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ABSTRACT 

 

This reflective paper discusses a clinical scenario and compares best practice 

guidelines with published literature against a backdrop of evidence taken from a 

Serious Case Review (SCR). Mrs B (pseudonym)  was a 94 year-old lady with 

dementia and blindness plus several other co-morbidities, including a previous 

stroke. She lived in a care-home and had a history of falling. The last fall was fatal, 

due to aspiration pneumonia and fractured vertebrae of the neck. A Serious Case 

Review process highlighted a number of failures in interdisciplinary working practices 

which contributed ultimately to Mrs B’s avoidable death. The article discusses how 

applying evidence based best practice could have led to better care outcomes. A 

series of seven recommendations and lessons learned are presented for a multi-

agency approach to best practice in dementia care.  
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BACKGROUND 

Adult Serious Case Reviews (SCRs) are commissioned by local safeguarding 

boards to investigate how agencies involved in the care of an individual who has 

suffered a serious incident have worked together to safeguard that  vulnerable adult. 

The aim of a SCR is to identify where and how care can be improved, and to identify 

lessons learned to inform practice and policy changes. Manthorpe & Martineau, 

(2016) suggest that SCRs provide opportunity to gain insight into practices in care 

homes and monitor activity during the transfer of care between hospitals and care 

home environments. The process an SCR takes can vary depending on the health 

care providers policies and level of record keeping, with documentary accuracy often 

coming into question. When considering dementia care more specifically, Manthorpe 

and Martineau (2016) conclude that SCRs also offer opportunity to undertake an in- 

depth analysis of personal, public and professional failings, which may help to 

identify and improve the quality of care being delivered.  

 

The Case of Mrs B 

Mrs B is a 94 year-old lady with dementia and blindness plus several other co-

morbidities, including a previous stroke. She lived in a care-home and had a history 

of falling. The last fall was fatal, due to aspiration pneumonia and a fractured 

vertebrae of the neck. Following a previous fall, advice had been given to care staff 

to contact the local ‘Falls Matron’ and to ensure Mrs B attend Accident and 

Emergency due to extensive bruising sustained. However, this was not acted upon.  

 

Mrs B was experiencing recurrent falls and subsequently sustained a range of 

serious injuries. The World Health Organisation (2016) have reported that falls and 



falls related injuries are the second leading cause of accidental or unintentional injury 

deaths worldwide. The injuries sustained and the overall impact as a result of such 

falls will always present problems for all aspects of health and social care delivery. It 

is highly likely that Mrs B would have been experiencing significant pain and also a 

fear of falling (Lisk and Yeong, 2014), but due to her cognitive decline related to her 

dementia, her ability to fully express this may often be limited, and this of course 

presents many challenges to providing compassionate person centred care. In 

addition, one of Mrs B’s family members had previously raised concerns regarding 

the poor level of care that Mrs B was receiving and had noted a lack of suitably 

trained staff. 

 

Mrs B had a number of co-morbidities, which alongside the diagnosis of dementia, 

could have impacted upon her quality of life. It is well recognised that the 

assessment of symptoms and subsequent treatment in the context of cognitive 

impairment can be complex, especially when there are additional co-morbid 

conditions as well as difficulty with communication (Mitchell et al. 2009) Looking 

further at physical symptoms, another factor recognised as adversely affecting 

quality of life for those with dementia is pain (Beer et al., 2010; Hodgson et al., 2014) 

and in people who have dementia this can often go unrecognised and be under 

reported and poorly managed (McAuliffe et al. 2009).   

 

A clinical case review approach 

Undertaking a critical analysis of Mrs B’s care experiences commenced with 

reviewing her case materials in detail and highlighting pertinent issues. This was 

then followed by a literature search, relating elements of Mrs B’s history and the 



recorded clinical activity to the evidence base around best practice for dementia 

care. A critical appraisal of the literature reviewed  was also taken into consideration, 

whilst acknowledging the potential for conflicting evidence arising when seeking 

international published materials around a single clinical issue, for example in Mrs 

B’s case, preventing falls in the older population.  

 

The importance of interdisciplinary working with people with dementia is recognised 

within a number of documents including the Dementia Strategy (2009) and NICE 

Guidelines (2006). It is argued that an integrated approach to dementia is required in 

all instances, as a single discipline is unable to manage the complexity of issues 

(physical, psychological, psychiatric and social) which can occur with this condition 

(Lloyd-Williams et al.2014; Banerjee, 2014).  Evidence suggests that often residents 

in care homes have unmet needs, may be admitted to hospital unnecessarily and 

their dignity be compromised by poor access to healthcare (British Geriatrics 

Society, 2012; Care Quality Commission (CQC), 2012; NHS Confederation 2012). 

 

Popham and Orrell (2012) identified that care homes can be organised around 

staffing priorities, rather than delivering person centred practice. Although they 

recognise that this might well be unintentional,  undertaking a Serious Case Review 

can help to identify, articulate and tackle  the culture of care which causes fault lines 

and leads to poor practice, abuse, neglect and poorly managed care delivery. A 

study carried out by Robbins et al.( 2013) identified a number of factors as barriers to 

delivering effective healthcare in UK care homes and concluded that a big challenge 

to providing effective care home residents arises as a result of the complexity of the 

medical problems presented. They also recommend better training for social and 



healthcare staff to assist them with anticipating and managing (rather than simply 

reacting to) fluctuations in someone’s health; better communication of information at 

the point of arrival and departure, provision of adequate time to assess and manage 

health problems; and being clear about where responsibility lies for various aspects 

of healthcare management. A common care philosophy, clear roles, good 

communication and shared decision-making and goal setting (Jayadevappa and 

Chhatre 2011) have also been identified as factors which increase the effectiveness 

of interdisciplinary care.   

 

What were the key issues arising from Mrs B’s case review? 

The case study review process identified that when high quality person-centred care 

is provided, and residents are treated with respect and dignity, overall satisfaction 

and quality of life is increased. The concept of person centred care was discussed at 

length by a number of scholars, and can be described as an approach which 

promotes "a social, humanistic, and holistic perspective on how to understand and 

promote the best possible life and care for people with dementia" (Edvardsson et al. 

2014 page number).  Previous Serious Case Reviews (SCR’s) highlight the need for 

improved communication and engagement between care homes and primary care 

(Davies et al. 2011).  

 

A study by Kupeli et al. (2016) suggested that a low-skilled workforce affects the 

ability of staff to deliver high quality care, which in turn leads to poor recognition of 

changes in a person’s presentation and lack of knowledge regarding the best 

response to such changes. This latter point does appear to be rather pertinent in the 

case of Mrs B. 



There were many study findings identified that made recommendations that resonate 

with the Mrs B’s case. For example, many SCR’s highlight inadequate and 

ineffective communication, as well as complicated organisational and disciplinary 

boundaries as factors which can lead to ineffective coordination and sub-optimal 

provision of care to those with complex care needs, like Mrs B (Cohen- Mansfield et 

al. 2012; Bunn et al. 2014). 

Looking more closely at the issue of physical health, research indicates that quality 

of life is higher amongst people with dementia whose general health status is better 

(Black et al. 2012: Marvenato et al., 2015: Nikmat et al. 2015) and that the more 

chronic health problems a person with dementia has, the lower their quality of life 

(Beerens et al., 2014; Leon-Salas et al. 2015). Dementia is often associated with a 

range of chronic diseases (Lee et al. 2009). Mrs B had a number of co-morbidities, 

which alongside the diagnosis of dementia, would potentially have impacted upon 

her quality of life. It is well recognised that the assessment of symptoms and their 

subsequent treatment is complex in the context of cognitive impairment, especially 

when there are co-morbidities as well as difficulty with communication (Mitchell et al. 

2009). This perhaps contributed to the paucity of assessment in Mrs B’s case.  

 

The use of multiple medications is common in this population, with studies showing 

that people with dementia might take between 7-8 medicines per day (Morley, 2009). 

This raises several concerns. Firstly, difficulties with communication could mean a 

decreased ability to articulate any adverse side-effects (Onder et al. 2011). 

Secondly, people with advanced dementia can have a limited life-expectancy which 

may lower benefits from drug treatment, and finally some medications are known to 

have a detrimental effect on cognitive functioning (Holmes, 2009).   



 

It is highly likely that Mrs B was taking several medications, as she had a number of 

health conditions. An example of good inter-disciplinary working should have 

included regular reviews of Mrs B’s medications to ensure that she was not taking 

medication unnecessarily, or taking medication that was causing more harm than 

benefit e.g. increasing risk of falls (Lisk and Yeong, 2014). There was however no 

evidence of this in the scenario. 

 

Risk assessment and risk management: falls 

It is recognised that falls are common and problematic in care facilities and hospitals 

and that consequences of falling can lead to high rates of injury, reduced quality of 

life and in some cases, as with Mrs B, death (Cameron et al. 2012). It would appear 

that chances for Mrs B’s injuries to be further explored on at least one occasion were 

missed and care-home staff were not proactive in following up with community 

services. If this had been pursued further, it is likely that Mrs B may have been given 

the opportunity for further assessment of her recurrent falls e.g. at a Falls Clinic, or 

had input from a community Occupational Therapist/Physiotherapist, who could have 

suggested an exercise programme and recommended aids and adaptations which 

may have ensured Mrs B was able to mobilise more safely.   

Another key risk, when looking into Mrs B’s case is her reduced vision. Sensory 

impairments, including visual impairment are common in the older population (Grue 

et al. 2009; Dillon et al.2010). Older people with age related eye disease and visual 

impairment are likely to report their health as being affected and tend to experience 

more co morbidities (Finger et al. 2011). It is reasonable to assume that Mrs B’s 

reduced vision may well have led to her experiencing a lack of confidence when 



navigating her way around her environment and possibly leading to increased risk of 

falls. This is something which should have been taken into account when planning 

care for Mrs B and, where possible, adjustments made to her care plan to help meet 

her needs in this area. This could have involved the use of better signage within the 

home, assistance from staff when mobilising from one room to another and the use 

of other sensory stimulation/ Assistive Technology etc. (Behrman et al. 2014; NICE 

2012)  

 

Lessons learned & recommendations for best practice 

Having examined the issues arising from this case study with reference to available 

literature, it is clear that a multitude of factors affected the quality of care provided to 

Mrs B including: poor communication between professionals, poor coordination of 

services across different settings, lack of training and knowledge of person-centred 

dementia care, a lack of leadership in the care- home, inadequate reviews and lack 

of joint working with relatives. Particularly alarming is the fact that advice to transfer 

Mrs B to Accident and Emergency (A&E) was ignored, despite her history of 

recurrent falls and subsequent serious injuries. This was a missed opportunity to 

identify Mrs B’s injuries sooner, and possibly averting her death at this time. 

 

From reviewing the available literature as well as examining the case study, the 

following seven recommendations are made: 

 

1: Regular reviews from the person’s own GP, would enable greater overall 

understanding of the individuals physical health and medication regime. This would 

lead to increased responsiveness to any concerns raised by staff whether in hospital, 



at home, or when resident in a care-home (Gill, 2012: Morley, 2011: Jedenius et al. 

2011). In terms of accommodation for people with dementia, it has been found that 

people in facilities with specialised workers or GP's will usually have a higher quality 

of life (Marventano et al.,2015). Improving quality of life for people who have 

dementia is a key priority identified by the National Dementia Strategy (Department 

of Health, 2011). The National Dementia Strategy Living Well with Dementia 

(Department of Health 2009) also promotes the importance of person-centred and 

therapeutic approaches that focus on enabling an individual to live well, even in the 

context of an incurable and progressive disorder. 

 

2: Increased input from the multi-professional clinical team, for example 

Occupational Therapist, Physiotherapist, and a full holistic health and wellbeing  

assessment would be able to promptly ascertain potential and risk factors leading to 

Mrs B’s risk and causality of her falls (NICE, 2013; Ambrose et al. 2013). 

Jayadevappa and Chhatre (2011) also assert that a common care philosophy, clear 

roles, good communication and shared decision-making and goal setting are 

essential for successful interdisciplinary care. 

 

3: Improved care planning is essential element of best practice care delivery. 

Working to a clear and person centred care package enables all involved in the care 

delivery to take into account individual needs, for example in this case of Mrs B’s 

visual impairment (Berhman et al. 2014; NICE 2012). 

 



4: Increased liaison with family members from the care team, to address and rectify 

concerns at an earlier stage/ more credence given to family’s concerns and input 

(Feill et al.2011) 

 

5: Prompt response when receiving information and acting on advice given from 

other agencies involved in the persons care. IN this example, care staff failed to 

respond and ensure Mrs B was to attend A and E. This act might have been what led 

to Mrs B’s injuries being identified earlier and her death avoided (Goodman, 2011; 

Ellins et al.2012). 

 

6: Improved, clear and consistent communication between health and social care 

providers may have ensured that Mrs B’s care was more integrated and therefore 

more effective (Wolfs et al. 2011; Dementia Strategy, 2009; Lloyd-Williams et al. 

2014; Bunn et al. 2014; Robbins et al. 2013). 

 

7: Improved consideration of the culture of care in care homes. This can be achieved 

by taking into consideration the overall management of the care-home, including 

better staff training, good leadership, use of person-centred dementia care (Kitwood, 

1997; Edvardsson et al., 2014; Bone et al., 2010; Robbins et al., 2013) 

 

 

 

 

 

 



Conclusion 

Older people who have complex health needs require a respectful delivery of 

services from healthcare professionals who are able to recognise and respond to 

their needs, ensuring they are able to access a variety of services (Goodman, 2011, 

Ellins et al., 2012), but there is evidence that some people with dementia have less 

access to treatment and monitoring of their health than those without dementia 

(Bunn et al. 2014). Poor communication amongst professionals, a lack of joint 

working and a lack of knowledge and awareness of dementia are all recognised as 

barriers to good care (Bunn et al. 2014).  

With an estimated 70 per cent of UK care home residents having dementia 

(Alzheimer’s Society, 2012), it is crucial that care is properly integrated and 

coordinated to provide holistic, person-centred care for each individual in order to 

prevent incidents such as that of Mrs B’s being repeated in future. This reflective 

paper has outlined a critical appraisal of the literature, compared with information 

from a serious case review. It has identified a series of seven recommendations for 

preventing avoidable deaths, of an individual with dementia, living in a care home.  

The critical reflective review process has identified a number of key lessons around 

how an inter-professional/inter-agency approach to caring for a woman who was the 

focus of a serious case-review led can be used to learn lessons in promoting best 

practice dementia care delivery. This paper also examined and makes 

recommendations for the roles of the various professionals involved in one person’s 

care, and how if they were communicating effectively, sharing their clinical 

assessments around risk, would provide valuable information to evaluate their 

effectiveness as a clinical team, working across service boundaries (i.e. care homes 

and hospital settings).  
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