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Executive Summary of the Safeguarding Adults Review in the 
Case of Mrs E  
Background  

1. This Safeguarding Adults Review was commissioned by the Local Authority following the 
death of Mrs E and the inquest that examined the circumstances that led to her death. 

2. Mrs E had been a resident at a Care Home since 24 March 2015, prior to that she had lived at 
home with her family until her condition deteriorated and her family were no longer able to 
care for her at home. The home was carefully chosen and Mrs E’s family felt that she settled 
in well and was receiving care that met her needs. Mrs E had several clinical conditions 
including dementia, Type 2 diabetes, high blood pressure, incontinence and cerebrovascular 
disease. 

3. During a hospital admission in November 2016, a speech and language therapy assessment 
identified swallowing difficulties and the risk of aspiration. There was a breakdown in 
communication that resulted in the care home being unaware of these findings.  On the 
evening of 22 January 2017 at approximately 20:30hrs Mrs E was left unattended and she 
started to choke, the carers that were with her called for help and summoned the Nurse in 
Charge. There was a degree of confusion about whether Mrs E was breathless and having 
difficulty breathing or was choking. The emergency call was made to the London Ambulance 
Service (LAS), the LAS team arrived at 21.02hrs. They experienced difficulties with accessing 
the building and when they located Mrs E she was in the lounge and unconscious and 
unresponsive, the Nurse in Charge was not present and active steps were not being taken to 
help her. The Paramedics started cardio-pulmonary resuscitation and ultimately achieved 
cardiac output. Mrs E’s airway was found to be blocked with a bolus of food which was 
removed with forceps. She was taken to hospital and on 23 January 2017, doctors at the 
Hospital confirmed to Mrs E’s family that she had irreparable brain damage and she passed 
away. In May 2018, HM Coroner convened an Inquest and the outcome was “Accidental 
Death contributed to by Neglect”.  

4. The Terms of Reference of the Review were agreed on 16 January 2019 and determined that 
the purpose of the Review was to identify lessons to be learnt across the partnership and was 
not about establishing blame or culpability. 

5. This Review examines the circumstances that led to Mrs E’s death and identifies steps that 
can be taken to minimise risk of potential harm and neglect in the future. Of necessity, this 
Review examines the events at a moment in time and recognises that much has already been 
done to ensure that the risk of choking is managed. Even during the duration of this Review 
the awareness of choking risk has heightened and this is reflected in the actions already taken 
by the various agencies that had a part in the care of Mrs E, including the Care Provider that 
ran the Care Home. Mrs E’s family have been fully engaged in the Review process and have 
been the source of invaluable input to the Reviewers.  

6. The Recommendations have been arrived at through consultation with all interested parties, 
a detailed analysis of documents, a review of all available care records and the gathering of 
information from one-to-one interviews and staff discussions at the Care Home. They are set 
out below: 
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Recommendations  

Record Keeping 

Recommendation One: The Care Home and Care Provider should address standards of 
record keeping.  

i) Staff should have record keeping training,  

ii) The Care Provider and the Care Home Manager should conduct regular audits to ensure 
record keeping standards are maintained.  

iii) Care Plans, risk assessments, SALT assessments and reviews and nutritional records 
should be prioritised by the Care Home and Care Provider, where there is a resident at 
risk of choking.  

iv) The commissioning arrangements should make provision for scrutiny of records and this 
should be built into Quality Assurance processes during Local Authority visits. 

Investigation 

Recommendation Two: The Care Provider needs to consider how speedy and thorough 
investigation can be undertaken.  

i) Robust policies should be in place to underpin the duties and responsibilities of Home 
Managers and staff.   

ii) The Care Provider must ensure that appropriate regulatory action and referrals are made 
to maintain resident safety and public trust and confidence.  

iii) The duty of candour should be part of staff induction and training.  

iv) The investigation of incidents should be built into Quality Assurance Processes during 
local authority visits. 

v) The Care Provider should review arrangements for all regulatory referrals, the Local 
Authority should monitor delivery of this recommendation.  

Recommendation Three: The Local Authority should coordinate post incident investigation, 
with LAS, CQC, CCG, the Trust, GP, the Care Provider. 

i) To be undertaken in the immediate days and weeks after a death.  

ii) There should be clarity about following up on actions and when appropriate, decisions 
taken about closing the matter.  
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Transfer of SALT Discharge Information  

Recommendation Four: Trusts and Community Services should review arrangements for 
discharge and follow up.  

i) Trusts, especially the Head of Services for Speech and Language Therapy, should ensure 
that risk feeding guidelines are provided on discharge.  

ii) Community Services should review arrangements for discharge and follow up. This 
should include post discharge communication with GPs and provision of risk feeding 
guidelines and risk assessments to the Care Home. 

iii) Care providers must ensure that homes have systems for capturing and acting on 
discharge information. 

iv) GPs should play a role in ensuring risks of discharge information being lost are minimised 
by post discharge follow-up. 

 
Communication with Mrs E’s Family 

Recommendation Five: The Care Provider should review arrangements for investigation and 
communicating with families after serious adverse events and in relation to complaints 
handling.  
i) This should involve the CCG, where they have responsibility in circumstances of 

continuing healthcare or be 
ii) Overseen by the Quality Assurance Team at the Local Authority in other circumstances. 

 
Emergency Response 

Recommendation Six: The Care Provider should review HR procedures and practices to 
ensure sustained recruitment, retention, training and support of those with the right values 
to care for older people.  

i) The Local Authority Quality Assurance Team should assist the Provider in maintaining 
practice compliance with the reviewed HR procedures.  

ii) This should be audited regularly by the Local Authority Quality Assurance Team. The 
training and sound HR evidence should form part of the commissioning standards of the 
CCG.  

iii) The practice of keeping training records should be checked.  

LAS 999 Call  

Recommendation Seven: The training programme for Call-Handlers should identify this 
type of risk and ensure accurate first accounts are taken and transcribed.  

i) This should be subject to audit and scrutiny within LAS and embedded in quality 
standards. 
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ii) At LAS, there were issues with communication with Nurse C, the Call-Handler should have 
recorded choking as the predominant cause of the emergency call as it was given as the 
initial reason for the call, then discounted.  

Do Not Attempt Resuscitation Orders 

Recommendation Eight (a): LAS should review practice and procedures and ensure this is 
reflected in staff training programmes.  

The London Ambulance Service (LAS) needs to consider whether greater clarity is needed 
about the impact of a DNAR Order being in place in these circumstances. The Reviewer would 
have expected resuscitation to have continued in circumstances of choking, even in the 
presence of a DNAR Order, but recognises that the considerable confusion that prevailed may 
have made decision making complex at the time. This has implications for the training of LAS 
staff.   

Recommendation Eight (b) Training for staff in the Care Home on the purpose and effect of 
DNAR’s should be initiated, reviewed and evaluated by the Care Provider.  

The Care Home Manager should conduct regular audits of staff knowledge and competence 
to ensure standards are maintained. 

Conclusion  
7. As so much has been achieved over the period of the Review the Recommendations set out 

highlight the areas where further attention is needed. They have been aligned with the Terms 
of Reference to show the actions that are primarily outstanding. The Recommendations will 
be broken down into defined tasks and allocated for action. This will be tracked through an 
Action Plan and progress will be monitored by the Safeguarding Adults Board of the Local 
Authority.  

8. While much has been addressed, the positive relationships that exist between all agencies 
will assist in ensuring that the Recommendations can be attended to, and assurance be given 
to Mrs E’s family and the wider public, that all appropriate action has been taken by all 
agencies. The Reviewers have had complete cooperation from all agencies and thank 
everyone for their input. 

 

 


	Executive Summary of the Safeguarding Adults Review in the Case of Mrs E
	Background
	Recommendations
	Record Keeping
	Investigation
	Transfer of SALT Discharge Information
	Communication with Mrs E’s Family
	Emergency Response
	LAS 999 Call
	Do Not Attempt Resuscitation Orders

	Conclusion

