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Ms N
The Isle of Wight Safeguarding Adults Board recently completed a learning review into the case on Ms N.

Ms N, 56, was found dead in March 2018. She was well known to many of the Isle of Wight NHS Trust Services for mental and physical health
and her alcohol issues*. She was also well known to Adult Social Care and Domestic Violence Services. She was a frequent caller to the
police and ambulance, who attended in response to reports of domestic abuse, Ms N'’s alcohol use and her mental health issues. This case
has many similarities with a Learning Review published by the SAB in December 2017, and so much of the analysis of the case centred on
some of the recurring themes — Mrs P Learning Review.

This briefing highlights some of the key learning themes for practitioners, and can be used to support personal development, in supervision,
in group learning sessions, and to inform internal training, policies and procedures.

*The alcohol and substance misuse provider at the time of this case has since been decommissioned, and a new provider is now in place

Learning



https://www.iowsab.org.uk/wp-content/uploads/2019/01/2880-Final-anonymised-independent-report.pdf
https://www.scie.org.uk/publications/reports/report46.asp
https://www.iowsab.org.uk/wp-content/uploads/2019/12/4LSAB-Multi-Agency-Risk-Management-Framework-June-2016.pdf
https://www.iowsab.org.uk/wp-content/uploads/2019/12/4LSAB-Multi-Agency-Risk-Management-Framework-June-2016.pdf
https://www.iow.gov.uk/azservices/documents/2880-Integrated-Localities-Presentation-DECEMBER-2017.pdf



http://www.legislation.gov.uk/ukpga/2014/23/section/42/enacted
https://www.local.gov.uk/sites/default/files/documents/Reducing%20family%20violence%20case%20study%20Birmingham%20final.pdf

Recommendations These recommendations will be taken forward by the IOWSAB in an action plan. The action plan will be monitored by
the Safeguarding Adult Review Sub-group.

Recommendation 1 — Health & Social Care should assess the benefits of co-locating at service manager level to develop service level
relationships, enhance and expedite decision-making and responses to enable a greater focus on outcomes and service-user benefits.

Recommendation 2 — The Isle of Wight SAB should commission a skills and knowledge gap analysis within and across agencies to scope
any deficits regarding the multi-agency safeguarding and risk managements systems, mental capacity, legal options, information sharing
arrangements, thresholds and the roles and responsibilities of partner agencies.

Recommendation 3 — Public Health will work with their partners to understand and articulate the needs of people with co-occurring
substance misuse and mental health. This will be included in future Joint Strategic Needs Assessments. Public Health will work with their
partners across Health and Social Care to ensure services meet the needs of this cohort, for example through a joint-working protocol for
people with co-occurring conditions.

Recommendation 4 — The Isle of Wight Council should assure itself that Integrated Localities is working so as to provide effective multi-
agency hubs enabling joined up systems, processes, information sharing and case management. This should link in to and feed other
established multi agency risk and case management arrangements such as MARAC, MARM and Section 42 systems. Each should hold the
other accountable for meeting needs and reducing risk.

Recommendation 5 — The Isle of Wight SAB should undertake a multi-agency audit of Section 42 safeguarding referrals to establish whether
the three key tests are being applied effectively and appropriate and defensible decisions are made as to whether safeguarding enquiries
are to be undertaken.







