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On the 21
st
 of July 2009,an elderly resident was admitted to hospital 

from home 73 and was found to have severe necrotic bedsores, was 

dehydrated and unresponsive, she died soon after admission. Her 

condition was considered to be consistent with severe neglect and the 

alarm was raised by hospital staff. Subsequently four elderly residents 

from this care home died in a four week period, from similar neglect 

and Social Services considered others were at risk so the home was 

closed. I read the serious case review into the case and felt some of the 

conclusions required further investigation, these are my conclusions. 

 

The serious case review states, the home was registered to care for people 

with Dementia and long standing mental conditions but by July 2009 it 

was clear they were caring for people with those needs plus considerable 

physical and nutritional needs that they simply could not manage. 

 

I looked at the last six inspection reports for this home in order to see if 

there were indications before July 2009. 

I looked for a pattern of a home not able to care for residents with 

complex physical and nutritional needs and I found all the warning 

signs were there. The first indication of problems is contained in the 

regulators inspection report five years earlier in September 2004, 

 

The report, risk assessments were a concern throughout the three care 

plans looked at. One resident had a pressure sore on admittance to the 

home, the manager said the resident was being treated by the tissue 

viability nurse but there was no evidence of this in the care plan. Another 

resident was at risk of developing pressure sores but there was no 

documentation on what action had been taken but the resident did have 

pressure relieving equipment. 

One resident was identified to have nutritional needs but no plan to 

prevent them becoming emaciated or dehydrated had been put in place. 

There are omissions in the detail of care needed which makes it difficult to 

assess if healthcare needs are met. The inspector discussed with the 

manager the need to report to the commission incidents as required. 

 



 

 

Enough to ring alarm bells at this point. The next inspection report is 

dated April 2005, listed below is the relevant evidence. 

 

The care plans were still not detailed enough and did not show what action 

was taken about risks and needs identified. 

Healthcare needs such as pressure ulcers, risk of falls need to be filled in 

and used in planning care. 

Residents are at risk of not having their needs met. 

One resident with diabetes had recorded high blood sugar levels but no 

evidence of what action should be taken or whether the GP had given any 

treatment. 

One residents care plan identified they had nutritional risks and were 

refusing food and suffering weight loss but were not followed up with a 

care plan. 

Assessments of risks of pressure sores showed a score of no risk for a 

resident with a grade 2 pressure sore with a care plan. 

Previous requirements for above not met. 

 

Given that only two care plans were looked at the above shortfalls it is 

clear to me this home had residents with complex physical and 

nutritional needs and was failing to care for them. 

The next inspection report is dated September 2005, five months later. 

 

Many of the residents have advanced dementia and express difficulty in 

communicating and expressing their needs. 

We received back questionnaires from eleven residents and six visitors. 

Accident reports should be individually logged. 

Risk assessments were completed but needed to include more detail for 

example what type of hoist or pressure relieving equipment was required 

for each person. 

There are residents living on the first floor who are unable to access the 

stair lift due to reduced physical and dementia related problems. 

Residents who require hoists and specialist moving and handling 

equipment are at risk of not having their physical and emotional needs 

met. Residents on the 1
st
 floor with high physical dependency needs are 

unable to use the stair lift and the suitability of the 1
st
 floor for residents 

with high physical dependency was not assessed in care plans. 

A limited tour of the building took place. One bedroom had an offensive 

odor. 

 



 

 

Firstly very little evidence is contained in the report but from the little 

there is I can see all the danger signs. The report is flawed also as most 

residents are noted to be incapable of expressing their needs yet more 

than half of them managed to fill in questionnaires. Pressure care is not 

mentioned in the healthcare section but the requirement is no longer 

listed. It is quite clear that the home had residents with high physical 

needs and that those residents are at risk of their needs not being met 

and that the regulator is fully aware of these four years before the 

events that led to five deaths. 

The home is not inspected for 1 year and three months until December 

2006, when a key unannounced inspection takes place. I note this is a 

Key inspection and would have expected it to consist of around 30 pages 

of evidence; there are barely 20 pages in total. 

The healthcare section consists of 25 lines only, no mention of pressure 

care as other areas such as mental stimulation are looked at which do 

not belong in this section at all, 

 

No consent or risk assessment for the use of bedrails was in place for one 

resident. 

Residents seen looked well groomed but all sat quietly unless addressed by 

staff. 

Medication had no clear audit trail. 

A limited tour of the building took place. 

The majority of call bells had their leads removed the manager said this 

was due to residents with dementia not understanding how to use them 

correctly. 

Some documentation for residents could not be located and systems need 

to be put in place. 

The management of the home is fully qualified and competent and this 

area is good. 

The home is not inspected again for One Year and Eight Months; the 

inspection report dated 13
th

 of November 2008 is the last inspection of 

this home. 

The reports main source of evidence is the homes AQAA; it is a Key 

inspection yet contains barely five pages of evidence. 

The report grades the home 1 Star Adequate, I note there is nothing 

borderline in the scoring, all six areas are graded Adequate. Listed 

below is the information that I find of concern. 

 

We saw two residents with more complex physical needs sitting in 



 

 

armchairs that looked uncomfortable. 

The homes AQAA did not give us enough information so it was difficult 

for us to determine what improvements have been made other than some 

of the carpets being changed. 

We saw that people who required specialist equipment had this in place. 

Complaints are adequate. 

Some people did not know how to complain. 

The AQAA sent to us by the deputy manager showed that many residents 

have very complex needs, we concluded staffing levels are not sufficient to 

meet resident’s needs. 

The home is managed well by the deputy manager and staff said they were 

well supported. 

The home had conducted a customer satisfaction survey in accordance 

with Quality assurance and the majority of people who completed the audit 

were satisfied with the care of their relatives but less satisfied with the 

premises and facilities. 

  

The two residents judged to be sitting in uncomfortable chairs could 

well have been uncomfortable sitting in any chair if they had pressure 

sores. 

When an inspector cannot form an opinion on the standards of care in a 

home because the home has not told him in its AQAA, this is not 

inspection its negligence. 

 

Again it is stated many residents have complex needs, yet no 

requirement is made to increase staffing levels this is merely a 

recommendation. Yet a quarter of the homes beds are empty so if the 

home admits further residents and is full again this will tip the staffing 

levels into crisis. 

The manager is recommended to oversee the home more but it is not 

enough of a problem to make a requirement, it is merely recommended. 

 

The home is not inspected again. 

 

                         The Serious Case Review. 

 

When I see the words, NO INDIVIDUAL OR ORGANISATION CAN 

BE HELD ACCOUNTABLE FOR EVENTS, I know that nothing will 

change as lessons can never be learnt unless you have accountability. 

The above words are used in this review; however I would strongly 



 

 

dispute this for the following reasons, 

 

1. The review states that CQC considered the home to be borderline 1 

Star; this is not upheld by the evidence. 

2. The review states that a safeguarding board held a meeting prior to 

the events becoming known in July when the alarm was raised, it seems 

that someone else reported concerns prior to the deaths but no action 

was taken, what is more suspect is there seems to have been no minutes 

or any kind or documentation on this meeting available and none of the 

board members have any recollection as to what it was convened to 

investigate. 

3. The review states that CQC, the regulator were aware standards were 

slipping in the home, that is totally untrue, the CQC had not inspected 

the home so therefore had no concerns for the residents safety. 

4. The review states that other agencies need to inform CQC of 

standards in homes, which begs the question, what are CQC for? 

5 Finally a paragraph of the review deals with issues of, Dignity, as this 

is considered a crucial part of safeguarding and as residents belongings 

were removed from the home in bin bags their dignity was not 

respected. I hate the word Dignity, because it deflects from the true 

horrors, when the use of Bin Bags to remove belongings from a home is 

mentioned in more detail and then the people taken out in Body Bags 

after dying in agony, it is not dignity that should be considered but 

Accountability. 

 

 


