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INDEPENDENT CHAIR’S  
FOREWORD

As the independent chair of Plymouth’s Safeguarding Adults Board (PSAB) I am delighted to 
present the annual report for 2016/17. The report provides an opportunity for the multi- 
agency partners to reflect on progress over the past year against identified priorities and 
set a clear direction for the years ahead. Whilst the publication of this report is a statutory 
requirement of the Care Act 2014, I firmly believe that it also provides an opportunity for 
the Plymouth community and all its stakeholders to constructively challenge and further 
question the fulfilment of the board’s core role. 

Having taken up the post of independent chair in January 2015, it’s been encouraging to see 
the progress that continues to be made in this complex area of work. Industry, commitment 
and many commendable individual contributions have helped drive forward some excellent, 
high quality outcomes and build a way of working which better responds to the needs of 
those subject to abuse or at risk of harm or neglect. Particularly noteworthy over the past 
year have been:

 � the redesign of our Strategic Plan to cover three years with annual reporting and review. 

 � the development and embedding of the Risk Management and Self Neglect policy, to 
update the pre-Care Act Vulnerable Adult Risk Management (VARM) approach. 

 � subsequent development of the Creative Solutions Forum, as a response to concerns 
for those who require a tailored approach from multiple agencies and commissioners. 

 � support for a regionally commissioned thematic review of serious case reviews and 
safeguarding adult reviews (SCR/SARs) and associated conference to be held in 
November 2017.

 � the development of links between the peninsula Safeguarding Adults Boards (Cornwall, 
Devon, Plymouth and Torbay), through their Independent Chairs, with plans to look at a 
peninsula-wide approach to safeguarding policy and practice, with a greater opportunity 
for shared learning and improvements. 

 � our second Development Day held in November 2016, which was well represented 
and gave space and time outside formal board meetings to discuss a range of issues and 
ambitions. 

It’s a prerequisite for this improvement to continue that the PSAB listens and learns from 
the experiences of those adults at risk of harm or neglect, their carers or professionals 
who work in the care system. I am therefore pleased that the PSAB have commissioned 
Healthwatch to develop a far reaching engagement and participation strategy to ensure the 
work of the board is connected directly to, and informed by the lived experiences of service 
users and/or their advocates. The in year reporting on progress of this work has been 
encouraging and will help shape where we focus our ongoing performance management and 
understanding of risk. 

Equally, the learning partner agencies derive from those situations where there were 
individual or multi agency oversights with policy, training, inter agency communication or 
decision making which may have contributed to tragic outcomes for the most vulnerable 
in our community, must be acted upon following the board’s publication of individual Case 
Reviews. Changes to practice and improvements must be the outcomes we all seek to 
secure in order that we don’t repeat mistakes of the past.

The climate in which the PSAB operates in continued to be a challenging and demanding 
one, with partners facing pressures on resources together with an inexorable rise in calls 
for service. Acknowledging this, I am pleased that partners on the board have continued to 
support shared ambitions and looked for new and creative ways to tackle some of the more 
intractable issues. The Creative Solutions Forum developed by the PSAB is a prime example 
of this and is highlighted in this report.

Finally, I wish to extend my thanks to all those who continue to support and protect the 
most vulnerable adults in Plymouth. The commitment and focus remains unswerving and I 
am grateful for this. 

Andrew Bickley 
Independent Chair
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WHO WE ARE AND WHAT WE DO
Plymouth Safeguarding Adults Board (PSAB or ‘the Board’) 
is a statutory body set up by the local authority in line with 
requirements of the Care Act 2014. Our main objective 
is to ensure that local safeguarding arrangements and 
partners act to help and protect adults at risk in our area. 
The Care Act 2014 requires statutory members of the 
Board to include; the Local Authority, the police and the 
Clinical Commissioning Group. 

In Plymouth the SAB is also supported by a range of 
other key partner agencies and stakeholders as associate 
members:

 � NHS England

 � Care Quality Commission (CQC)

 � Office of the Police and Crime Commissioner 
(OPCC)

 � South Western Ambulance Service NHS Foundation 
Trust (SWAST)

 � Livewell Southwest CiC 

 � Plymouth Hospitals NHS Trust (PHNT)

 � Plymouth, Cornwall and Isles of Scilly Local Delivery 
Unit, HM Prison and Probation Service (HMPPS) 

 � Dorset, Devon and Cornwall Community 
Rehabilitation Company (CRC)

 � Sovereign Housing Association 

 � Devon and Cornwall Housing Association 

 � University of Plymouth 

 � Independent Lay member

The PSAB meets quarterly, with representation from 
a wide range of partner agencies and groups, and is 
supported by multi-agency subgroups. Its structure ensures 
effective join up and robust oversight arrangements are in 
place to promote the safeguarding of adults at risk of abuse 

or neglect, and ensure accountability for performance. The 
Board receives regular reports on safeguarding activity 
from partner agencies across the city, and seeks assurance 
through checks and challenges that partners are fulfilling 
their roles to their own internal governance arrangements 
and external regulators. A key role is to probe and 
scrutinise the effectiveness of agency arrangements.

The activity reports and feedback from partner agencies 
allows the Board to interrogate performance data, change 
policies and procedures, direct resources, commission 
projects and undertake specific pieces of work through 
its sub groups. This also allows it to identify priorities 
and set the business plan for the forthcoming years 
to safeguard adults in Plymouth. The work of the 
Board includes:

 � Providing assurance and acting as a multi-
agency partnership board of lead officers and key 
representatives, that takes strategic decisions aimed 
at safeguarding adults at risk of abuse/ neglect

 � Co-ordinating the work of each partner 
agency to minimise the risk of abuse/
neglect in community and service settings

 � Promoting the safeguarding interests 
of adults to enable their wellbeing and 
safety

 � Promoting inter-agency co-operation to 
encourage and help develop effective 
working relationships between different 
services and agencies

 � Developing inter-agency safeguarding 
adult procedures to ensure an effective and 
consistent response to instances of abuse/harm

 � Monitoring the effectiveness of what is done to 
safeguard and promote the welfare of adults, 
reviewing performance on safeguarding adults 
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 � as a result of their care and support needs, are 
unable to protect themselves from either the risk, or 
experience of abuse or neglect.

What does the annual report include?

Safeguarding Adults Boards are required to produce 
an annual report that details what both the SAB and 
its members have done to carry out and deliver the 
objectives and other content of its strategic plan. This 
annual report includes:

 � The data gathered regarding adult safeguarding in 
2015/16

 � How we have done in delivering the objectives of our 
strategy in 2015/16 and the associated work of our 
sub-groups during the year

 � An overview of the recently published Serious Case 
Review and the current Safeguarding Adult Review

 � Our priorities looking forward

 � The contributions of our member organisations to 
adult safeguarding locally

This report will be published on the PSAB webpages 
for all partners and members of the public to access. As 
required by the Care Act, it will also be submitted to the 
Chief Executive and Lead Member for Health and Adult 
Social Care for Plymouth City Council, Chair of the Health 
and Wellbeing Board, the Police and Crime Commissioner 
for Devon and Cornwall, the Chief Constable of Devon 
and Cornwall Constabulary, and Healthwatch Plymouth. 
It is expected that those organisations will consider 
the contents of the report, and how they can improve 
their contributions to both safeguarding in their own 
organisations, city-wide safeguarding networks, and in 
partnership with the Board.

and making recommendations about changes within 
partner agencies.

What does safeguarding mean?

Safeguarding means protecting an adult’s right to live in 
safety, free from abuse and neglect, and it aims to:

 � Stop abuse or neglect wherever possible

 � Prevent harm and reduce the risk of abuse or neglect 
to adults with care and support needs

 � Safeguard adults in a way that supports them in 
making choices and having control about how they 
want to live

 � Promote an approach that concentrates on improving 
life for the adults concerned

 � Raise public awareness so that 
communities as a whole, alongside professionals, 
play their part in preventing, identifying and 

responding to abuse and neglect

 � Provide information and support in 
accessible ways to help people understand 
the different types of abuse, how to stay safe 
and what to do to raise a concern about the 
safety or well-being of an adult

 � Address what has caused the abuse or 
neglect

Who are we responsible for?

Under the Care Act 2014, safeguarding duties apply to 
adults who:

 � have needs for care and support, and

 � are experiencing, or at risk of, abuse or 
neglect, and



6

Plymouth Safeguarding Adults Board (PSAB)

Independent Chair : Andy Bickley

PSAB Executive Group

Chair :  
PSAB Independent Chair

Membership:  
PCC, Police, CCG, Safer Plymouth representative, Sub 

Group Chairs

Function: 
Co-ordination of sub-groups, Governance and daily 
business of the Board, Embed Equality and Diversity, 

Oversight of SAB Strategic Plan

Safeguarding Adult Review (SAR) Sub-Group

Chair : Local Authority Independent Chair

Membership: PCC Adult Safeguarding Manager, Police, 
CCG, Lay Member as appropriate

Function: Receive SAR Referrals, management of SAR 
process, embed principles of equality and diversity

Quality and Performance Sub-Group

Chair : Appointed by Executive Group as appropriate

Membership: Agreed as appropriate 

Function: Analyse data, trends and national 
benchmarking information, carry out multi-agency case 

audits, report to the Executive Group and PSAB

Policy and Lead Officer Sub-Group 

Chair : Local Authority Independent Chair 

Membership: Agency/Provider Safeguarding Lead 
Officers

Function: Vehicle for multi-agency communication, 
review policy, practice and case studies, consider 
learning from Safeguarding Adult Reviews and 

implications for practice, recommend to Exec group 
and PSAB

Plymouth 
Safeguarding 
Adults Board 
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SAFEGUARDING IN NUMBERS
Levels of safeguarding concerns received

This year we recorded an increase in safeguarding concerns 
for the fourth consecutive year, in 2016/17 there were 
1,954 concerns, representing an increase of 13 percent 
on the previous year. The increase in demand on the 
safeguarding system can be further evidenced with the 
increase in safeguarding referrals, a referral is recorded at 
first point of contact and not all would be escalated to a 
concern. In 2016/17 there were 2,710 referrals from the 
contact centre, this compared to 2,175. We can partly 
attribute this to increased awareness and the result of 
training increasing numbers of frontline staff across all 
sectors. 

Safeguarding concerns meeting the 
criteria for further enquiry

Of the 1,954 concerns received, 1429 were referred for 
further investigation, known as an enquiry. This means that 
the number of enquiries more than increased by 30% in 
2016/17 when compared to the previous year. When a 
safeguarding concern is received, we undertake a triage 
process to enable us to decide whether, and which type 
of safeguarding enquiry is required. For every safeguarding 
concern received this year, seven were referred for further 
enquiry. This represents a considerable increase on the 
previous year when just three out of ten were investigated.

Types of abuse and those involved

The highest percentage of alleged victims subject to a 
safeguarding concern or enquiry have ‘no support reason’, 
this category is for those not in receipt of any social care 
services at the time of the alleged abuse.

40 percent of alleged victims subject to a concern were in 
receipt of a service, with the highest proportion of these 
having a primary support reason of Physical Support (20 

percent of all concerns) followed by Learning disability 
(10 percent) and Support with memory and cognition (5 
percent).

It is the same picture in relation to safeguarding enquiries 
with the highest percentage relating to the investigation of 
alleged abuse against people receiving services for Physical 
Support (20%), followed by Learning Disabilities (10%). This 
is illustrated in figure two below.

Location of abuse

Not surprisingly there is a big difference in the location 
type between those incidents where the perpetrator is a 
provider of social care support and when the perpetrator 
is another individual who is known or unknown to the 
victim. These differences are highlighted below;

 � 65% (630) of abuse subject to a concluded enquiry 
where the perpetrator is not a service provider of 
social care support occurred within the victims own 
home. This compares to just 17% (166) occurring 
within a residential or care home setting. 

 � The distribution by location is very different if the 
perpetrator is a provider of social care. 29% (178) 
of abuse subject to a concluded enquiry where the 
perpetrator is a service provider occurred within the 
victim’s own home. This compares to 63% (382) in a 
care or residential home setting.



8

Figure 1 – Numbers of Safeguarding concerns and S42 enquiries
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Figure 2 – Safeguarding Adults concerns and S42 enquiries by Primary Support Reason
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Figure 3 – S42 Enquiries by location and source of risk
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Figure four highlights the types of abuse being alleged and the source of the victim’s risk 
for concluded enquiries only. For example, if a concluded enquiry involved an allegation of 
financial abuse by a family member and an allegation of physical abuse from someone not 
known to the individual, this would be counted below as one ‘Financial’ with ‘Other - Known 
to Individual’ and one ‘Physical’ with ‘Other – Unknown.

In total in 2016/17 there were 2,005 recordings related to types of abuse and source of risk 
identified (higher than the number of enquiries due to the rationale in the example above). 
Of these 51% (1,015) were alleged to have been carried out by a person known to the 
victim, 44% (877) by someone providing social care support and just 6% (113) by someone 
not known to the victim. 

There has been a noticeable shift in the type of abuse being recorded, historically the most 
commonplace type of abuse recorded has been ‘Physical abuse’. 

Abuse where the perpetrator is known to the victim, but not a provider of social care was 
most likely to be Financial or Material abuse (31%/ 314), Neglect and Acts of Omission 
(18%), Domestic Abuse (14%) and Psychological Abuse (8%). All of these types of abuse 
were more common than Physical Abuse (7%).

The most common type of abuse alleged against a provider of social care support is Neglect 
and Acts of Omission, at 54% (470) of all types of abuse this is a similar proportion to 
2015/16. The next most common types of abuse are Organisational abuse (13%), Physical 
abuse (13%).
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Figure 4 – S42 Enquiries by type of abuse and source of risk
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Action Taken

In all safeguarding enquiries we try to help the adult at risk stay safe from harm, in line with 
their wishes wherever possible. This may involve taking action against the person who caused 
the harm or a protection plan to prevent reoccurrence of the harm. Our success in doing 
this can be partially measured by looking at the outcomes recorded for the victim at the 
conclusion of each enquiry. Figure ??? illustrates the outcomes for the victim in 2016/17.

Over the past 12 months the number and percentage of enquiries closed with an outcome 
of ‘no further action’ has reduced, this reduction has been overseen by the Plymouth 
Safeguarding Adult’s Board. We have improved the related recording guidance and amended 
the recording forms by adding mandatory rationale fields. Figure 3 below illustrates the 
different outcomes recorded and splits by source of risk. 

Figure 5 – S42 Enquiry outcomes and by Source of risk
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 � It is more likely that ‘no action’ will be taken if the source of the risk is an individual 
known to the victim. In 35% (318) of these cases no action has been recorded, and 
more than half of these (53%) were down to the enquiry being ceased at the request 
of the victim. 

 � In 20% of cases where the source of risk is a provider of social care support the 
outcome recorded is ‘no action taken’, this is down from 44% in 2015/16 and re-
emphasises the improvement in this area. 

Overall safeguarding action has been taken in 71% of closed enquiries in 2016/17.
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REVIEW OF PROGRESS  
AND ACHIEVEMENTS 
Following its accomplishments against the Strategic Plan 2015-16, the Board recognised 
that the significant pieces of work for which it had ambition would largely be ongoing and 
progressive. Accordingly it designed the subsequent Plan to cover three years 2016-19, with a 
view to it being reviewed and reported annually. This would give the opportunity to evaluate 
any required changes and manage workstreams appropriately. The review for 2016 has been 
completed, and ongoing work is under development:

While all our achievements are important, one of the most significant has been the 
development of a Risk Management and Self Neglect policy, to update the pre-Care Act 
Vulnerable Adult Risk Management (VARM) approach. This was a direct progression 
from the work on self-neglect reported in the Annual Report 2015-16, and in line with 
recommendations and findings from multi-agency and single agency case reviews. Included 
was the development of the Creative Solutions Forum, as a response to concerns about 
those living high risk lifestyles, who require a different, more creative approach from multiple 
agencies and commissioners. The aim of the forum is to provide an additional multi-agency, 
multi-disciplinary response, which can agree bespoke packages of care, enable better risk 
sharing and risk management between agencies, and facilitate better outcomes for people 
than could be achieved with a ‘usual care’ approach. It was piloted and evaluated and is now a 
regular, established forum that has achieved impressive outcomes for some of the individuals 
referred, whilst supporting the frontline practitioners involved. The model has attracted 
interest from other SAB and local authority areas and is being presented at a number of 
learning events. 

In addition, we have contributed to the development of links between the peninsula SABs 
(Cornwall, Devon, Plymouth and Torbay), through their Independent Chairs, and plans are in 
progress to look at a peninsula-wide approach to board constitutions and shared agendas. 

Along with other regional SABs and the ADASS SW Regional Safeguarding Leads Group 
we are supporting the commissioning of a regional thematic review of Safeguarding Adults 
Reviews and the associated conference to present findings in November 2017. The review 
will consider common themes identified by case reviews completed between 2011 and 
2016, and learning can be used to inform development of strategies to increase resilience in 
vulnerable groups. Quality benchmark standards will be created for SAR commissioning, and 
the management and dissemination of lessons learned.

In November 2016 the Board held its second Development Day, which was well represented. 
Across the membership. The agenda included the findings of a strategic review of our 
safeguarding system and related health needs assessment, an overview of the progress of the 
integrated commissioning agenda, identification of the next stage developments for the PSAB, 
and discussion around models for member self-assessment and assurance. 
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   Strategic Plan 2016-19 Tracking

Priority Action
1) Risk Management and Self 
Neglect 
To develop the ‘Creative 
Solutions Forum’, finalise 
policy and plan launch

(i)  Creative Solutions Forum piloted, evaluated and 
established

(ii)  Risk management, Self-Neglect and Hoarding policy 
developed and published. 

(iii  Wider circulation plan in progress

2) Mental Health
(i) To gain assurance 
from commissioners that 
safeguarding principles are 
embedded and actively 
promoted throughout the 
mental health system. 
(ii) To ensure that learning 
from SCRs and SARs are 
embedded in operational 
practice

(i)  The Clinical Commissioning Group (CCG) provided 
updates on the county-wide and local response to 
the Mental Health Crisis Care Concordat

(ii)  Ongoing development of commissioners and 
providers’ reports to provide assurance in progress

3) Engagement and 
Participation 
a)Communications 
increase understanding of 
adult safeguarding across the 
city
b) Engagement  
Ensure local people (with 
care and support needs) and 
carers are involved in the 
safeguarding plan and that 
feedback is collated and used 
to improve practice

a) (i) Virtual multi-agency working group of members’ 
communications officers established 
(ii) First stage SAB communication strategy 
developed to encompass proactive and reactive 
communications, using varied and appropriate 
methods including social media. 
(iii) Further joint strategy work with Plymouth 
Safeguarding Children’s Board (PSCB) in progress 

b)  (i) Provider commissioned to deliver Engagement 
and Participation (EandP) specification with user 
groups throughout Plymouth to feedback to SAB. 
(ii) Stage 1 scoping and awareness mapping 
exercise completed 
(iii) Stage 2 of EandP work agreed and in planning, 
to include development of mechanisms to capture 
the voices of those who have experience of the 
safeguarding process. 

Priority Action
4) Quality Assurance
To develop a multi-agency 
Quality Assurance and 
Performance mechanism to 
analyse information from the 
Performance Framework, and 
evaluate trends and patterns 
for which the SAB will seek 
assurance and /or action plans 
from relevant agencies

(i)  SAB partner identified to lead on Quality Assurance 
(QA) for the Board 

(ii)  Key questions and focus developed 

(iii)  Stage 1 data analysis completed and presented 

(iv)  Stage 2 analysis in progress 

(v)  Sub group and work plan under development

5) Learning and 
Development Strategy 
To produce and monitor 
an agreed competency 
framework for Board 
partners and related agencies 
and organisations.

(i) Task and finish group established

(ii)  Draft competency framework member consultation 
through the Policy and Lead Officer Group sub 
group completed

(iii)  Competency framework approved by PSAB 
Executive

(iv)  Implementation planning underway in conjunction 
with appraisal of linked NHS England guidance

6) SAB management 
arrangements
a) Design and establish 
appropriate SAB management 
processes and procedures.
b)To develop a SAB 
communication strategy, 
including revised web pages 
and use of social media
c) Board partner agency 
self-assessment and member 
appraisal

a) (i) SAB management plan drafted and agreed, 
Board and SAB sub-group meetings calendar 
established 
(ii)Budget and resource planning and reporting 
arrangements agreed 
(iii) Budget policy in development  
(iv) Annual review of the Board and Sub-group 
terms of reference completed

b)  (i) Initial communication proposal drafted and 
approved. 
(ii) Draft communication strategy approved at PSAB 
development day Nov 16 
(iii) Review of PSAB web pages in progress, and 
technical support agreed. 
(iv) Joint work with PSCB on use of social media in 
planning

c)  (i) Research completed on SAB partner agency self-
assessment/audit models  
(ii) development of links to peninsula SABs to look 
at consistency

Plymouth 
Safeguarding 
Adults Board 
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SERIOUS CASE REVIEW AND  
SAFEGUARDING ADULT REVIEW

Serious Case Review ‘V’

During the scope of this Annual Report we continued to progress this Serious Case Review, 
originally commissioned in 2013. Following the additional information provided and questions 
raised by the family in April 2016, further consideration and responses were required from 
the Police and the Ambulance Service. Once these had been collated and presented to the 
family, the author finalised the report recommendations in conjunction with the SAB and 
other stakeholders. A publication plan was agreed and the report was published in June 
2017: http://web.plymouth.gov.uk/serious_case_review_v_2017.pdf 

The SAR sub-group will monitor the progress of the responses to the recommendations 
and report to PSAB quarterly.

Safeguarding Adult Review ‘R’

Work by the Lead Reviewer, in conjunction with the SAR Sub-group, begun in the summer 
of 2016, has continued. This included extensive information and report collation, and planning 
for the Learning Workshop event held in May 2017. The event centred on a themed case 
study, using similar circumstances to this case, and identified related organisational change 
and the differences in agencies’ approach now in order to consider learning and inform the 
SAR report. The workshop was well supported and received by a range of Board partners, 
and the key themes have been incorprorated into the draft report. Subsequent meetings 
have been held with the family, who have made a significant contribution, and publication is 
expected in October 2017.
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As the lead agency for adult safeguarding we have 
continued to carry out our statutory duties under the 
Care Act 2014. The local authority holds the responsibility 
to receive all safeguarding concerns from any source. 
Once received the adult retained function team review, 
gather and triage information relating to the safeguarding 
concerns, and if this meets the Care Act 2014 safeguarding 
duty, will undertake or cause others to make an enquiry 
under section 42 where appropriate, using the agreed 
multi-agency enquiry pathways. Across our safeguarding 
and community teams we regularly attend and contribute 
to local and regional groups to ensure knowledge of best 
practice and developments in agendas such as Modern 
Slavery, Domestic Abuse and Prevent. In March 2017 we 
held a well-received conference for 
200 delegates from across 
all sectors and agencies 
to raise awareness of 
modern slavery and 
human trafficking. 

We continue to provide management support to the 
PSAB, including chairing and co-ordination of the sub 
groups, and annual reviews of their terms of reference 
and membership. In particular we have led on the 
commissioning and co-ordination of two serious case 
reviews, including the related multi-agency learning 
events. Sub group workstreams have included a 
pathway agreement between agencies, and the ongoing 
development of an information sharing protocol. We 
provide administration, chairing and co-ordination of 
the Creative Solutions Forum and planning of related 
awareness sessions at senior level across various member 
organisations is in progress. In the past year the Forum has 
progressed significantly, from its inception as part of the 
Risk Management and Self-Neglect sub-group work, to a 
successful and highly valued monthly statutory, community 
and voluntary sector multi-agency/professionals forum, 
available to consider the most complex of circumstances. 
An evaluation of outcomes has been undertaken and 
following presentations to local and regional groups there 
is growing interest in the model. 

We have completed the annual multi-agency consultation 
and review of the online Plymouth Multi-Agency Adult 
Safeguarding Policy and Procedures and negotiated a 
reduction in the cost of maintaining this online. We have 
continued to co-ordinate and commission the multi-agency 
adult safeguarding training programme, which includes 
an awareness level for those from all sectors who may 
come into contact with adults at risk, and enquiry training 
for those multi-agency frontline staff who are involved 
in making enquiries under S42 of the Care Act. Specific 
training for managers across agencies and sectors is 
provided to support related roles and responsibilities and 
facilitate opportunities to share experiences and concerns, 
and contribute to service improvement and development. 
Internally we continue to deliver adult safeguarding 
induction awareness sessions to newly qualified social 
workers in our Children, Young People and Families Service, 
and annual joint safeguarding training to all councillors and 
elected members. 
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NEW Devon CCG is a statutory member of the Plymouth 
Safeguarding Adult Board (PSAB). As a partner of the 
Board we ensure the key objectives are recognised within 
the safeguarding functions of the organisation. In relation to 
the PSAB priorities: 

Risk management and self -neglect:

The CCG fully supported the task and finish group 
whose aim was to consider the most effective approach 
to developing a risk assessment and referral system 
enabling frontline practitioners working with individuals 
who are considered at risk of self- neglect/ hard to engage 
to make referrals to the Creative Solutions Forum. This 
enabled multi-agency practitioners to rate the perceived 
levels of risk, demonstrate actions already undertaken 
and highlight deficits to enable the forum to look at ways 
of commissioning care differently and reduce risks for 
individuals.

The Safeguarding Adult Review (SAR) sub group is 
attended by a member of the CCG safeguarding team 
and we have fully supported the commissioning of 
SARs in order to identify learning in relation to all Board 
priorities, and have continued to provide ongoing input and 
monitoring into action plans. The CCG safeguarding adults 
nurse/team has oversight of serious incidents, relating 
to adult safeguarding, notified by NHS commissioned 
providers; ensuring considerations are made regarding 
potential referrals to the SAR subgroup. 

Mental health:

The CCG Mental Health Commissioners provide regular 
updates to PSAB regarding the progress of the South 
West Mental Health Care Crisis Concordat (MHCCC). 
During the period of this report we were committed 
to recruiting a dedicated Mental Health Act and Mental 
Capacity Act lead. This post has subsequently been filled 
with a work plan in place. We fully support the work of 
the SAR subgroup in regards to the identified learning for 
organisations supporting individuals with mental health 
needs.

Engagement and Participation:

The CCG monitor NHS commissioned providers in 
relation to Making Safeguarding Personal in line with the 
Care Act 2014, and will seek assurances where poor 
practice is evident, this also includes the requirement for 
Duty Of Candour when individuals have experienced 
significant harm in line with serious incident reporting 
requirements.

The appropriate CCG members attend PSAB 
Development Days, ensuring key messages are relayed 
back into the organisation. We hold public engagement 
events in relation to the Sustainability Transformation Plans 
in order to ensure the public have the opportunity to 
express views on the commissioning of future and current 
services. 

Quality Assurance:

Our internal assurances are managed via the Safeguarding 
Steering Group, reporting into the Quality Committee, 
Executive Committee and Governing Body. An annual 
safeguarding declaration and annual report is provided 
to the Governing Body. Internal audits are implemented; 

during 2016/17 a self -assessment regarding Mental 
Capacity Act compliance was undertaken, this provided 
the new lead with a starting point for the work plan. The 
CCG safeguarding team will hold internal risks identified 
within the Nursing Directorate and where relevant on the 
organisational risk register, and we have a responsibility 
to ensure commissioned services are meeting the 
safeguarding requirements under NHS contracts. 

For the time period of this report the Safeguarding 
Team attended the commissioning Integrated Assurance 
Performance Meetings where a range of safeguarding 
related topics were discussed; this included training data, 
outcomes of Section 42 enquiries and MCA compliance.

Learning and Development:

Our Safeguarding Team is a member of the SAR Sub 
Group and supports the implementation of all learning 
from published SARs, and is also a member of the Policy 
and Lead Officer Group (PLOG) ensuring best practice 
and learning is disseminated into the wider organisation; 
we continue to be centrally involved in the development 
of this strategy and related guidance. Our Safeguarding 
Team provides support to the local authority operational 
safeguarding team with regard to NHS providers 
undertaking robust appropriate section 42 enquiries 
and where requested will provide feedback to providers 
regarding identified learning within specific cases.

SAB management arrangements:

NEW Devon CCG provides representation across all 
aspects of PSAB; Executive Board and sub groups and 
contributes to current business plans.
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Devon and Cornwall Police (DCP) is part of the statutory 
membership of PSAB and is represented at full Board, 
Executive Group and SAR sub group. In terms of PSAB 
priorities and related areas: 

Risk Management and Self Neglect:

DCP have embedded the Central Safeguarding Team 
(CST) and the Vulnerability Screening Tool (ViST) which has 
included training to all frontline staff to assess vulnerability. 
The ViST is graded and prioritised and the CST develops 
the information contained within it prior to disseminating 
this to partner agencies. 

DCP have created sexual offences and domestic abuse 
investigation teams (SODAIT) across Devon, Cornwall 
and the Isles of Scilly. These teams comprise staff from 
commissioned services (Plymouth Domestic Abuse 
Service), a MARAC coordinator, risk assessment officers 
and both detective and uniformed investigative staff. 
All staff within SODAITs have been trained to use the 
Domestic Abuse Stalking and Harassment risk assessment 
tool and have received additional training to recognise 
vulnerability.

The Victim Care Unit (VCU) has been embedded across 
DCP. A mandatory assessment of a victim’s needs is 
undertaken at the point of recording a crime and an 
automated referral is made to the VCU. Staff then assesses 
what additional services can be provided to the victim 
and in doing so they have access to over eighty partner 
agencies, commissioned service providers and voluntary 
sector organisations.

Modern Slavery:

Modern slavery is a priority across DCP and forms part 
of the regional and force control strategy. There is an 
anti-slavery partnership meeting in all areas of the force 
which feeds a force wide meeting and then a regional 
meeting. Within this meeting DCP review the activity 
taking place under the four pillars of the national control 
strategy (Pursue, Prevent, Protect and Prepare), and share 
best practice and deal with cross cutting issues that need 
wider involvement. A review of current intelligence across 
the force and operational activity also takes place in this 
meeting.

Multi-agency training has taken place in an attempt to raise 
awareness with partners, businesses and police officers to 
spot the signs of modern slavery. These have taken place 
as conferences and bespoke training sessions. DCP has an 
organised crime local profile (OCLP) in relation to Modern 
Slavery detailing the intelligence picture, threats, activity that 
has taken place and recommendations moving forward.

All force areas now have a responding to modern slavery 
guide explaining who does what and who to contact within 
partner agencies to effectively deal with modern slavery. 
DCP have reached agreement from all local authorities 
around emergency housing whilst the reasonable grounds 
decision is being sought.

The operational activity is always through the lens of 
safeguarding and reducing vulnerability. DCP are in the 
process of training subject matter experts as tactical 
advisors to ensure we are able to provide an effective 
investigation to a crime that has seen an extremely 
low brought to justice outcome nationally. DCP have a 
dedicated analyst and researcher for modern slavery that 
complete a modern slavery risk matrix to drive operational 
activity.

Custody procedures:

The custody risk assessment, comprising a set of question 
asked of detainees, has been reviewed and revised to 
ensure that it is in accordance with approved professional 
practice (APP) provided by the College of Policing. The 
risk assessment is currently a standalone assessment, but is 
being integrated into the custody and crime management 
system (UNIFI).

Custody CPD has been delivered as part of the annual 
CPD programme, with a presentation on detention of 
vulnerable detainees. The training focused on the custody 
risk assessment process and need to respond to the 
individual needs of all detainees particularly those with 
identified vulnerabilities. The training gave operational 
guidance to staff on how to conduct an effective risk 
assessment and identify specific vulnerabilities in relation to 
a detainees’ mental health and disabilities.

Enhanced risk assessment and safeguarding processes are 
being developed for management of detainees in higher 
risk categories.

County Lines:

County lines are mobile phone ‘lines’ of communication 
from a secure base used by organised crime groups to 
extend their drug dealing business into new locations 
outside their home area. It is not just the obvious 
criminality of county lines that is a problem; these 
operations almost always exploit vulnerable people, 
both children and adults, and this has been a focus of the 
approach to this criminality. Vulnerabilities are exploited 
in a number of ways which include gangs seeking to 
use a secure base in the home of a vulnerable person, 
forcing assistance through violence or exploiting a drug 
dependency.
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DCP have refocussed their tasking processes to take into 
account the vulnerability of victims and the targeting of 
vulnerable adults by organised crime groups. In addition to 
this, DCP have included an analysis of county lines supply 
networks within their organised crime local profile which is 
due to be released in late summer 2017.

Mental Health:

DCP Custody staff have implemented mandatory referrals 
to embedded Liaison and Diversion Mental Health 
workers in custody, targeting higher risk groups. This 
includes children, detainees arrested for the possession 
of indecent images of children and CSE offences as well 
as veterans of armed services (in partnership with NHS 
England).

DCP have developed directories for safeguarding agencies 
for use in custody centres, in addition to the wider 
forcewide directories which are used by the Victim Care 
Unit or the Central Safeguarding Teams. The custody 
directories list local and national referral organisations for a 
large range of issues.

DCP are working in partnership with NHS England to 
integrate NHS N3 (NHS intranet) into custody Liaison 
and Diversion offices. This will allow Liaison and Diversion 
workers to access detainees summary care records to 
better assess their vulnerability and mental health history.

Engagement and Participation:

DCP are engaged with all aspects of the board and its 
sub groups. The last twelve months have seen a move 
away from specialist representation on the Board and 
the Executive with these positions now being filled by 
the Superintendent responsible for Local Policing and 
Partnerships. Specialist investigators from the Local 
Safeguarding Investigation Teams remain responsible for 
attendance at the PLOG and SAR sub groups.

 In relation to the SAR sub group, DCP have led some of 
the work in relation to the reviews into the cases of V and 
RM, including the submission of detailed chronologies and 
the participation at a practitioner’s event for the case of 
RM. 

Quality Assurance: 

The reviews conducted into V and RM have yielded 
learning in relation to the use of the ViST, particularly 
in relation to the understanding of its role by partner 
agencies. This has influenced the strategic priorities for 
DCP over the next twelve months as there are parallels 
between the findings of the SAR and similar reviews 
conducted for the Local Safeguarding Children’s Board.

Reflective learning panels have been held with partners 
in relation to stalking and harassment as well as domestic 
abuse. These have contributed to a post implementation 
review of SODAITs which is due to be delivered by the 
end of 2017.

Learning and Development Strategy:

The attendance at LSAB training from DCP staff has been 
variable over the last twelve months. As a result a single 
point of contact has been nominated within the police 
to ensure that frontline staff within specialist investigation 
teams or key frontline roles attend the multi-agency 
training every three years. There is now a clear expectation 
that key staff and decision makers in these roles will 
maintain will include this training as part of the continual 
professional development.

DCP has invited the Independent Chair of the Strategic 
Safeguarding Unit within PCC to brief the senior 
management team in relation to Creative Solutions. Further 
briefings have been arranged with frontline practitioners 
and the referral pathway has been incorporated within 
working practices.

The priorities for DCP for 2017/18 are as follows:

 � Developing an improved performance framework

 � Reviewing the use of intermediaries and quality of ABE 
interviews to identify areas for improvement.

 � Conducting effective learning panels to identify 
opportunities for service improvement.

 � Reviewing approach to complex safeguarding adults 
investigations and developing the knowledge of 
specialist staff to improve capacity to professionally 
progress these areas.

 � Define the training requirement for non-specialist 
officers and staff and ensure appropriate attendance.

 � Improve information sharing by engaging with partners 
to review and improve the effectiveness of the ViST 
process. 



18

Plymouth Hospitals NHS Trust can demonstrate leadership, 
processes and a positive culture to ensure the safeguarding 
of people at all levels of the organisation; commitment and 
responsibility for safeguarding is everyone’s business and is 
relevant at all levels of the Trust. As a statutory agency, the 
Trust can demonstrate that it is fully engaged, committed 
and supportive of the work of Local Safeguarding Boards 
and multi-agency structures, processes and working. A 
culture exists where safeguarding people is promoted and 
abuse prevented; where standards are maintained and poor 
practice is identified and actioned. 

The Trust can demonstrate that it is responsive to the 
national and local changing landscape of safeguarding. 
Following the recent publication ‘A report of investigations 
into unsafe discharge from hospital,’ undertaken by the 
Parliamentary and Health Service Ombudsman (2016) 
planning, the Trust has responded with multi works 
steams working with partner agencies to ensure the safe 
discharges of our most vulnerable people. Safeguarding 
adults team will to continue to work closely with Care 
Homes and multi-agency partners to promote safeguarding 
through partnership working re admissions and discharges 
from hospital.

The Safeguarding training programmes are revised annually, 
and are compliant with the latest intercollegiate document 
(2015). During 2017 an intercollegiate document for 
safeguarding adults is due for publication; this will have 
direct impact on the Trust in terms of commitment, training 
and assurance. Plans are in place to revise and review 
training for the Trust when this document is published. The 
Named Nurse for Safeguarding Adults is an active member 
of the PLOG sub group and has thereby contributed to 

the PSAB Learning and Development Strategy workstream. 

Safeguarding services have been merged into one team for 
the whole Trust for over a year. This has allowed greater 
co-ordination of services maximising the contribution the 
Trust makes as a whole to safeguarding. Service review will 
continue to ensure efficient and effective use of service 
provision. Dedicated staff include a full time Named 
Nurse for Safeguarding Adults and a full time safeguarding 
advisor. The Safeguarding Adult team have management 
responsibility to support and advise clinical teams dealing 
with safeguarding concerns. There has been a substantial 
increase in the safeguarding adult team’s activity and 
demand including an increase in activity in relation to the 
Deprivation of Liberty Safeguards. Safeguarding is the 
responsibility of all clinician teams, with specific leadership 
roles from Matrons. 

Domestic abuse is included in the safeguarding agenda 
of the Trust and related training is incorporated into the 
mandatory training programme for safeguarding, enabling 
staff to, recognise signs of domestic abuse, be aware of the 
impact, identify and refer appropriately.

The Trust recognises its role in the Prevent agenda, and 
has effective systems and reporting processes in place to 
respond promptly to issues of concern; nominated Prevent 
Contacts are identified. 

Audits for 2016 have included:

 � Safeguarding Adults Process Compliance with good 
results and active action plan to report findings and 
highlight good practice and changes as needed.

 � Compliance 

 � DoLS Process

 � Ongoing data collection regarding contact and advice 
given show an increase in activity into both adult and 
children’s safeguarding teams

Audit plans for 2017 have been reviewed to include:

 � Quality of safeguarding referrals and notes and staff 
awareness of the safeguarding 

 � Awareness of safeguarding processes within the Trust 

 � Use of the Domestic Abuse question in Maternity

 � Staff awareness of the Mental Capacity Act.

 � Staff awareness and compliance with Safeguarding 
Adult Process, DoLS and Physical Interventions policy 
have been audited and outcomes actioned. 

 � Assessment of work streams trends and themes are 
monitored through the safeguarding DASH Board and 
reported through the Safeguarding Steering Group.

 � Learning disability Outpatient audit to assess 
effectiveness of service provision and resultant 
reduction in waiting times for patient’s receiving the 
service. 

 � Learning disability audit regarding treatment escalation 
planning compliance for patients receiving the service.

The Trust has good arrangements in place to safeguard 
individuals from abuse and work within the multi-agency 
partnership structures. These arrangements include 
appropriate policies and procedures, safe recruitment, 
effective training of all staff, supervision arrangements, good 
partnership working with other agencies and good clinical 
leadership with appropriate clinical lead roles. There is 
robust evidence to demonstrate compliance with national 
standards and the legislative frameworks relevant to 
safeguarding people. 
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Livewell Southwest has provided full support for the 
work of the Plymouth Adult Safeguarding Board. This has 
included; 

 � prioritising senior Executive Director leadership with 
full attendance at all board meetings throughout the 
year

 � contributing to the development of the annual 
strategic plan

 � provision of the venue, hosting and full attendance at 
both of the board development days

 � representative membership of the Policy and Lead 
Officers sub group 

 � providing leadership, establishing, developing and 
implementing the Quality and Performance sub group

 � providing analysis of performance information and 
making recommendations to assist with the review of 
the annual strategic plan

As part of the multi-agency arrangements Livewell 
Southwest has made the following contributions to the 
relevant sections of the strategic plan: 

Risk Management and Self Neglect: 

Livewell Southwest representatives have made an active 
contribution to the development of the risk management 
and self-neglect policy and guidelines. This has included 
partnership implementation of the pilot for the Creative 
Solutions Forum. The pilot was successful and the forum is 

now established and supported by Livewell Southwest staff. 
The outcome of a sample of the Forums presented to the 
PSAB to demonstrate their effectiveness, and this led to a 
letter of recognition to Livewell Southwest from the PSAB 
Independant Chair, thanking the team for their contribution. 

The risk management and self-neglect policy and guidelines 
are now included in adult safeguarding mandatory 
training delivered on a face-to-face basis to all staff 
and is promoted by the Livewell Southwest Integrated 
Safeguarding Lead manager throughout the organisation.

Mental Health: 

Livewell Southwest has made an active contribution to 
the PSAB with the presentation of information to board 
members on the development of the Mental Health Crisis 
Care Concordat, alongside that of NEW Devon CCG as 
the Commissioner. New developments throughout the 
year have included the refurbishment of the Glenbourne 
mental health service rated as ‘Outstanding’ by the Care 
Quality Commission and Section 136 Place of Safety suite.

Further significant contributions have been made through 
participation within one Serious Case Review process and 
one Safeguarding Adults Review process that have been 
on-going throughout the year. This has identified multi-
agency learning and action leading to changes in practice 
which have been implemented. Further details will be 
available once the reviews are published.

Quality Assurance: 

Livewell Southwest has supported the PSAB where the 
Executive Director has taken a lead role in establishing a 
performance subgroup. This has undertaken the task of 
identifying and analysing key performance data. Throughout 
2016/17 clear set of performance questions were 

proposed and agreed providing a framework for analysis 
these key questions are; 

 � who are the people most at risk in the city

 � what are the characteristics of those most at risk

 � how are we protecting those most at risk

 � how effective are we at safeguarding people with our 
multiagency policies and procedures 

A full analysis of available data has been completed and a 
set of 10 recommendations identified for presentation to 
the safeguarding adult executive group and full board for 
approval and implementation in 2017/18

Learning and Development Strategy:

Throughout the Livewell Southwest workforce face-to-face 
mandatory training in adult and child safeguarding takes 
place for all staff and includes clear information on how to 
report a safeguarding concern within Plymouth and to the 
neighbouring Devon, Cornwall and Torbay local authorities. 

As an active member of the Policy and Lead Officers 
group, Livewell Southwest has confirmed support for 
implementation of a adult safeguarding competency 
framework which will be in line with the NHS England 
intercollegiate document. Livewell Southwest has 
confirmed agreement to implement this as part of 
the Plymouth learning and development strategy once 
published.
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The National Probation Service have released a guidance 
document in relation to Safeguarding Adults. This has 
crystallised our approach to working to the following 
principles that underpin adult safeguarding work;

 � Empowerment - people being supported and 
encouraged to make their own decisions, and 
informed consent. 

 � Prevention - it is better to take action before harm 
occurs. 

 � Proportionality - the least intrusive response 
appropriate to the risk presented. 

 � Protection - support and representation for those in 
greatest need. 

 � Partnership - local solutions through services working 
with their communities. Communities have a part to 
play in preventing, detecting and reporting neglect and 
abuse. 

 � Accountability - accountability and transparency in 
delivering safeguarding

Adherence to the above ensures an individualised/tailored 
approach to working with all, identifying needs and risks 
and providing a bespoke service to address them.

In the last annual report, we talked about our efforts to 
raise awareness for this topic through our action week. The 
awareness raised during the safeguarding adult action week, 
we believe, has improved practice in the following ways:

Court:

As part of the engagement with offenders pre-sentence, 
staff are identifying whether there are any current or 
historical adult safeguarding concerns, either as victim 
or perpetrator, whether the offender has any care and 
support needs and if these are being met. They are using 
recognised assessment tools and drawing on information 
within CPS papers, existing probation records and other 
relevant sources, such as a prison if the offender is already 
serving a custodial sentence or is on remand; or approved 
premises if the offender is a resident. Gathering information 
pre-court appearance for the GAP (guilty anticipated plea) 
courts has enabled enquiries to be started, which are 
providing more detailed information for the case allocation 
or pre-sentence report. 

The NPS is responsible to the allocation of all offenders 
requiring probation intervention (either to the NPS or to 
the CRC). Section 4 of the Case Allocation System used 
for this process relates specifically to adult safeguarding. 
Following the awareness raising week, and follow up activity 
i.e. sampling of case allocation quality – it is thought staff 
understand what they are being asked by this section 
and are largely recording full details as required. This is 
important information for the NPS Division or CRC to 
whom management of the offender is allocated, to enable 
concerns identified at the court stage to form part of risk 
management work post-allocation. 

Assessment: 

OASys Quality Assurance activity shows that the 
criminogenic/risk factor areas discussed at interview are 
being translated into OM assessments and therefore 
providing information relevant to adult safeguarding or 
care and support needs. The NPS has recently released 
a Practice Improvement Tool for the assessing OASys 

documents, which is also concerned with evidencing 
that adult/child safeguarding is front and centre where 
necessary. 

Sentence plans and risk management 
plans :

For offenders where there are adult safeguarding concerns, 
whether as victim or perpetrator, we are seeing that these 
are incorporated in sentence and risk management plans. 
Importantly, however, an audit of specific safeguarding adult 
practice is planned for the coming year that should provide 
further robust evidence to further support what we 
already have in the QA /PIT system. 

We are seeing where an offender presents a risk of serious 
harm to an adult at risk, offender managers identifying 
within the risk management plan appropriate actions to 
reduce risk. This includes information sought from other 
agencies informing our decisions as to whether a referral to 
MAPPA (possibly as a Category 3 offender) is required. For 
offenders who have care and support needs, which may or 
may not be related to their risk of serious harm, identifying 
the staff, agencies and interventions that provide assistance 
is completed as part of their risk management.

Offender management:

During the course of supervision, offender managers 
are alert to any changes in circumstances, for example 
relationships, lifestyle and associates, to see whether there 
are any emerging / escalating adult safeguarding concerns 
associated with the offender, whether as a victim or 
perpetrator, or emerging / escalating care and support 
needs. It is recognised within the LDU that reviews of 
cases on OASys are not completed as regularly as they 
should be in all cases. In response to this, local training 
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has been developed to assist offender managers in 
recognising ‘significant events’ that should trigger a review 
of assessments and plans. 

Offender Managers are using home visits as risk 
management tools, which are particularly useful where 
there are safeguarding concerns. They can provide valuable 
information about an offender’s domestic arrangements, 
for example who the offender lives with and whether any 
occupants may be adults or children at risk.

Ongoing Objectives:
 � The NPS is rolling out national training specific to 

adult safeguarding. This includes the use of e-learning 
packages and classroom based work. The training is 
mandatory for all staff.

 � Promotion of multi-agency training and ensuring that 
relevant staff attend as required.

 � Management continue to countersign assessments, 
parole reports and some pre-sentence report/
allocations to ensure the quality and focus on 
safeguarding where necessary.

 � Completion of Performance Improvement Tools with a 
focus on safeguarding.

 � We believe that the profile of adult safeguarding 
is raised in the LDU. We plan an audit of adult 
safeguarding practice in the coming year that focuses 
purely on delivering evidence around how the 
knowledge/awareness is implemented into casework.

Safeguarding Adults is a key area of responsibility for the 
CRC, who alongside the National Probation Service, 
supervise people over 18years of age, subject to 
community sentences and licences. We have a designated 
Local Delivery Unit head who is the lead for safeguarding 
for each of the safeguarding boards across Devon and 
Cornwall and sits on the PSAB. In terms of PSAB priorities: 

Risk Management and self-neglect:

All service users managed by the CRC have an initial risk 
management plan completed at the start of their sentence, 
which includes the risk, they pose to themselves and 
others. The initial assessment known as an e-oasys tool, 
also covers 13 areas of criminogenic need associated with 
offending behaviour. This information is then used to inform 
the sentence plan and how we manage the service user 
throughout their sentence. This risk assessment and plan 
is reviewed when there are changes in circumstance or 
activity. The activity we undertake fits well with the PSAB 
Risk Management and Self-Neglect policy and the draft has 
been circulated to managers for dissemination to front line 
staff.

Mental health:

Although we are not a mental health provider, recent 
analysis of the caseload suggests that over 90% of service 
users identify issues with mental health. In recent serious 
case reviews involving out organisation, mental health has 
been a key area. We have a system in place internally to 
ensure that lessons learnt from serious case reviews and 
Safeguarding Adult Reviews are embedded in practice 
at the front line. This is reviewed by line managers in 
supervision and in team meetings.

Engagement and participation:

Whilst the CRC has attempted to remain engaged and 
participate in the PSAB, this has proved difficult at the later 
part of 2016 and the early part of 2017 due to the large-
scale reduction in staffing and managers and the use of 
interim senior managers. This has affected the consistency 
and the contribution the agency could make. Now we are 
entering a period of stability, we are confident that the 
CRC will be able to participate at board level. Due to the 
low staffing of managers across Devon and Cornwall we 
will not be able to commit to representation at sub groups 
unless for a set task and finish piece of work that directly 
relates to our practice. Despite this senior management 
and managers are committed to ensuring frontline staff 
understand adult safeguarding and have an input into the 
city’s priorities.

Quality assurance:

The CRC has taken part in related workstreams and is 
involved in quality assurance. This has resulted in internal 
action plans for staff to improve the quality of their 
recording and practice overall. Lessons learnt from SCR 
and SAR are also fed into our internal communications and 
partnership arrangements where relevant.
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Learning and development strategy:

The CRC has its own learning and development 
framework, which is based upon feedback from 
safeguarding boards’ development of the competency 
framework. The LDU head has had some input into this 
and ensured that it fits the required criteria. It is early days 
and there is room for improvement, something that the 
CRC is keen to develop alongside PSAB colleagues.

SAB management arrangements:

The CRC is committed to attendance and participation 
at board level and for task and finish groups specific to 
areas of practice. As mentioned previously, attendance has 
not been as we would wish due to resourcing but it is 
envisaged that this will improve now we have some stability 
in the staffing group. The CRC continues its commitment 
for financial contribution to the work of the board. The 
CRC does undertake regular self-assessment of practice 
in relation to Safeguarding of both adults and children and 
action plans are developed from this.

SWASFT is aligned to 28 Adult and Child Safeguarding 
Boards within the operational area, and the Trust 
endeavours to maintain relationships with all of these 
organisations in the interests of their responsibility to 
safeguard. Safeguarding is a fundamental part of patient 
safety and is rightly embedded in the outcomes expected 
of the NHS, our regulators and our Trust policies and 
supporting documents.

Activity in the Safeguarding Service has remained high 
and overall there have been significant increases noted 
in the level of referrals received by the Safeguarding 
team and safeguarding enquiries received via Information 
Governance routes.  Areas of development have included

 � Re-development of our annual Safeguarding training to 
enhance staff knowledge in making a referral

 � Introduction of a Supervision Policy to include both 
clinical and safeguarding supervision

 � Development of a frailty group within SWAST

Devon and Cornwall Housing Association have introduced 
a safeguarding leads group consisting of seven senior 
officers across the company and welcomed a new 
safeguarding lead. Our Safeguarding intranet pages have 
been updated and on-line safeguarding e-learning modules 
has been completed by staff and managers. Specialist role- 
specific safeguarding training has also been commissioned. 
We have introduced a safeguarding inbox monitored by 
our safeguarding leads and updated our safeguarding 
policies (children and adults).

We have implemented a Safeguarding Customer Service 
Module to enable us to record the number of safeguarding 
cases and we now produce monthly reports for managers 
to monitor cases and quarterly reports for Health and 
Safety strategy group. We have attended Safeguarding 
Adult Boards in both Devon and Cornwall, and regularly 
attended and contributed to the work of PSAB and the 
Policy and Lead Officers sub group.
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Sovereign Housing Association has identified a manager 
who represents the organisation and is also a member of 
the Plymouth Housing Services Partnership. We are 
delighted to have joined the PSAB in July 2017. We look 
forward to playing an active and effective role in both 
furthering the aims of the PSAB and also representing a 
Housing perspective more recognised under the Care Act. 

As a new member we are not in a strong position to 
demonstrate activity against the PSAB strategic plan 
specifically. However, as a member of the Sovereign wide 
– Safeguarding Core Group (working over dozens of local 
authorities), can confirm that we have undertaken the 
following relevant work in the 16-17 year : 

 � Complete review of all policies and procedures

 � Crystallisation of newly configured Safeguarding Core 
Group (SCG) for the organisation, meeting quarterly 

 � New organisational recording and monitoring system 
– plus use of data to inform service improvements, 
through SCG

 � Review of all staff training - both classroom based 
and supplementary e-learning – Including upskilling of 
visiting trades operatives

 � Several internal communications on the Safeguarding 
theme including set up of dedicated intranet, Yammer 
and ‘Workplace’ sites. 

 � Celebration of success stories and information via 
above media. 

 � Roll out of all of the above into all new areas of the 

merged company ( Merger of Sovereign and Spectrum 
November 2016 – Sovereign are now in the top five 
largest Housing Associations in the country)

 � Presentations to other housing providers on our 
Safeguarding Approach
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PRIORITIES AND PLANS FOR  
THE YEAR AHEAD 
We will continue with all our priority areas in keeping with 
the review of the Strategic Plan, and in particular : 

Quality and Performance: We have begun our work 
on developing a sub group to analyse data and trends 
to inform strategies and target areas. The focus will be 
continuing to identify those most at risk, and gaining 
assurance about the efficiency of systems and interventions 
to protect them in keeping with their wishes. 

Engagement and Participation: we are entering Stage 2 
of our development of this work, and are in the process 
of refining the groups and individuals we wish to engage 
within our outreach arrangements. This will be linked 
to the findings from the Quality and Performance work 
in order to include the findings of the data analysis, and 
further gather feedback from adults at risk, to confirm that 
they feel safe and have a positive experience of care and 
support. 

Learning and Development: Having completed the 
competency framework, we are in the process of including 
the related guidance from NHS England and developing 
a training matrix to gain assurance in regard to the 
consistency of training across the safeguarding partnership. 

SAB arrangements: we will be reviewing board 
management arrangements, processes and procedures. 
Plans are underway to continue our work to revise the 
Board web pages and the developing joint communications 
strategy with the Plymouth Safeguarding Children’s Board. 
We will continue to develop the links with our colleagues 
and Independent Chairs of the peninsula Safeguarding 
Adults Boards (Devon, Cornwall and Torbay) to progress 
consistent approaches and shared agendas. 
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APPENDIX 1 
EXENDITURE 2016/2017

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Annual

Planned £ Actual £ Total £ Actual £ Total £ Actual £ Total £ Actual £ Total £ Actual £ Total £

Safeguarding Employee Costs (includes on-costs) funded by SAB 

Safeguarding Administrator (D Grade - 0.5 FTE) 12,381

Safeguarding Training Administrator (D Grade - 
1.0 FTE)

24,762

Safeguarding Officer (J Grade - 1.0 FTE) 55,844

92,987 23247 46494 69740 92987 92987

Engagement of Independent Chair of the PSAB

Fees for SAB Indepedent Chair 10,000 2105 2105 2741 4846 3434 8280 1763 10043 10043

10,000

Learning and Development

Level 2 Safeguarding Training 33,000

Level 3 Safeguarding Enquiry Training

Level 3 Safeguarding Managers Training

Deprivation of Liberty Safeguards (DoLS) 
Training for CQC Regulated Services

Lasting Power of Attorney/Advanced Decisions 
Training

33,000 8250 16500 24750 28000 28000

Safeguarding Adults Review (SAR)

Independent Report Author 10,000 0 1306 1306 456 1706 1125 2831 2200 5031

10,000

Supplies and Services

Promotions, publications and leaflets 1,500 0 0 0 262 262

SAB conferencing 3,000 0 0 0 0 0

Safeguarding Policy online platform costs 5,000 3000 0 3000 3000 3000 3000

9,500

Total Actual Expenditure 33602 72146 107476 137123 139323

Total Planned Expenditure 155,487 Underspend 16164
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Building safer communities together

SAFEGUARDING ADULTS -  

Everybody’s business

 
 
 
Abuse: 
don’t tolerate it… 

don’t ignore it… 

report it
01752 668000 or online at

plymouth.gov.uk/adultcareandhealth/

reportadultabuseorneglect  

Who can I tell?

If you see or hear about something that could be abuse or 

if someone tells you that something has happened to them 

which could be abuse or neglect contact Plymouth City 

Council  on 01752 668000 or online at

plymouth.gov.uk/adultcareandhealth/reportadultabuseorneglect 

If a crime has been committed you may also contact  

Devon and Cornwall Police on 101. In an emergency dial 999 

for example, when a crime is in progress, or someone’s life is 

at risk because of violence or serious illness or injury.

For more information visit 

www.plymouth.gov.uk /adultsafeguardingboard

ABUSE: 
don’t tolerate it …

don’t ignore it …

report it

Safeguarding leaflet February 2017 v1



27

APPENDIX 2 
PUBLICATIONS

Why do we need to safeguard adults?
•	 Everyone has the right to live their life free from violence, 

fear and abuse
•	 All adults have the right to be protected from harm and 

exploitation
•	 Not everyone can protect themselves
•	 All adults have the right to independence, which may 

involve risk

Which adults are at risk?
People aged 18 or over who:
•	 May rely on other people or services for care and support 

with day to day tasks because of their age, physical or 
learning disability, mental health need or involvement in 
substance misuse

•	 May lack mental capacity
•	 May not be able to speak up for themselves
•	 May neglect themselves and/or their home

Adults at risk can be:
•	 Physically abused
•	 Psychologically abused
•	 Financially  abused
•	 Sexually abused
•	 Discriminated against
•	 Neglected

Abuse can take many forms such as:
•	 Shouting or swearing, which makes a person fearful
•	 Hitting, slapping or pushing
•	 Unwanted touching, kissing or sexual intercourse or  

sexual contact to which a person cannot consent 
•	 Not being cared for properly or denied privacy, choice  

or social contact
•	 Money or property taken without permission or  

under pressure
•	 Pressure to sign over money or property or financial 

transactions to which a person cannot consent
•	 Domestic abuse, which includes incidents of controlling, 

coercive or threatening behaviour, honour based violence 
and female genital mutilation

•	 Modern Slavery, encompassing human trafficking, forced 
labour and domestic servitude

Abuse: 
don’t tolerate it… 
don’t ignore it… 
report it
01752 668000 or online at
plymouth.gov.uk/
adultcareandhealth/
reportadultabuseorneglect 
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