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Confidentiality  

To protect the identities of individuals featured in this review, all names have been 
anonymised. The adult will be referred to as 'Adam. 
 

Purpose 

This Safeguarding Adults Review (SAR) was commissioned by the Birmingham 
Safeguarding Adults Board to examine the circumstances surrounding the death of Adam, 
who died while rough sleeping. The aim being to identify if lessons can be learned to 
improve future service provision.  
 

Background 

A Safeguarding Adult Referral (SAR) was submitted to the Birmingham Safeguarding 
Adults Board (BSAB) in March 2023 from Birmingham City Council – City Housing 
Directorate.  
 
Following a review of agency involvement across Birmingham, it was determined that this 
case did not meet the criteria for a formal SAR. However, valuable learning was identified 
for individual agencies (some of which had been identified through the scoping) and two 
key multi-agency learning recommendations. 
 
The Business manager for the Birmingham Safeguarding Adult Board and the Director of 
Nursing for Safeguarding, Children in Care and Child Death Review from Birmingham 
Integrated Care Board who were independent from the case reviewed the scoping 
documents to ascertain the learning from the review. This review is consistent with the 
learning from Adult 4 and Stephen SAR.  
 

What happened 

Adam was a 55-year-old white British male. Adam had a long history of homelessness with 
short periods of rough sleeping. He had been accommodated in emergency 
accommodation, commissioned supported accommodation and support exempt shared 
accommodation. Adam had also had several stays in hospital due to poor mental and 
physical health. 

Following his admission to City Hospital on 31 December 2021, Adam was discharged on 4 
January 2022 due to his behaviour on the ward.  As Adam was potentially homeless at the 
point of discharge a taxi was booked to take him to SIFA Fireside. He was placed in a taxi 
to attend SIFA Fireside for support to find accommodation. However, Adam did not go to 
SIFA Fireside as intended. Instead he appears to have gone to the bank. The bank called 
SIFA on the afternoon before he died and Adam spoke to a worker at SIFA. The worker 
from SIFA checked if Adam was still accommodated in supported accommodation and this 
was confirmed. The worker from SIFA checked with Adam if he was happy to go to his 
accommodation and had money for transport to get there which Adam agreed to. Adam 
was informed that he could contact them again the following day if he needed support. 
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A support worker from the supported accommodation contacted the hospital to do a welfare 
check and was informed of Adam’s discharge. The worker tried to contact Adam and visited 
his property however Adam was not there. The following day the worker visited again. 

Adam died whilst rough sleeping on 5th January 2022. He was found by the Rough 
Sleepers Outreach Team during their early morning outreach. 

Whilst this demonstrated that agencies were working together to support Adam up to the 
point of his death. There was still further learning that was agreed needed to take place. 

 

Pen picture 

Adam was reportedly brought up in Birmingham and when his father died he was taken into 
care and at the age 21yrs he went to prison. Following his admission into the care system, 
he struggled with feelings of abandonment and suffered with depression since his teenage 
years. There is indication he was a victim of sexual abuse and domestic violence, though 
no further details are known. 
 
He was reportedly married (which lasted a week) and had children from different partners. 
Adam reported during an admission that his Mental Health deteriorated following the death 
of his daughter. Adam stated that his daughter died in a road traffic accident whilst on her 
push bike. Following this trauma Adam began to use illicit substances misuse which he 
described had led to homelessness. Adam’s mother disclosed that he had lived with her 
previously, but she was unable to accommodate him as he had used drugs and generally 
disrespected her house. Adam reported that he had been homeless for most of his life.  
 
Adam was estranged from his siblings and other family members. 
 
Adam is connected to 51 investigations within the West Midlands Police Force (WMP) area 
and is listed as the offender in all but a few of them. He has 25 custody records in WMP, 
meaning he has been arrested 25 times within the area. Adam was a prolific shoplifter who 
committed crimes to fund his heroin addiction. 
 
Adam had a long medical history including Chronic Obstructive Pulmonary Disease, 
Pancreatitis, Epilepsy, Depression / Anxiety Schizophrenia, Hepatitis C+ and Coeliac 
Disease. He was known to the NHS (including both Mental Health services and acute 
medical services including Emergency Departments) and there are documented incidents 
of abuse to staff and self-discharge against medical advice. 
 
There were numerous contacts with Housing and the Homeless team which was 
intermittent between December 2016 and November 2021. Adam had a long history of 
being unsettled, moving between temporary supported accommodation, prison, hospital, 
staying with family and rough sleeping. 
 
Adam first became ‘known’ to adult Social Care (ASC) in November 2019 following a 
safeguarding referral from the Home Treatment Team at The Oleaster Hospital. He was 
referred to Home Treatment by Psychiatric Decisions Unit following an overdose. The 
referral stated that he was repeatedly presenting at general hospitals and Community 
Mental Health Team Adam. Adam was assessed as having capacity in relation to alleged 
risk and safeguarding process. He stated that he was not at risk, declined ASC intervention, 
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and the case was subsequently closed. 
 

Individual agency Learning  

The agencies that participated in the scoping exercise have self-identified individual 
learning points. These are: 
 
Birmingham City Council – Housing: 

• There is little evidence of joint working. As Adam was not regularly rough sleeping he 

fell outside the remit of having a Rough Sleeping Navigator and case conferences 

that would normally be held by for those who are rough sleeping or at risk of 

returning to rough sleeping. There does not appear to be a clear action plan for 

support, nor an awareness between agencies of who was working with Adam and in 

what scope. 

Birmingham City Council – Adult Social Care:  

• There were missed opportunities for ASC to assess Adam before he was released 

from prison and on the occasions that he briefly accepted accommodation.  

• A lack of professional curiosity and lateral checks at key points resulted in a failure to 

accurately assess and respond to patterns of repeat crisis, deteriorating health, and 

escalating risk 

• An MDT meeting to share information, assess risk, and consider risk management 

plans should have been convened in May 2021. 

Birmingham Community Healthcare NHS foundation Trust: 

• On the Dietitian referral triage this has prompted awareness for the need to question 

if an individual presents as homeless or is in temporary accommodation. 

Birmingham and Solihull Mental Health Foundation Trust: 

• Although it is clear from clinical noting that no acute psychiatric crisis was identified, 

it was known that he was homeless, was appearing physically frail, there were 

substance misuse issues, and he struggled to maintain contact with services when 

they were involved – e.g. rough sleepers team.  There does not appear to be 

professional curiosity linked to this, or consideration of a referral to adult social care. 

Probation Services: 

• There are several issues identified from a probation perspective in the management 

of this case. It must be noted this case was managed by the Community 

Rehabilitation Company (CRC), whereas this has now become a unified Probation 

Service. Since unification of probation, the areas of concern have been identified and 

work to improve professional curiosity, pre-release work, handover of cases from 

prison offender managers to community offender managers, safeguarding referrals 

and initial sentence plans are part of the performance and quality agenda. The 

issues identified with this case were: 

o No pre-release planning. Also, lack of communication from prison in terms of 
his release, which hospital he was at. 

o No referral made to adult social care prior to release despite custody completing 
an assessment identifying his many health vulnerabilities. This could have 
helped locate him and supported him in finding suitable accommodation. 
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o No joined up working between the care he received in prison and what 
community support he could access.  

o An assessment on Offender Assessment System (OASYs)was not completed 
at any point of his licence. This involves a full assessment of his needs, risks 
and incorporates a risk management plan. This would have facilitated the 
practitioner to make referrals and share information with other agencies to try 
and support him in the community. 

 
West Midland Police: 

• There does not appear to be any proactive management of Adam or over-view of 

him by any team or department.  

• If he did not qualify to be managed by an offender manager, then the local 

neighbourhood team, who coincidentally created the Proactive Management Plan 

(PMP) that was not populated other than when initially opened, should have had 

more oversight of him and his offending.  

• There was no professionals meeting and does not appear to have been a multi-

agency approach to resolving his issues. There was possibly a lack of 

communication between agencies to co-ordinate how to deal with Adam and the best 

way to offer him help.  

 SIFA Fireside: 

• To provide clearer communication and information on our services and how we can 

work more closely regarding hospital discharge. We also need to ensure there is 

clearer information on SIFA services and opening times and distinction between 

SIFA and BCC housing team who are based here for rough sleepers but keep 

separate case notes. 

• There is an issue generally with hospital discharges that often people with high health 
needs are discharged directly to SIFA without any prior warning or conversation, so 
we are unprepared to deal with the case. We are often confused for an accommodation 
provider which we are not.  
 

Acute NHS Trusts: 

• Communication with Housing providers from Acute NHS Trusts when patients who 
are/or appear to be homeless are discharged. A phone call in this case would have 
enabled the Hospital to be informed that Adam had an address and could have been 
discharged there. There is also evidence of Adam being discharged to the Salvation 
Army when they had already stated that they could not meet his health needs. 

 

Multi-agency Learning 

Learning:  
 
The scoping documents and learning from the agencies involved have highlighted the 
following 2 multi-agency learning and recommendations for consideration. 
 
In the later months of Adam life his health was deteriorating and several agencies had 
concerns. Although multiple agencies were involved, there is no evidence that a multi-
disciplinary meeting was ever convened to ascertain the involvement of agencies and the 
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concerns that each agency had or of making use of risk escalation where there is concern 
regarding serious harm and death. This is a common theme from SARs nationally. If 
agencies are working together and holding multi-disciplinary meetings this would evidence 
partnership and preventative work to support citizens. 
 
All Agencies  
 

All agencies should ensure that they utilise multi-disciplinary meeting. Any agency can 
and should initiate such a meeting. 
 

 
 

Recommendations 

Recommendation 1:  
 
Birmingham City Council Housing review the remit of Rough Sleeping and Case 
Conference process to include people like Adam who don’t frequently rough sleep but are 
known to them and are as risk of serious injury or death. This to include risk assessment, 
holding MDT and risk escalation meeting. 
 
 

Recommendation 2:  
 
SIFA Fireside and Birmingham City Council Housing to provide clearer communication 
and information on our services and how they can work more closely regarding hospital 
discharge. To ensure there is clearer information on SIFA services and opening times and 
distinction between SIFA and BCC housing team who are based at SIFA Fireside. 
. 
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