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INDEPENDENT CHAIR’S  
FOREWORD

I am pleased to introduce Plymouth Safeguarding Adults Board Annual Report for 2017/18, 
which represented another exceptionally busy year for the Board and its partners. We’ve 
made significant progress in many areas of our work as outlined in our Strategic Plan.  I 
would like to thank the staff that work so hard in the Business Unit, the Chairs and members 
of sub groups and all my Board members for their hard work and commitment to meet our 
statutory requirements and quality standards.

The report sets out all the work that has been undertaken from April 2017 to March 2018. 
In particular I am pleased to see the progress made with our efforts to improve participation 
and engagement with adults with care and support needs and their carers. Harnessing their 
lived experiences is key to ensuring adult safeguarding services continue to improve and 
reflect the needs of those requiring support. I look forward to this work informing new 
approaches to our engagement processes in 2018/19.

In 2017/18 considerable work was undertaken to complete or progress statutory reviews. 
The Board published 2 Safeguarding Adult Reviews  with recommendations for a range 
of agencies in the City. These reviews are a significant undertaking and represent an 
opportunity for practitioners, managers and senior leaders to reflect on practice and deliver 
changes to improve inter-agency communication, systems work, culture and leadership. Of 
equal importance is the insight these reviews provide for family members. We are constantly 
looking to improve the way we deliver these reviews and how we ensure that learning is 
embedded and meaningful changes are made.

Organisational changes have continued to impact on many of our partner organisations 
throughout the last year. This has affected the funding available for Board work as well as 
challenging the timeliness of some partners’ contributions and completion of work. This led 
to the commissioning of a review of our arrangements which will be published in 18/19. 
The review will examine the best way to organise the board’s work, how to resource it 
and ultimately deliver the collective aspirations the partners hold for ensuring we safeguard 
adults at risk of abuse in Plymouth.

There remains much work to be done. I am confident that we will continue to improve 
our focus on outcomes offering challenge and support to agencies to deliver the very best 
services for service users in Plymouth.

Andrew Bickley 
Independent Chair
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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 2017/18

 � How we have done in delivering agreed priorities in 2017/18 and the associated work 
of our sub-groups during the year

 � An overview of published and ongoing Safeguarding Adult Reviews

 � 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.

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 & Cornwall Community Rehabilitation Company (CRC)

 � Sovereign Housing Association

 � Independent Lay member
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Plymouth Safeguarding Adults Board (PSAB)

Independent Chair : Andy Bickley

PSAB Executive Group

Chair :  
PSAB Independent Chair

Membership:  
PCC, Police, CCG, Sub Group Chairs 

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

Oversight of SAB Strategic Plan

Safeguarding Adult Review (SAR) Sub-Group

Chair : Local Authority Independent Chair 

Membership: PCC Strategic Safeguarding Lead, Police, 
CCG, Lay Members as appropriate 

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

equality & diversity

Quality and Performance Sub-Group

Chair : Lead SAB member

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

The Board receives regular reports on the previous quarter’s data and the establishment of 
the Quality and Performance sub group has provided meaningful scrutiny of the information 
as well as qualitative analysis. This has informed practice and recording guidance for 
practitioners, the review of the PSAB Strategic Plan and themed case auditing going forward.

Levels of safeguarding concerns received
When a case is referred for consideration, we undertake a triage process to enable us to 
decide whether, and which type of safeguarding response is required. This year we recorded 
a decrease in cases accepted as safeguarding concerns; in 2017/18 there were 1,523 
concerns, representing a decrease of 22 % on the previous year. This decrease is a result of 
an improved triaging process, rather than a reflection of a reduction in the numbers referred 
for consideration; these increased in 2017/18 to a total of 3,926 from 2,710 in 2016/17.  

Figure 1 – Numbers of Safeguarding concerns and S42 enquiries
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Figure 4 – S42 Enquiries by type of abuse and source of risk
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Safeguarding concerns meeting the criteria for further 
enquiry
Of the 1,523 cases accepted as a safeguarding concern, 1,165 were progressed to further 
investigation, known as an enquiry. This means that improved triaging also led to a reduction 
in the number of enquiries, decreased by 18% in 2017/18 when compared to the previous 
year. 

Types of abuse and those involved
The highest percentage of alleged victims who were the subject of a safeguarding concern 
were not in receipt of any social care services at the time of the alleged abuse. Of the 
alleged victims who were in receipt of services, the highest proportion had a Primary 
Support Reason (for services received) of Physical Support (21 % percent of all concerns) 
followed by Learning Disability (12%) and Support with Memory and Cognition (4%).

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 (22%), followed by Learning Disability (12%). 

Figure 2 – Safeguarding Adults concerns and S42 enquiries by 
Primary Support Reason
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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; 
67% (510) of abuse subject of 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 
12% (90) occurring within a residential or care home setting. The distribution by location is 
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very different if the perpetrator is a provider of social care. 21% (102) of abuse subject of a 
concluded enquiry, where the perpetrator is a service provider, occurred within the victim’s 
own home; this compares to 68% (331) in a care or residential home setting.

Figure 3 – Safeguarding Adults concerns and S42 enquiries
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Figure 4 highlights the category 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 2017/18 there were 2,101 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 60% (1,255) were alleged to have been carried out by a person known to the 
victim, 37% (773) by someone providing social care support and just 3% (73) by someone 
not known to the victim. 

There has been a shift in the type of abuse being recorded for the past three years, 
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 (19% or 243), Psychological Abuse (19% or 236), Self-
Neglect (12% or 155), Neglect and Acts of Omission (12% or 148) and Domestic Abuse 
(14% or 141). Physical abuse still accounted for 17% of completed enquiries.  
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The most common type of abuse alleged against a provider of social care support is Neglect 
and Acts of Omission, at 49% (376); this is a similar proportion to 2016/17. The next most 
common types of abuse are Physical abuse (18%) and Organisational abuse (14%).

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. Analysis by the Quality and Performance sub group has led to 
practice guidance and improved recording, represented by reductions in some of the types 
of recorded outcomes. 

For example, over the past 12 months the number and percentage of enquiries closed with 

an outcome of ‘no further action’ has reduced, this is attributed to recording guidance which 
has improved interpretation, and amendments to the recording forms, including the addition 
of mandatory rationale fields so that practitioners have to record decision making.

Figure 5 below illustrates the different outcomes recorded and splits by source of risk.

It is more likely that ‘no action’ will be taken if the source of the risk is an individual not 
known to the victim, this is a change from 2016/17 when it was more likely no action would 
be taken if the victim knew the alleged perpetrator. This shift can also be attributed to the 
improvement in recording outcomes alluded to previously. In 22% (11) of cases where the 
perpetrator is unknown, no action has been recorded. No action has been taken in 20% 
(143) of cases where the perpetrator is known to the victim and more than two thirds of 
these (67%) were down to the enquiry being ceased at the request of the victim. In 18% 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 20% in 2016/17 and re-emphasises the improvement in 
this area. Overall safeguarding action has been taken in 80% of closed enquiries in 2017/18.

Figure 5 – S42 Enquiry outcomes and by Source of risk
Figure 5 – S42 Enquiry outcomes and by Source of risk

500

450 441

400

350
302

300

250

200

150
97

100 76
49 49

32 44
50 41

8 14 24 16
1 1 15 8 2 5 2 6

0
Risk identified and Risk identified and no Risk - Assessment

inconclusive and action
taken

Risk - Assessment No risk identified and No risk identified and Enquiry ceased at
individual's request and

no action taken
action taken action taken inconclusive and no action taken no action taken

action taken

Service Provider Other - Known to Individual Other - Unknown to Individual Other - Known to Individual Other - Unknown to Individual



9

SIX PRINCIPLES  
OF ADULT  

SAFEGUARDING

Empowerment
Supported and 

encouraged to make 
own decisions

Prevention
Better to take action 
before harm occurs

Protection
Support and 

representation for 
those in greatest need

Proportionate
The least intrusive 

response to the risk 
presented

Accountability
Accountability and 

transparency in 
delivering safeguarding

Partnership
Solutions through 
services with local 

comunities
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4. REVIEW OF PROGRESS AND ACHIEVEMENTS 

In terms of the 2016-19 Strategic Plan, we have completed a number of objectives and are on track to deliver the ongoing work.

Strategic Plan 2016-2019 Tracking

We said we would: Outcome

Risk Management & Self Neglect: develop , pilot and launch the ‘Creative Solutions Forum’,  to consider creative options for people with highly complex 
needs and presentations that require a multi-agency response

Complete and ongoing

Mental Health: gain assurance from commissioners that safeguarding principles are embedded and actively promoted throughout the mental health system. 
Ensure that learning from SCRs & SARs are embedded in operational practice

Ongoing

Engagement and Participation: increase understanding of adult safeguarding across the city. 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

In progress 

Quality Assurance: develop a multi-agency sub group to analyse data and evaluate trends and patterns for which the SAB will seek assurance and /or action 
plans from relevant agencies

Established and ongoing

Learning & Development Strategy: produce and monitor an agreed competency framework for Board partners and related agencies and organisations. Agreed and underway

SAB management arrangements: design and establish appropriate SAB management processes and procedures. Develop a SAB communication strategy, 
including revised web pages and use of social media and mechanisms for Board partner agency self-assessment and member appraisal. 

Included in SAB review and in 
progress

In addition we have also considered and actioned a number of related work streams to support our priorities:

Issue What did we do Improvement/Outcome 

2017/18 review of PSAB Commissioned a review of Board function, 
form and funding. 

Confirmation of statutory duties fulfilled and positive benchmarking. Findings will 
inform revision of the business plan and associated work streams 

Contribution to the development of SAB 
Independent Chairs’ national, regional and 
peninsula networks, as communities of practice 

Established and consolidated links to relevant 
networks, SAB managers and regional Local 
Authority safeguarding leads

Improved consistency of approach, shared understanding and focus for common 
challenges. Dissemination of best practice and associated improvement in standards.

Strengthening of relationship between Plymouth 
Adult and Children’s Safeguarding Boards, Safer 
Plymouth and the Heath & Wellbeing Board. 

Developed a collaborative working protocol 
across the strategic partnerships, and links 
between the various Board Chairs.

Joint safeguarding board work has provided efficiencies, shared knowledge and 
consistent scrutiny by the joint Independent Chair. Partnership Board Chairs are 
better informed on developments and vision across the leadership system in 
Plymouth.
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SAFEGUARDING ADULTS REVIEWS
The full reports of the published reviews to date are available on the following links

Serious Case Review ‘V’ published 
June 2017: 
http://web.plymouth.gov.uk/serious_case_review_v_2017.
pdf

This review was commissioned prior to the Care Act 
implementation in 2015 and accordingly remained an 
SCR. The progress of recommendations is monitored by 
the SAR sub-group, and those particularly for housing 
providers are being progressed via a task & finish group led 
by our housing Board partner. A year on from publication, 
further work is currently being undertaken to assure the 
Board, completed actions linked to the recommendations 
are reviewed and updated as necessary.

Safeguarding Adult Review ‘Ruth 
Mitchell’ published November 2017: 
http://web.plymouth.gov.uk/safeguarding_adult_review_
ruth_mitchell.pdf

A task & finish group, comprising relevant agency 
representatives, are undertaking the work to develop an 
action plan to meet the recommendations set out in the 
report. Of particular focus is work to improve awareness, 
systems and actions related to risk management and 
self-neglect. Our local health and social care provider 
has included this area in mandatory training to ensure 
all staff have the appropriate information to recognise 
the risk of self-neglect and how to raise concerns. In 
addition the Creative Solutions Forum has continued to 
successfully support workers and agencies in situations 
where non-engagement, self-neglect and risk are apparent. 
The Creative Solutions Forum continues to receive high 
levels of interest regionally and nationally, recognition 
that Plymouth has taken an alternative and innovative 
view of how to manage risk fluidly, and supports workers 
and agencies to achieve positive change in an individual’s 
circumstances. 

Safeguarding Adult Review ‘DP’:
During the scope of this Annual Report we received a 
referral to look into the circumstances surrounding an 
individual who had been convicted of a murder which 
occurred at New Year 2015.  The review is unusual in that 
the subject is the perpetrator of a serious crime, but the 
referral was accepted under the criteria for the Care Act 
section 44(4); A SAB may arrange for there to be a review 
of any other case involving an adult in its area with needs for 
care and support (whether or not the local authority has been 
meeting any of those needs). The review process continues. 
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MEMBER’S REPORTS

As lead agency for adult safeguarding, the Local Authority continues to fulfil its statutory duty to 
maintain and support the Board, including provision of management support. Resources have been 
provided to chair and facilitate sub groups and for work streams related to agreed priorities.  In addition 
we facilitated the review of the Board’s function, format and funding, the recommendations from which 
will inform the review of the Strategic Plan going forward. PCC provides overall management of the 
SAR sub group and its processes. Co-ordination responsibilities have included commissioning and 
progression of SARs, management of media involvement, oversight of consequent learning events and 
agencies’ action plans, and reporting of related assurance.

This year has seen a review of the Council’s retained adult services, including those for operational and 
strategic safeguarding. The resulting restructure is expected to increase capacity for partnership working 
and support of the PSAB. Plans are underway to further develop the strategic safeguarding leads’ 
network in the City, along with arrangements for multi-agency case auditing to improve practice and 
recording.

The Local Authority co-ordinates and manages delivery of the multi-agency adult safeguarding 
training programme across sectors and agencies. Specific training for managers is provided to support 
leadership roles, 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 tailored safeguarding awareness to all councillors and elected members.

For the coming year, we will continue with all of our commitments to the PSAB, with a focus on 
the recommendations from the Board review and work of the Quality and Performance sub group.  
Operationally we will be looking to improve the quality of referrals and pathways into related services, 
and to further develop the system through partnership working and our strategic network.

This year we asked our members to report on their contribution and engagement with 
a number of areas of work, including the priorities in the Strategic Plan, embedding of 
learning from Safeguarding Adult Reviews, training provision and uptake, key areas of 
development  and plans and ambitions for 2018/19  in terms of adult safeguarding.
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In terms of the Strategic Plan, NEW Devon CCG continue 
to support the work of Creative Solutions Forum. Where 
appropriate the CCG Safeguarding team have raised 
the profile of the forum and self -neglect agenda with 
NHS providers via the CCG assurance processes. Our 
commissioners continue to work in partnership with Local 
Authorities and NHS providers across the Devon and 
Peninsula wide system to ensure mental health provision 
is appropriate to the needs of our population. Patient 
experience is an essential component of commissioning 
services with the voice of the service user being at 
the forefront. We have presented patient safeguarding 
experiences at safeguarding training to ensure the voice 
of the person is heard, and all NHS related cases are 
reviewed by the CCG safeguarding team to ensure 
providers are making safeguarding personal to meet the 
wishes of the person.   

We continue to provide support to the PCC safeguarding 
team regarding safeguarding concerns relating to health 
care delivery, including assurance of the quality of any 

enquiry prior to closure.  Our defined internal governance 
process includes an Integrated Safeguarding Steering 
Group which reports up to the Quality Committee in 
Common which in turn reports to the Governing Body. 
We have made a significant contribution to the Learning 
& Development Strategy, particularly in terms of reviewing 
competency frameworks and the expected NHS England 
framework for health practitioners. As a statutory member, 
NEW Devon CCG continues to be fully engaged with the 
Board and sub groups and adding value to the strategic 
plan, and contributed at senior level to the Board review.

Regarding responses to SARs, we have shared the 
learning from both published reports at the Regional 
NHS Safeguarding Leads Network meeting. NEW Devon 
CCG supported the learning event for the SAR ‘Ruth 
Mitchell’, and relevant staff attended a number of learning 
events relating to the thematic review of SCR/SARs 
commissioned by the regional ADASS safeguarding leads 
group. Consequent learning has informed current SAR case 
discussions. The published SAR reports and learning points 
are sent directly to commissioning managers for review 
and where appropriate to inform commissioning decisions. 
A summary briefing report was sent to the CCG executive 
team on the individual reports and learning to inform them 
of the case and learning, and links to the SAR reports are 
published  in CCG newsletters.

The key development for our dedicated Safeguarding Team 
remains the ongoing integration with that in the South 
Devon & Torbay CCG. This will have a positive outcome in 
respect to Board work, allowing staff to rationalise work 
plans and priorities, identify emerging themes across the 
system and share developments within partner SAB’s 
with Plymouth colleagues. Specific safeguarding training 
needs are matched to role profiles and is a mandatory 
requirement.  Awareness training is via e learning and all 
new starters receive a safeguarding pack on induction, 
and face to face training is delivered to key groups, with 
compliance overseen by line managers. Annual safeguarding 
adult training is delivered to the Governing Body members 
and executive team, and compliance is monitored.

Plan for the coming year include continuing to develop 
closer working relationships with partner agencies, and 
to support the wider agenda of quality assurance and 
performance mechanism. In addition, to progress the work 
of the Safeguarding steering group under a new chair, and 
to move to a position in safeguarding where thing are 
done once if at all possible across the STP footprint. We 
intend to strengthen provider compliance reporting and 
monitoring under new local arrangements, and recruit to 
Designated Doctor (Safeguarding Adults) post.
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The Creative Solutions Forum is utilised within Plymouth 
Basic Command Unit (BCU) to address the complex 
issues of vulnerable adults in the community.  We 
provide neighbourhood knowledge of circumstances 
and take an active part in decision making and holistic 
discussion in order to help manage the complex needs 
and vulnerabilities of individuals. Developments in relation 
to the Policing and Crime Act require police to consult 
mental health specialists prior to the use of section 136 
to detain a person. The Street Triage process supports 
this by making mental health specialists available to 
police officers regarding appropriate responses and use 
of the Mental Health Act. Access to mental health data, 
specialists and a place of safety allow for adults in mental 
health crisis to be assisted in a more considered way and 
prevent unnecessary police detention. Improved detailed 
recording of S136 detentions can be used to inform future 
responses.  Working with mental health services to protect 
individuals is a listed objective in the Plymouth BCU 
senior management team plan, we have a dedicated team 
and have developed a new risk assessment / information 
sharing/ decision making form; related training is being 
developed for frontline Officers, and at a practitioner level, 
work is underway to break down barriers and increase 
understanding of mental health.  

Regarding engagement, our publicly accessible website has 
links to services and information connected to safeguarding 
adults and associated crime or community concerns. We 
are fully committed to ongoing partnership working and 
are actively engaged with the local multi-agency Strategic 
Leads network. Similarly we will continue to support 
the work of the PSAB and its sub groups, with senior 
management membership of the Board and Executive 
Group, and regular management contribution to the SAR 
sub group in particular.  
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The PSAB is attended by the Executive with safeguarding 
responsibilities and in the case of his absence he is 
deputised by the Integrated Safeguarding Manager (ISGM), 
thereby ensuring 100% attendance and commitment to the 
PSAB. In terms of Board priorities, Livewell is fully engaged 
with the Community Safety Partnership and ensures 
attendance by appropriate staff. The Risk Management, 
Self Neglect and Hoarding policy has been adopted and 
the Principle Social Worker (PSW) has supported with 
communication strategies and ongoing dissemination of 
education and support for staff, including ensuring the 
policy is embedded in our training programme. We have 
strong links to the multi-agency strategic leads group which 
identifies best practice. 

The Executive with responsibilities for safeguarding has 
led the establishment of the Quality and Performance 
sub group and its work to look at the quality of the data 
collected for the city; interpretation of this information will 
be used to identify work streams for Livewell alongside 
their PCC partners and the Board Manager. The themes 
identified will form the foundation of a workshop to look 
at how we can improve reporting, conversation rates for 
enquiries and outcomes for the people we serve. It will 
also support the identification of the key individual/groups 
most at risk in the city so that services can be directed 
towards them.

Livewell completed the training needs analysis framework 
and submitted it to the Board for assurance of compliance, 
with the offer of a robust training package for all staff. 
This is currently based upon the intercollegiate document 
(health based). The Bournemouth document has been 
accepted by Livewell and will be incorporated into training 
for staff. The levels will be correlated with the existing 
health levels and the offer will be highlighted to staff 
depending on their role requirements. 

Published Review reports are shared across the 
organisation, and staff have attended subsequent learning 
events. Senior mental health management supervise action 
plans and resulting changes to practice, with Executive 
oversight. SCR ‘V’ has been shared throughout Livewell, and 
staff were invited to attend a learning event. The mental 
health lead has overseen the action plans and resulting 
changes to practice, with Executive oversight.

Key developments include continuing to drive home the 
messages of the Risk Management and Self Neglect policy 
to staff and work towards a better system of long term 
risk management to prevent crisis and a safeguarding 
intervention. In addition we will continue to embed the 
key messages form the SCR/SARs and identifying means 
of testing out changes in practice from the learning. We 
have an identified training department that works closely 
with the ISGM and PSW, who support in collaboration 
with a senior PCC colleague to work through how to 
embed  the competency framework into the training 

offer.  We report training figures through our Quality and 
Performance meeting and this is monitored on a monthly 
basis. There is an Executive with responsibility for training 
and therefore Board commitment to quality and delivery of 
training, and plans are in place for the ISGM to hold regular 
meetings with the training department,  to pass on subject 
knowledge to ensure the training offer is up to date and 
relevant. 

Future plans include maintaining delivery of risk 
management and self-neglect policies and procedures 
throughout the organisation, and ensuring that face to face 
safeguarding training is maintained, delivering competent 
support to local people and supporting the delivery of 
the training competency framework. We will continue our 
commitment to the Quality and Performance sub group 
of the Board, to provide meaningful  analysis of data and 
inform the effectiveness of multi-agency safeguarding 
policies and procedures.
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This year the system of reporting and managing risk 
within the Trust for adults at risk, including self-neglect, 
has been significantly developed.  This now includes 
extensive feedback to staff, supervision and support 
to reporters and professionals managing risk clinically. 
During assessment within UHPNT full account is taken 
of vulnerable circumstances and appropriate actions to 
inform the Local Authority as needed are taken. Whilst we 
are not commissioned to directly provide mental health 
services, we liaise and work closely with commissioned 
mental health services in our area to ensure the needs 
of our patients with mental health issues are met. We 
accommodate Livewell Southwest psychiatric liaison 
teams within our premises and work closely with them 
to ensure mental health needs of patients and robust 
discharge planning is in place. In terms of engagement, the 
Trust has an active patient participation process and holds 
regular events with clinical leads and matrons to ensure 
opportunities for patients to feedback their experience of 
services. 

Policies and processes are in place to ensure staff 
awareness of responsibilities for safeguarding adults, and 
are regularly reviewed and updated to ensure compliance 
with national and regional policy, and reflect learning from 
Safeguarding Adult Reviews.  Adult safeguarding activity 
is quality assured by a dedicated team who review all 
reported safeguarding issues. Processes exist to ensure 
timely, measurable responses to identified learning points. 
Training is in place at relevant levels within the Trust to 
ensure staff are made aware of their responsibility’s to act 
to protect adults at risk and to report any potential abuse 
appropriately. Standard training is regularly updated and 
supplemented with additional area and subject specific 
training and information sharing as needed to groups or on 

develop clinical knowledge further regarding use of DoLS 
and MCA legislation within clinical areas, and build closer 
working relationships with senior clinical managers and 
the safeguarding team to ensure safeguarding adults at risk 
is embedded across the whole organisation. In addition, 
to empower staff at all levels to take responsibility and 
advocate for adults at risk in all circumstances and act 
in their interests to protect, and to build on established 
relationships within the multi-agency arena to ensure the 
needs of adults at risk using Trust services are adequately 
represented.

a 1-1 basis. Training is combined with safeguarding children’s 
training, and training figures are reviewed regularly and 
steps put in place to improve compliance actioned as 
required. E-learning is used to deliver training within the 
Trust and face to face training is available, often area based. 
Safeguarding training is part of the mandatory process, 
available as part of every member of staff ’s induction. Audit 
is in place to assess staff knowledge of safeguarding and 
training and information sharing will be amended to meet 
need. Our Safeguarding Adults team provide face to face 
weekly training to meet individual area need, areas of high 
need reviewing activity in the Trust are targeted in this way 
to improve knowledge and focus is the understanding of 
MCA and DoLS for front line clinical staff within their own 
workplace.  

UHPNT are represented at executive level within PSAB, 
we are active members and participate in decision making. 
The Safeguarding Steering Group within the Trust is 
chaired by this Exec lead, who regularly feeds information 
regarding process and policy development to the group 
and Trust leads which then informs safeguarding work-
planning and service development. Relevant learning form 
SARs is disseminated via teaching, incorporated into policy 
development, discussed at management and operational 
meetings and shared as needed and appropriate via 
relevant professional publication.  Specific training is 
organised and structured to deliver information as required 
to ensure information is shared with relevant services 
within the organisation. University Hospitals Plymouth 
were not involved in the immediate care for either recent 
serious case review but learning has been taken into 
consideration and the needs of patients with mental health 
issues, self-neglect and the importance of multi-agency 
communication have been emphasised in training. 

In areas of development, we are currently reviewing staff 
knowledge of Deprivation of Liberty Safeguards legislation, 
legal literacy around mental capacity and implementation 
of related processes.  There are plans to build on work 
to increase the profile of adult safeguarding and review 
associated processes, and develop further understanding 
about the need to prioritise and report issues regarding 
safeguarding across the Trust at all levels. We intend to 
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Sovereign Housing Association: 
Sovereign represent the housing sector on the Board and 
are an active contributor to the Board and Policy and 
Lead Officers sub group’s debate and action. In terms 
of priorities, we have circulating the Risk Management 
and Self Neglect and Hoarding policy and coached staff. 
This is augmented by an organisational working group 
on Hoarding and Self Neglect, including plans to roll out 
a related tool kit to all staff. We have led on the task & 
finish group for recommendations for the housing sector 
from both published reports, taking messages to local 
teams through meetings and communications. In particular 
work around housing aspects, and interactions with 
mental health services and utility providers. In addition 
we have established an increasing number of legislation 
related courses to increase awareness of mental health 
issues in enforcement action. We have championed the 
Competency Framework in Sovereign and designing a 
tailored version to be an integral part of the forthcoming 
Sovereign Safeguarding Strategy review. Roll out to all of 
our areas including Plymouth planned within the next 12 
months. 

We have developed an overarching Safeguarding Strategy, 
to include a review of how we collect, store and share 
information, and a competency framework for staff and 
managers.  Management of self-neglect and hoarding 
is a key area for development in an environment with 
decreasing support options. In regard to training, we deliver

 � face to face training on Safeguarding for all Client 
Facing Officers, reviewed and refreshed regularly

 � Safeguarding training for managers, reviewed and 
refreshed regularly

 � Supplementary courses mental health/medication, 

MHA, MCA and other legislation 

 � E-Learning for all staff in the organisation, with ongoing 
coaching of teams

 � Collecting aggregate information on reports to assess 
prevalence and awareness to inform the future training 
program.

 � Tool box talks for trades on recognising and 
responding to and recording Safeguarding concerns. 

 � Induction and training for call centre staff on 
recognising and responding to and recording 
Safeguarding concerns. 

Dorset, Devon and Cornwall 
Community Rehabilitation 
Company (DDC CRC)
Over the last year Dorset Devon And Cornwall 
Community Rehabilitation Company have commenced a 
quality assurance programme which includes a focus on 
risk management and assessment as a core part of our 
role. Related cases are reviewed by the local manager 
in supervision and arrangements are in place for senior 
management to review current practice in relation to all 
safeguarding cases and we now have the ability to flag on 
our case management system.  Learning from SCR’s and 
SAR’s are circulated to the team by the local manager 
and discussed in team meetings. We have undertaken 
an audit of the learning and development needs of our 
staff and an e learning module has been developed in 
relation to Safeguarding Adults. Areas for development 
include ensuring our staff complete the e-Learning module 
which will be rolled out to all our Probation Officers and 
Probation Support Workers over the coming year and we 
are developing a safeguarding adults practice champion in 
each locality. .
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PRIORITIES AND PLANS  
FOR THE YEAR AHEAD
Following the review of PSAB in 2017 we are in the process of 
implementing its recommendations, including 

 � development of the Board’s assurance role in regards to the Making 
Safeguarding Personal agenda

 � adoption of a Constitution and aligned Memorandum of Understanding

 � revision of the Strategic Plan into a higher level public facing strategy 
supported by a more detailed business plan. The priorities of which will 
be informed by the output and findings of the sub groups, particularly 
those from Quality and Performance.

 � development of a peer review process to provide more in depth 
learning outcomes, identified by a particular theme or element from 
Safeguarding Adult Reviews

 � development and actioning of the joint Children and Adult safeguarding 
boards’ protocol to consolidate links with other partnership boards

 � review membership of and contributions to the Board 
and its sub groups

 � implementing the joint safeguarding boards’ 
Communications Strategy

 � reviewing the current website with a 
view to a relaunch 

 � develop templates for members’ self-
assessment and contribution 
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APPENDIX 1 
EXENDITURE 2017/2018

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Annual
Planned Actual Total Actual Total Actual Total Actual Total Projection Total
£ £ £ £ £ £ £ £ £ £ £ £

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

Safeguarding Administrator (D Grade - 0.5 FTE) 12,629 3255 6510 9765 12,629

Safeguarding Training Administrator (D Grade - 1.0 FTE) 25,257 5441 10822 16323 25,257

Safeguarding Officer (J Grade - 1.0 FTE) 56,960 15122 30244 45366 56,960

94,846 23,818 47,423 71,454 94,846 94,846 94,846

Engagement of Independent Chair of the PSAB

SAB Independent Chair 10,000 2185 3185 2665 3087

10,000 2,185 5370 8035 11,122 10,000 11,122

Learning and Development

Adult Safeguarding Training

23,000 5,750 16600Safeguarding Enquiry Training

Safeguarding Managers Training

23,000 5,750 11,500 17,250 16,600 20,000 16,600

Safeguarding Adults Review (SAR)

Independent Report Author 10,000 697 1349 0 0

10,000 697 2046 0 2,046 5,000 2,046

Supplies and Services

SAB engagement, promotions, publications and leaflets 3,000 685 236

Safeguarding Policy online platform costs 3,000 0 3000

SAB Engagement Contract 8,300 8300

6,000 8,300 11,300 11,985 12,221 14,300 12,221

Total Actual Expenditure 40750 77639 108724 136,835 144,146 136835

Total Planned Expenditure 143,846 u/s 7,311

Underspend
PCC 4898.37
CCG 1754.64
OPCC 657.99

Total 7311

Funding Source Suggested Contribution TBC £
Plymouth City Council 67.00% 96,377

NEW Devon CCG 24.00% 34,523

Police & Crime Commissioner (OPCC) 9.00% 12,946

100% 143,846
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