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1. Key themes 
 

  

 

 
 

 

 

 
 

 

 

 

 

 

 
  

1.1. This handout is intended to reflect on the key themes identified from the Adult J 
Learning Review. A full copy of the Learning Review can be found on the West 
Sussex Safeguarding Adults Board website. 

1.2. Think about what these key themes mean for your practice. Ask yourself?  

• Can I make changes to my own practice?  
• Do I need to seek further support or training to implement this?  

2. Adult J 

2.1. Adult J was a grandparent and parent who had a history of psychological illness 
and a diagnosis of Motor Neurone Disease. In January 2017, Adult J had lit a 
cigarette over the cooker which resulted in Adult J being set alight. Adult J 
received severe burns, was admitted to Queen Victoria Hospital in East Grinstead, 
and transferred to the Chelsea and Westminster Burns Unit. Unfortunately, Adult J 
later died from the injuries.  

2.2. The West Sussex Safeguarding Adults Board recommended a Learning Review be 
written to detail the actions that agencies have implemented following learning 
from this case and fire deaths reviewed elsewhere. This could then be shared with 
other agencies within West Sussex. 

3. Key theme 1: multi-agency working and information 
sharing 

3.1. The review found: 

• Although professionals were aware of referral processes to other 
organisations, sometimes information provided was incomplete and further 
clarification was not sought. 

3.2. What we’ve learnt: 

• It was recognised that there was a need to improve referral pathways 
between organisations. In particular, it was important to ensure that good 
quality information was shared between those agencies. Additionally, 
professional curiosity of both the receiver and provider of information would 
better support the identification of levels of risks between agencies. 

• Referral processes need to gather adequate risk information; clear and 
complete documentation; clarity of procedures and monitoring the triaging of 
services. 
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3.3. Reflection on practice: 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

  

• How do you make referrals to outside agencies? Does your team have 
referrals pathways? Are all members of the team clear on these pathways?  

• What would support you to make better referrals?  

4. Key Theme 2: documenting mental capacity and self-
neglect 

4.1. The review found:  

• That rationale for not intervening in mental capacity and self-neglect areas 
were not always documented.  

4.2. What we’ve learnt:  

• It is important to have a good understanding of both Mental Capacity and the 
Self Neglect policies and procedures, and to ensure that the rationale for 
decisions (including reasons for not intervening) is recorded accurately and in 
a timely way.  

• Organisations working with adults need to ensure that all staff have a clear 
understanding of the Mental Capacity Act that is appropriate to their role. 

4.3. Reflection on practice:  

• Do you feel confident in your understanding of the Mental Capacity Act and 
self-neglect?  

• Does your organisation have policies and documentation to guide you when 
considering mental capacity, best interests and self-neglect? 

4.4. West Sussex Mental Capacity Act Competency Framework: West Sussex 
Safeguarding Adults Board has adopted the National Mental Capacity Act 
Competency Framework. Use this to see if you have the level of understanding 
needed for your role.  

4.5. Sussex multi-agency procedures to support adults who self-neglect: West Sussex 
Safeguarding Adults Board, along with the pan-Sussex Adults Boards have 
designed and adopted the Self-Neglect Procedures to support professionals and 
organisations to better understand a range of situations and behaviour.  

https://ncpqsw.com/publications/national-mental-capacity-act-competency-framework-2/
https://www.westsussexsab.org.uk/professionals/policies-and-procedures/
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5. Key theme 3: escalation 
 

 

 

 

 

 

 

 

5.1. The review found:  

• In all the similar cases considered by the review, professionals did not have a 
clear understanding of how to escalate concerns about an adult at risk.  

5.2. What we’ve learnt:  

• Not escalating concerns results in adults with care and support needs being 
at increased risk of suffering harm.  

5.3. Reflection on practice: 

• Do you know how to escalate concerns inside and outside your organisation?  

• Do you have any barriers to escalating concerns?  

5.4. Escalation Procedure: West Sussex Safeguarding Adults Board has an Escalation 
Procedure. This procedure supports a professional or agency to respectfully 
challenge another professional or agency which has reached an unsafe decision 
regarding a safeguarding adult concern. 

https://www.westsussexsab.org.uk/professionals/policies-and-procedures/
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