP and a Primary Care Psychological 
Therapist that she had begun to struggle to live independently and had 
neglected herself. 
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 A report for a Mental Health Review Tribunal by a Consultant Psychiatrist, 
on the 15th of October 2010 stated that Adult A had experienced a number 
of falls that had led to several minor injuries and that her low mood was 
further aggravated by alcohol abuse. 

 

 Adult A was discharged from the Grasmere Unit on the 8th of November 
2010 with a care package – though she refused to receive the service. 

 

The above information is provided as background information as the dates 
are outside the time period for the Review.  
 

 Adult A’s mental and physical health began to deteriorate again in the 
Autumn of 2011 and she was admitted once again on the 28th of October 
2011.  On the 9th of November 2011, Adult A took her own discharge from 
the Ward. 

 

 The Police Service then brought her back to hospital and she was seen the 
following day by a Social Worker. The opinion of the Social Worker was 
that, at that time, she lacked capacity to make the decision to return home. 

 

 Adult A agreed to stay on the Ward pending a suitable care package being 
arranged. This was put in place on the 16th of November 2011. However, 
two days later Adult A was readmitted to Hospital. 

 

 The concerns about Adult A’s welfare and the risks that she presented 
continued and her Responsible Clinician made a medical recommendation 
for a Section 3 Mental Health Act 1983 detention. This was not acted upon 
due to problems obtaining a second medical assessment from a Section 
12 Doctor. 

 

 On the 24th of November 2011 Adult A was found collapsed on the floor of 
her home and she was hypothermic. A Section 3 application was 
completed on the following day and Adult A was moved to the Grasmere 
Ward (managed by the 5 Boroughs Partnership NHS Trust). 

 

 Adult A was discharged to Roby House under section 17 of the Mental 
Health Act 1983 on the 21st December 2011. 

 

 There did not appear to be any consideration given to referring Adult A to 
the local alcohol treatment services although it was acknowledged that her 
primary reason for drinking to excess was to help her cope with her 
change of lifestyle (the deterioration in the health of her husband who now 
resides in a care home). 

 
 
Summary of key findings of the Review include: 
 

 The subject of this case had her physical and mental health assessed too 
often and these assessments were not co-ordinated. The significant 
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amount of information, useful in itself, was not collated and so was not 
used to improve the outcome for the subject of this case; 

 Information was not shared across all relevant agencies 

 Not all relevant agencies were involved in the management of the case. 
The GP and care provider were not included in the Multi-disciplinary Team 
Meetings. 

 The risks associated with alcohol consumption were not fully assessed and 
understood 

 The procedures pertaining to application to the Court of Protection, 
Deprivation of Liberty were not managed in a timely fashion 

 Guidance regarding contact with family members was not followed 

 The ‘best interests’ of the subject of this case were not firmly established 
 
 
Conclusions from the Panel 
 
1. Assessing capacity 
 
Adult A is an individual with multiple health and social care needs (both physical 
and mental) about whom there were concerns with respect to lifestyle, decision 
making, living conditions, and possibly self-neglect. There is a need to clearly 
identify and record Adult A’s support needs and the level and nature of her 
vulnerability so that this can inform necessary actions by appropriate services. 
 
Taking account of the level of co-ordinated care management operated in this 
case, it is clear in this case that Adult A had her mental capacity, her mental 
health and her physical health assessed too often. The information garnered 
does not appear to have been utilised to improve the outcomes for her. 
It will be beneficial in future if the records of assessments and reviews, whoever 
undertakes them, are recorded systematically and stored in one place for joint 
review. 
 
It is necessary to ensure that agencies response to risk assessment is co-
ordinated and proportionate to the risk identified. 
 
Recording is an essential part of best practice and is particularly important in the 
context of risk management. There were failings in certain agencies with regard 
to recording assessments and care plans. There are reports in management 
reviews of missing or inadequate records.  
 
It is necessary to involve people who use services in the development of care 
management plans. 
 
Information concerning the management of this case should have been shared 
with all relevant agencies and, in turn, these agencies should be equal partners in 
the care management team. 
 
The response to alcohol dependence in this case was poor. This is not a 
reflection on the quality of the local alcohol services it is a reflection of the ability 
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to ensure the person is directed and accompanied to the correct service at the 
correct point in their care plan. 
 
It must be stressed that professionals other than medical professionals can 
undertake assessments of capacity. 
 
2. The legal basis for decision making 
 
The procedure for applying to the Court of Protection and the application of DoL 
and Guardianship procedures were unclear or not followed.  The process 
involved in making applications to the Court of Protection needs to be clearly 
understood by all relevant agencies and underlined in professional practice. 
 
There is a need to understand the interface between the Mental Capacity Act 
(MCA) and the Mental Health Act 1983 – the potential risks arising from this 
interface need to be mitigated in some way. 
 
The involvement of Adult A and the family/‘nearest relative’ could have been 
improved. The legal advice in this case concerning contact with the next of kin 
and nearest relative was clear and in future this should be understood and 
demonstrated in practice. 
 
A Standard Authorisation for a Deprivation of Liberty (DoL) and the use of 
Guardianship would have been appropriate in this case. Procedures in this regard 
should be clear and understood by all partners. 
 
3. Multi-agency working 
 
Communication, including the sharing of client specific information, with all 
relevant parties in the management of this case was inconsistent and the 
recording of case review meetings and Multi-disciplinary Team Meetings was 
inconsistent.  It may be beneficial in future to store records in one place to 
enhance joint review and action at MDT meetings. 
 
The involvement of the IMHA (Independent Mental Health Advocate)/Advocacy 
service was inconsistent and should have been invited at earlier point in the 
management of this case. 
 
Improving information pathways for medicines review is necessary and General 
Practice needed to be engaged in the process of managing this case. 
 
4. Care planning 
 
Care plans need to be comprehensive and, importantly, counter-signed by the 
person who is at the centre of the care plan. 
 
Alcohol consumption was a key element in this case and should be addressed 
(along with its antecedents/consequences of depression and anxiety). 
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5. Supporting practitioners – organisation and supervision 
 
Front line staff should not be left exposed to managing high levels of risk without 
the authority and support to manage them effectively. 
 
The importance of managerial supervision is underlined by this review, 
particularly with regard to the supervision of records; standards of documentation; 
application procedures; execution of policy and training. 
 
 
Recommendations 
 
          Strategic: 
 
1 A consistent process for assessing capacity (and subsequently 

establishing ‘best interests’) should be agreed by the relevant agencies 
involved in care management and there must be a process to ensure 
that differences in opinion are addressed and resolved. 
 
To review and, if necessary, amend the Mental Capacity Assessment 
form currently used in Knowsley by taking account of these 
considerations: 

 Is the person likely to gain capacity and if so, when should 
capacity be reviewed 

 Recording the dates when assessments were made and the type 
of assessment completed 

 To record communication with the next of kin/nearest relative and 
to record their views 

 Ensure that the assessments can be ‘signed-off’ by the 
appropriate Safeguarding/Deprivation of Liberty (DoL) lead officer 

 To record the views of other professionals involved in the case 
 
 

2 To ensure multi-agency support for the function of the Legal Decisions 
and Review Panel in order to scrutinise and review cases such as these 
and: 

 Cases that may generate the risk of a complex response by the 
agencies involved in the case 

 A clear pathway for escalating the management of risk where 
professional have differing views on the best response and the 
process to resolve these differing views 

 To establish an annual independent review of professional 
practice concerning Court of Protection applications, Standards 
Authorisations for DoL and Guardianship 

 
 

3 Establish clear Multi-disciplinary Team (MDT) procedures including 
improved recording of MDT notes, the sharing of information with other 
relevant parties, access to legal advice, the audit of a random selection 
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of case files to aid professional training. 
 
To ensure involvement in the MDT procedure captures relevant parties. 
 
A single agency should be identified to take lead responsibility for co-
ordinating action – a ‘keyworker’ role should be established in the MDT 
process. 
 
 

4 A clear procedure for contacting and communicating with family 
members and ‘nearest relative’ exists and this should be incorporated 
into professional practice. 
 
Professional policies and procedures need to be reviewed in order to 
ensure that it is clear that person centred planning is paramount and that 
the plan is countersigned by the person. 
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The Section 17 leave procedure will be reviewed. 
 
Operational: 
 

6 To develop a programme of professional training with a focus upon a 
number of specific areas of legislation and guidance.  This should 
include: 

 The interface between the Mental Health Act and the Mental 
Capacity Act 

 The availability of legal ‘remedies’ for complex cases 

 The duties to consult families 

 Relevant case law 

 The duties to engage with other agencies, particularly those 
providing care and residential services 

 The process of assessing mental capacity 

 The statutory role of the independent advocate 
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8  

Independent advocates should be included in MDT and review meetings 
and should receive regular communication and information concerning 
the cases they are involved in. 
 
 
To ensure that the Knowsley ‘multi-agency risk assessment and 
management process’, particularly the guidance concerning alcohol 
consumption, is adhered to. 
 

  
9 The involvement of General Practice should be improved by engaging 

the Safeguarding Lead from the Clinical Commissioning Groups and/or 
NHS England. 
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Intermediate: 
 
 

10 
 

11 
 
 
 
 
12 
 
 
 
13 
 

To strengthen the schedule of Social Worker Supervision in order to 
enhance the corporate management response to all complex cases. 
 
To undertake a programme of periodic auditing of case recording 
procedures, making particular reference to the formal recording of 
capacity assessments as early as possible to enable the Legal 
Decisions Panel to execute the application process.  
 
To undertake a programme of professional development by selecting a 
random sample of case files to be audited by the Legal Decisions and 
Review Panel. 
 
To ensure that it is recorded that the person (and/or their nearest 
relative and/or the nominated advocate) has been asked to be involved 
in the review process and to record their response. 
 
 
 

 

 
 

 


