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Executive summary
Once again, it was a busy year with service improvements happening alongside
further integration of some services. Many of the changes are described in our report
through case studies and demonstrate how the change has or will impact on a
vulnerable person’s life. Some of the case studies describe work that has been
happening during the Coronavirus pandemic in 2020, starting in March 2020 and
continuing for months and possibly years to come. They reﬂect how the crisis has
brought together partner organisations to respond in rapid and innovative ways.
Although we would not want a crisis to drive change, we can demonstrate through
the case studies how this has happened and has improved local partnership work.
We are still dealing with the national pandemic of Coronavirus. We know the virus is
likely to be with us for a long period of time and that many aspects of our lives will be
changed, some for the better and some not. It will be in next year’s report that I will
be able to fully reﬂect back in time and take stock of what, and how adult
safeguarding has changed. Certainly, there will be further investigations, both locally
and nationally, into how the pandemic aﬀected some of our most vulnerable adults
and how they received help, treatment and support. I fully support these detailed
investigations taking place and will make sure that Cornwall and The Isles of Scilly
can input into any investigations so we can learn lessons and improve locally.
As a Safeguarding Adult Board (SAB), it is very important that we continue to
challenge each other and remember that Making Safeguarding Personal is not just
about the words, but also the actions - always putting the person at the heart of what
we do.
Local specialist safeguarding services
On a positive note, I already know that the local specialist safeguarding services
have integrated throughout the pandemic and this will remain in place for the future
Shaping services we can all be proud of

given the improvements that have already happened. We have already experienced
a greater degree of sharing of information, team working and the ability to react
quickly to safeguarding situations. All of this has been demonstrated during the
pandemic and I welcome this positive move as the SAB Chair.
Annual Conference-Unfortunately, we had to cancel our annual conference
“PREVENTION – working in partnership with people to keep adults safe “due to
happen at the beginning of April that was going to focus on older people, prevention
and domestic abuse. The conference will be returning as soon as possible some
very exciting and interesting speakers, theatre and events were planned for the day.
One of the important aspects of a conference is always the meeting for local
individuals, the ideas and creativity that is produced on the day is very impressive.
We have certainly experienced this over the past two conferences, and I look
forward to the next one when lockdown and social distancing have eased further
Engagement and communication work.
Toolkit
We have continued to use out toolkit across all partners with some very positive
feedback from Cornwall College who used it for their Freshers week in September
2019. Many of the young people took away information that we hope will be
invaluable to them should they need support. The toolkit continues to be reﬁned
locally and has now been shared across the South West SABs and is planned to be
shared nationally shortly. This is a credit to all those people who helped to develop it
in Cornwall. We have also continued with our quarterly newsletter, demand for which
continues to grow. It now reaches very diverse audiences and demonstrates the
enthusiasm for safeguarding matters. Importantly, we have also joined with the Our
Children’s Partnership Board and the Safer Cornwall Partnership to work together on
shared communication and events highlighting safeguarding, prevention and
awareness. I am aware of how many issues cross “boundaries” that individuals and
families do not recognise in their life which makes it important that we work together
on any shared issues.
All SAB partner organisations have to report any statutory inspections or reviews into
the SAB and constructive challenges can be raised during the SAB meetings. There
may be further follow up in order to assure the SAB that any required improvements
have been made, particularly those changes aﬀecting working across organisations.
Each statutory organisation will already have their own reporting mechanisms into
their individual responsible body, but the SAB will take a particular interest in the
partnership working arrangements. Adult Social Care had a Peer Review in June
2019 and some signiﬁcant improvements were recommended - this has resulted in
speciﬁc improvements being made at pace, with a clear plan of action across the
department. This work continues and is reported into the SAB by the Director of
Adult Social Care. The Cornwall Partnership Trust also had a CQC inspection that
reﬂected improvements in safeguarding services from their previous inspection and
these were reported to the SAB in November 2019.
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One of our statutory roles under the Care Act 2014 is to ensure that Safeguarding
Adult Reviews (SARs) are commissioned when something has potentially gone
wrong for an individual or a group of individuals. All SARs are written by an
independent author to ensure objectivity. We have also adopted a national SAB
Chairs template for all SAR authors to ensure when writing a SAR, we get a
consistently high standard of report. We have completed 3 SARs in 2019/20/. We
published one SAR in 2019 and decided not to publish another SAR due to the
personal circumstances of individuals involved. Publishing a SAR is not about
blaming individuals or organisations but about identifying what went wrong and
having a plan in place to put things right for the future. We have had unanimous
support from all partners involved in our SARs in both the analysis of what went
wrong and the commitment to improve services for the future. Each SAR completed
has an individual plan for improvement that is overseen and monitored by our Quality
and Performance sub-group on behalf of the SAB.
We have also adopted a pro-active approach to looking at cases where they do not
meet the criteria for a SAR but we want local services to learn and improve from a
local situation, so a Learning Review has taken place. One of these have happened
in 2019/20. Following a Learning Review, group learning events have been held for
staﬀ and managers to attend and identify local improvement actions. We have also
supported the Lunch and Learn events, both ﬁnancially and organisationally, as part
of our drive to increase partnership working. Topics covered have been the Selfneglect policy and best practice and Fire awareness.
Annual report
This year’s Annual Report has been slightly delayed due to Coronavirus and the
national reporting of safeguarding activity. The number of concerns raised as
safeguarding referrals has increased since 2018/19 from 5,810 to 2019/20 at 7 ,247
possibly reﬂecting a greater awareness and understanding of adult safeguarding and
what to do if there is a concern as well as reﬂecting improved joint working across
local agencies. It is very pleasing to note that most people were asked what outcome
they wanted to happen when a safeguarding referral has been made and in the
majority of cases, the outcome was either fully or partially achieved for the individual
concerned. As a SAB, we commissioned Healthwatch in 2019/20 to carry out a
detailed piece of work for us - talking to individuals who have been through the
safeguarding process to ﬁnd out what their experience had been like and what had
changed as a result of the process. This will help inform our safeguarding services in
how to improve and reﬂect Making Safeguarding Personal values and approaches.
The number of referrals that did not meet the criteria for a safeguarding enquiry has
also remained stable also reﬂecting the greater awareness of adult safeguarding
generally. There is an anticipated rise in referrals due to Coronavirus impact, but we
await to see if this materialises over the next few months.
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I hope you ﬁnd the partner contributions in this report interesting, informative and at
times inspiring. I would like to thank all the SAB partners and the staﬀ working for
them (both past and present) for their commitment to adult safeguarding services
and keeping our most vulnerable members of society as safe as possible.

Recommendations and specific action the Governing Body needs
to take at the meeting
This report is for information and discussion only.
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Additional required information
Cross reference to strategic objectives
☐ Improve health and wellbeing and reduce inequalities
☐ Provide safe, high quality, timely and compassionate care
☐ Work efficiently so health and care funding give maximum benefits
☐ Make Cornwall and the Isles of Scilly a great place to work
☐ Create the underpinning infrastructure and capabilities critical to delivery
Evidence in support of arguments: Insert text here using normal style.
Engagement and involvement: Insert text here using normal style.
Communication and/or consultation requirements: Insert text here using normal
style.
Financial implications: Insert text here using normal style.
Review arrangements: Insert text here using normal style.
Risk management: Insert text here using normal style.
National policy/ legislation: Insert text here using normal style.
Public health implications: Insert text here using normal style.
Equality and diversity: Insert text here using normal style.
Climate change implications: Insert text here using normal style.
Other external assessment: Insert text here using normal style.
Relevant conflicts of interest: Insert text here using normal style.
For use with private and confidential agenda items only
FOI consideration – exemption*: Choose an item.
Qualified/absolute*: Choose an item.
If exemption is qualified then public interest test required. Check to see if the public
interest in the information being released outweighs the exemption being used and
record your consideration here to justify inclusion on the private and confidential
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agenda. Note the Information Commissioner states that there is a general public
interest in transparency. For advice, contact kccg.foi@nhs.net
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Working in partnership with people
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Coronavirus pandemic 2020:
The Cornwall & Isles of Scilly SAB is committ ed to continue to work in partnership
across the Health and social care sector to ensure that Adults at risk are
safeguarded during the coronavirus pandemic. We will support and promote a
“Business as usual” approach to Adult safeguarding and will work proactively with
our partner agencies in-line with the 6 key principles of the Care Act, putt ing the
person at the centre of everything we do. The coronavirus pandemic has had
devastating eﬀects on our society in many ways, both for individuals and their
families, as well as across employment and businesses locally. We expect there
may be an increase in the number of Safeguarding Adult Reviews that may be
needed to learn lessons from events during the pandemic. Recovery from the
pandemic will take time and as a SAB, we will continue to support our local
partnership in order to achieve a safe transition from pandemic and lockdown
to a supportive society for vulnerable adults.
The new 2020-2023 strategy will set out the development and delivery of a Quality
Assurance framework to ensure our partner agencies are held accountable and are
required to provide data/evidence to reassure the SAB that they have eﬀective
and responsive policies/procedures in place for safeguarding and promote
positive outcomes for individuals.
The focus of our partnership and strategy remains to safeguard and promote
people’s independence, while listening to their experiences and their outcomes
and to constantly improve the Health and social care services for the people
who live in Cornwall and the Isles of Scilly.
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1. Independent chair foreword
Hello and welcome to
the Safeguarding Adults
Board for Cornwall and
the Isles of Scilly
Annual Report for
2019/20.
As Independent Chair, I am
pleased to be writing the
introduction to our Annual Report
that reﬂects the safeguarding
activities that have been happening in local
organisations, and across our partnerships over the
past 12 months. Once again, it was a busy year with
service improvements happening alongside further
integration of some services. Many of the changes
are described in our report through case studies and
demonstrate how the change has or will impact on
a vulnerable person’s life. Some of the case studies
describe work that has been happening during the
Coronavirus pandemic in 2020, starting in March
2020 and continuing for months and possibly years
to come. They reﬂect how the crisis has brought
together partner organisations to respond in rapid
and innovative ways. Although we would not want
a crisis to drive change, we can demonstrate
through the case studies how this has happened
and has improved local partnership work.
At my time of writing this foreword, it is now August
2020, we are still dealing with the national pandemic
of Coronavirus. We know the virus is likely to be with
us for a long period of time and that many aspects
of our lives will be changed, some for the bett er and
some not. It will be in next year’s report that I will be
able to fully reﬂect back in time and take stock of
what, and how adult safeguarding has changed.
Certainly, there will be further investigations, both
locally and nationally, into how the pandemic
aﬀected some of our most vulnerable adults and
how they received help, treatment and support.
I fully support these detailed investigations taking
place and will make sure that Cornwall and The
Isles of Scilly can input into any investigations
so we can learn lessons and improve locally.

As a Safeguarding Adult Board (SAB), it is very
important that we continue to challenge each
other and remember that Making Safeguarding
Personal is not just about the words, but also the
actions - always putt ing the person at the heart
of what we do.
On a positive note, I already know that the local
specialist safeguarding services have integrated
throughout the pandemic and this will remain in
place for the future given the improvements that
have already happened. We have already
experienced a greater degree of sharing of
information, team working and the ability to react
quickly to safeguarding situations. All of this has
been demonstrated during the pandemic and I
welcome this positive move as the SAB Chair.

Annual Conference
Unfortunately, we had to cancel our annual
conference “PREVENTION – working in partnership
with people to keep adults safe “due to happen at
the beginning of April that was going to focus on
older people, prevention and domestic abuse. The
conference will be returning as soon as possible some very exciting and interesting speakers, theatre
and events were planned for the day. One of the
important aspects of a conference is always the
meeting for local individuals, the ideas and creativity
that is produced on the day is very impressive.
We have certainly experienced this over the past two
conferences, and I look forward to the next one when
lockdown and social distancing have eased further.

“Making Safeguarding
Personal is not just about
the words, but also the
actions - always putt ing
the person at the heart
of what we do.”

3

Engagement and
communication work
We have continued to use out toolkit across all
partners with some very positive feedback from
Cornwall College who used it for their Freshers week
in September 2019. Many of the young people took
away information that we hope will be invaluable to
them should they need support. The toolkit continues
to be reﬁned locally and has now been shared across
the South West SABs and is planned to be shared
nationally shortly. This is a credit to all those people
who helped to develop it in Cornwall. We have also
continued with our quarterly newslett ers, demand for
which continues to grow. It now reaches very diverse
audiences and demonstrates the enthusiasm for
safeguarding matt ers. Importantly, we have also
joined with the Our Children’s Partnership Board and
the Safer Cornwall Partnership to work together
on shared communication and events highlighting
safeguarding, prevention and awareness. I am
aware of how many issues cross “boundaries” that
individuals and families do not recognise in their
life which makes it important that we work
together on any shared issues.

Statutory Responsibilities
All SAB partner organisations have to report any
statutory inspections or reviews into the SAB and
constructive challenges can be raised during the
SAB meetings. There may be further follow up
in order to assure the SAB that any required
improvements have been made, particularly those
changes aﬀecting working across organisations.
Each statutory organisation will already have their
own reporting mechanisms into their individual
responsible body, but the SAB will take a particular
interest in the partnership working arrangements.
Adult Social Care had a Peer Review in June 2019 and
some signiﬁcant improvements were recommended
- this has resulted in speciﬁc improvements being
made at pace, with a clear plan of action across the
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department. This work continues and is reported into
the SAB by the Director of Adult Social Care. The
Cornwall Partnership Trust also had a CQC inspection
that reﬂected improvements in safeguarding services
from their previous inspection and these were
reported to the SAB in November 2019.
One of our statutory roles under the Care Act 2014 is
to ensure that Safeguarding Adult Reviews (SARs) are
commissioned when something has potentially gone
wrong for an individual or a group of individuals. All
SARs are writt en by an independent author to ensure
objectivity. We have also adopted a national SAB
Chairs template for all SAR authors to ensure when
writing a SAR, we get a consistently high standard of
report. We have completed 3 SARs in 2019/20/. We
published one SAR in 2019 and decided not to publish
another SAR due to the personal circumstances of
individuals involved. Publishing a SAR is not about
blaming individuals or organisations but about
identifying what went wrong and having a plan in
place to put things right for the future. We have had
unanimous support from all partners involved in our
SARs in both the analysis of what went wrong and the
commitment to improve services for the future. Each
SAR completed has an individual plan for improvement
that is overseen and monitored by our Quality and
Performance sub-group on behalf of the SAB.
We have also adopted a pro-active approach to
looking at cases where they do not meet the criteria
for a SAR but we want local services to learn and
improve from a local situation, so a Learning Review
has taken place. One of these have happened in
2019/20. Following a Learning Review, group learning
events have been held for staﬀ and managers to
att end and identify local improvement actions. We
have also supported the Lunch and Learn events,
both ﬁnancially and organisationally, as part of our
drive to increase partnership working. Topics covered
have been the Self-neglect policy and best practice
and Fire awareness.

This year’s Annual Report has been slightly delayed
due to Coronavirus and the national reporting of
safeguarding activity. The number of concerns raised
as safeguarding referrals has increased since 2018/19
from 5,810 to 2019/20 at 7,247 possibly reﬂecting
a greater awareness and understanding of adult
safeguarding and what to do if there is a concern as
well as reﬂecting improved joint working across local
agencies. It is very pleasing to note that most people
were asked what outcome they wanted to happen
when a safeguarding referral has been made and in
the majority of cases, the outcome was either fully or
partially achieved for the individual concerned. As a
SAB, we commissioned Healthwatch in 2019/20 to
carry out a detailed piece of work for us - talking to
individuals who have been through the safeguarding
process to ﬁnd out what their experience had been
like and what had changed as a result of the process.
This will help inform our safeguarding services in how
to improve and reﬂect Making Safeguarding Personal
values and approaches. The number of referrals that
did not meet the criteria for a safeguarding enquiry
has also remained stable also reﬂecting the greater
awareness of adult safeguarding generally. There
is an anticipated rise in referrals due to Coronavirus
impact, but we await to see if this materialises over
the next few months.
I hope you ﬁnd the partner contributions in this report
interesting, informative and at times inspiring. I would
like to thank all the SAB partners and the staﬀ
working for them (both past and present) for their
commitment to adult safeguarding services and
keeping our most vulnerable members of society
as safe as possible.

“There is an anticipated
rise in referrals due to
Coronavirus impact, but
we await to see if this
materialises over the
next few months.”

I commend the SAB Annual Report for Cornwall
and The Isles of Scilly for 2019/20 to you.

Fiona Field
Independent Chair
Safeguarding Adults Board for
Cornwall and the Isles of Scilly
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2. About us
Who we are
The Care Act 2014 requires the Safeguarding Adults
Board (SAB) to be made up of three statutory
agencies: the local authorities (Cornwall Council and
the Council of the Isles of Scilly), NHS Kernow Clinical
Commissioning Group and Devon and Cornwall Police.
Other organisations which are involved in reducing
the risk of abuse or neglect and protecting adults
with care and support needs from harm and
exploitation are invited to join the Board. These
include health and social care providers, housing,
Healthwatch, education, probation, ﬁre rescue and
community safety, community and voluntary groups
which represent adults with care and support needs,
carers and providers.

What we do
From 1 April 2015 the Care Act 2014 placed adult
safeguarding within a legal framework, sett ing out
the responsibilities of local authorities and their
partners. It placed a duty on local authorities to
establish a SAB. The purpose of the SAB is to help
and protect adults by coordinating and ensuring

CQC
legal

the eﬀectiveness of what each of its constituent
members does. The remit of the SAB is not
operational but one of co-ordination, assurance,
planning and commissioning and contributes to the
wider goals of improving the wellbeing of adults.
The Act speciﬁes that we must publish an annual
report and a strategic plan sett ing out local priorities
and how these will be achieved; as well as
commissioning SARs as required.
Our six key principles to inform its work:
1.
2.
3.
4.
5.
6.

Empowerment
Prevention
Proportionality
Protection
Partnership
Accountability

We also have a responsibility to achieve assurance
that local services behave in a way that promotes
the safeguarding of adults at risk of harm.

Advisory Network

Independent Sector

Health,
education,
housing, ﬁre
service and
probation

Statutory Sector

Statutory members
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Healthwatch,
voluntary
organisations
and providers

Local
authority,
CCG and
police

3. What we have achieved – 2019/20
What we know, the following have
helped us learn and shape future
practices:
Through commissioning and completing
Safeguarding adult reviews (SARs) and learning
reviews we have been able to identify key themes
for the Partnership to focus and learn from. These
themes can then be used to create multi-agency
improvement plans that are evidence and outcome
based. These plans are monitored across the
partnership who are committ ed to using them to work
towards improving the Quality and eﬀectiveness of
health and social care services in Cornwall and the Isles
of Scilly. Examples of the themes are listed below:
l

l
l

l
l

l
l

Self-neglect, complex care, domestic abuse,
Mental Capacity Act – more learning to support
practice - and shared communications, Mental
health/whole family approach/shared
communications.

l

l

l

l

l

l

Communication Produced videos about selfneglect/being a volunteer during coronavirus and
distributed what to do if you’re concerned leaﬂets
Frameworks Developed a multi-agency learning
competency framework and performance
framework for the SAB.
Making Safeguarding Personal Developed tools
to embed Making Safeguarding Personal into
practice.
Delivered local conferences • Worked with
providers to keep people safe • Self neglect,
• How we can do things diﬀerently.
Engagement Developed an engagement toolkit,
quarterly newslett ers, lunch and learns, joint
website with the Children’s Partnership Board.
Reviews Commissioned SARs

Domestic homicide reviews
Look at current/future health and care needs to
inform/guide the planning and commissioning of
local health, wellbeing and social care services.
Joint strategic need assessment demographics
Transition, modern slavery, abuse – where/what
type/demographics of abuse and their experiences.
Trends/themes from performance data
Implemented governance and delivery
mechanisms Board and sub groups structure,
constitution, strategy and business plans,
partnership agreements

7

The framework was signed oﬀ by the SAB in
March 2020 and is currently with the publishers
and expected to be available to use in October
2020.

Subgroup chair updates:
l

Learning and development:

The purpose of the Learning and Development
Sub-group is to deliver the priorities set out in the
SAB strategy and business plan. The sub-group is
responsible for identifying learning and development
from SARs and Learning from Experience reviews
commissioned by the SAB.
l

2019 was a busy year for the group. The group
increased the frequency of the meetings to
monthly to develop the Cornwall and Isles of Scilly
Competency Framework. A traditional training
strategy alone does not necessarily ensure
individuals are competent in safeguarding
practice. People learn in diﬀerent ways; it is a
life-long and ongoing process. A competency
framework compliments this approach.
The CIOS Framework is made up of ﬁve
competencies and embeds safeguarding in
everything we do. It combines the NHS ‘s
Intercollegiate Document “Adult Safeguarding,
Roles and Competencies for Health Care Staﬀ”,
The National Centre for Post Qualifying Social
Work and Professional Practice’s “National
Competency Framework for Safeguarding Adults
(Bournemouth University)” and Skills for Care’s
“The Care Certiﬁcate, Standard 10 Safeguarding
Adults”. It will enable staﬀ and volunteers in
health, social care and other related services to
demonstrate they have the require knowledge,
skills, att itudes and behaviours to act eﬀectively
within their particular role. Their level of
involvement will depend on the nature and
responsibilities associated with their roles.

l

l

l

The group began 2020 planning for the SAB
Annual Conference for April 2020. – Funding
was secured for a drama group to deliver a
safeguarding play. However, due to Covid 19 it
was postponed. The group are now considering
alternative media solutions to plan a conference
early next year.
Learning Lunches continued with excellent
delivery by the Fire service, with great feedback.
Covid again delayed the delivery of Making
Safeguarding Personal (MSP) but using an
alternative delivery method the next sessions are
booked for September 2020 via Microsoft teams.
As a group we are very excited about the next
year, planning an annual conference, reviewing
the groups terms of reference and expanding our
membership. Plans are underway for a timetable
of Learning Lunches with particular focus on SAR

Zoe Cooper
SAB L&D Subgroup Chair
Consultant Nurse for Integrated
Safeguarding Services for CFT and RCHT
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l

Communication and engagement:

There has been an important development for
communications and engagement during 2019-20.
It has been agreed that this Communication and
Engagement subgroup will work across the three
Boards – Safeguarding Adults Board (SAB), Our
Safeguarding Children’s Panel (OSCP) and Safer
Cornwall Partnership. We have recognised that as we
communicate or engage with people who may be in
need, people and families who use local services or
members of the public, we should coordinate our
messages to inform people locally. We know that at
times, we have run awareness campaigns that have
could have reached more people if we had produced
the work together. We also know that local events
will have greater impact if we coordinate resources,
people and publicity. The membership of the
subgroup has been extended to have representatives
from children’s service and Safer Partnership team.
We are now developing an annual diary of events for
engagement for all three Boards as well as sharing
communication materials to reach wider groups of
people.
We have continued to expand the SAB engagement
toolkit, and this was successfully used in Freshers
Week by Cornwall College. The toolkit has also been
shared across the South West Region with other
SABs, some of whom have adopted the same
approach as Cornwall.
We have held several engagement events such as
Lunch and Learn sessions for multi-agency staﬀ
groups, att ended the Blue Light day in 2019 for adults
with a learning disability, and numerous agency
events to raise awareness of adult safeguarding.

Our SAB newslett er has been very successful and
reaches a wide audience, I would like to thank all
members who regularly contribute to the quarterly
newslett er as well as Fiona Stuart and Leanne Baker
who compile the production of very interesting and
lively editions.
We are also in the process of working with
Healthwatch - who we commissioned in late 2019
to ﬁnd out from adults who have used safeguarding
services what their experience was like. This work
will run for twelve months until the end of March 2021.
Of course, at the end of the ﬁnancial year, we went
into lockdown nationally due to Coronavirus which
has impacted on our ability to engage. However,
some virtual events were held which will be reported
in next year’s report. We also developed on- line tools
for volunteers about adult safeguarding issues which
were well received during the summer of 2020.
The subgroup continues to be well att ended and
now has the wider focus as described above.
I look forward to a successful year in 2020-21.

Fiona Field
Chair of the Communications
and Engagement Subgroup

“We are also in the
process of working
with Healthwatch who we commissioned
in late 2019 to ﬁnd out
from adults who have
used safeguarding
services what their
experience was like.”
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l

Quality and Improvement:

The purpose of the quality and improvement
subgroup is to support Cornwall and the Isles of
Scilly safeguarding adults board in developing and
reviewing policies and procedures, improving the
quality of the work that is undertaken, supporting the
implementation of policies, procedures and reviews,
while ensuring these are delivering positive, improved
outcomes for adults in Cornwall and the Isles of Scilly.
In early 2019 I took over the role of chair of the
quality improvement subgroup. During this time the
support from partner agencies has been good, with
the vast majority of services att ending the meetings
on a regular basis, carrying out the roles and
responsibilities and providing constructive,
challenging feedback as required. We also
added two new people to the subgroup and Nick
Rudling agreed to take over as deputy chair.
One of the roles of the quality improvement subgroup
is the coordination of data from other agencies,
relating to performance and monitoring of the
framework for Cornwall and the Isles of Scilly.
Previously this has been very much a data driven
exercise and the good practice that takes place
within Cornwall and the Isles of Scilly can be lost
within the returns. It was decided to adapt the form
we report on and how we use this information,
keeping an emphasis on statistics. However, we
started asking partner agencies to analyse their own
data to highlight concerns and risks and to describe
pieces of work that they could celebrate. This paper
was introduced in the ﬁrst quarter and has been
used throughout the year.
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As the year has continued the group have found it
diﬃcult to follow themes that are reﬂected in the
statistics, this piece of work will be picked up and
taken forward in the coming year. However, they
have provided excellent, positive stories of how
services have changed their processes, added
personnel to support speciﬁc issues and made
progressive strides to ensure people remain
supported, safe, secure and services have
improved in their local communities.
In addition to this we reviewed the terms of reference
for the group, to ensure we all had clarity on roles
and responsibilities. The group agreed on an overall
statement, the purpose, standing agendas, frequency
of meetings, venues and administration, relationships
to other forums and the appropriate membership.
This gave us a good base to move forward in the
coming year.
The group has scrutinised reports, policies such as
self-neglect and various action plans and has made
recommendations relating to these in line with the
terms of reference. For example, a SAR recommended
a Mental Capacity Act and liberty protection
safeguards subgroup. This was escalated through
to the board for discussion.
The last quarter of 2019/20 was impacted due to
COVID-19.

Scott Fuller
Senior Oﬃcer, Principal Social Worker
Isles of Scilly
Chair of the Quality and
Improvement Subgroup

l

Safeguarding adult review: Group:

The COIS Safeguarding Adults Board has a statutory
responsibility to undertake Safeguarding Adults
Reviews under the Care Act 2014.
The Safeguarding Adults Review Sub-Group meets
to consider all referrals for potential Safeguarding
Adults Reviews. Once a decision is made to
undertake a SAR then an independent reviewer
is appointed.
The Safeguarding Adults Board is currently
undertaking a thematic Safeguarding Adults
Review and three individual SARs which are due
to be completed in 2020-21. There were three new
referrals for potential Safeguarding Adults Reviews
considered by the Safeguarding Adults Sub-Group
during 2019-20.

We are also instigating SAR panels as an additional
assurance and engagement mechanism during the
SAR process. Learning from the ‘J’ SAR has identiﬁed a
need to increase family and service user engagement
in the SAR process. Adult Social Care has identiﬁed a
risk manager to ensure that this action is followed.

Ann Smith
Head of Service Practice, Quality
and Safeguarding, Cornwall Council
Chair of the Safeguarding Adult
Review Subgroup

The Board undertook 2 learning events across health
and adult’s services to disseminate the learning from
the Safeguarding Adults Reviews. Seven minute
brieﬁngs and lunch and learn sessions have also
been delivered across the partnership to disseminate
learning from SARs.
The SAR subgroup completed action plans have been
submitt ed to the QI sub group for oversight of actions
and progress.
We are working with the Social Care institute of
Excellence to trial a rapid review process for
safeguarding incidents and dissemination of
learning during the Covid pandemic.
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Missing and exploitation group:

Tackling the exploitation of children, young people
and adults at risk is a shared priority of the
Community Safety Partnership, Safer Cornwall,
Our Safeguarding Children Partnership and
the Safeguarding Adults Board.
The Missing and Exploitation Group (MEG) are
responsible for sett ing the strategy and delivery plan
in a multi-agency response to exploitation across
CIOS which is now in the ﬁnal year of the 3 year plan.
The strategy is based upon local and national
evidence and best practice and has this grown to
respond to the developing picture of the nature and
extent of exploitation in Cornwall. It covers those
who are at risk of sexual exploitation and criminal
exploitation by gangs and those who go missing
from home, care or education and also to include
young adults up to the age of 25 years of age.
A holistic is approach is taken to children and young
people who may be both victims and perpetrators
of exploitation and abuse.
Sharing of training particularly for specialist roles
is improving standards and decision making in
operational practice. Front line staﬀ have a clearer,
research informed understanding of the risk factors
and vulnerabilities associated with exploitation, and
a more holistic understanding of the dynamics of
grooming and exchange which underpin exploitation
relationships.

Sara Crane
Superintendent Partnerships Lead, Cornwall
& Isles of Scilly, Devon and Cornwall Police
Chair of the Missing and Exploitation Group
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“A holistic approach is
taken to children and
young people who
may be both victims
and perpetrators
of exploitation and
abuse.”

565,970

4. Our population

10,500
adults in Cornwall
have a learning
disability

Between 2017 and
2037 our population
is expected to grow
by 11% to 625,900

2,240

7,247
In 2019/20 there were
7,247 referrals commenced
for safeguarding concerns
relating to adults in
Cornwall and Isles of Scilly.
There were also 1898
section 42 enquiries and
52 other (non-statutory)
enquiries that were
commenced in year.
1,588 Section 42’s and
54 other enquiries were
concluded in 2019/20. Of
the concluded enquiries in
year 448 related to ﬁnancial
abuse, 430 related to
physical abuse and 588
related to psychological
abuse. Of these allegations
there were 2,105 cases
where the abuser was
someone who knows the
person and in 1,566 cases,
the abuse took place in
the persons own home.

2,497

965

487

people
live in a
residential
home

people
live in a
nursing
care home

people in a
supported
living
environment

Health &
Wellbeing

12%
of Cornwall’s
population
(30,600
households)
are among
the most
deprived in
England

Population

Housing

Economy

There are
565,970
people living
in Cornwall

7% of
households
lack central
heating in
Cornwall
compared with
3% across
England

21% of people
have a limiting
long-term illness
in Cornwall
compared with
18% across
England

Vulnerable
groups

Crime &
Safety

Education
& Skills

Access &
Transport

16% of children
are living in
poverty in
Cornwall
compared with
17% across
England

The overall
crime rate
is lower than
the average
across
England

22% of people
have no
qualiﬁcations
in Cornwall
compared with
22% across
England

17% of
households
have no car
in Cornwall
compared with
26% across
England

Communities
&
environment

32% people
aged 16-74 are
in full-time
The % of people
employment
'satisﬁed
in Cornwall
with their
compared with neighbourhood'
39% across
(83.9%) is
England
higher than the
average across
England (79.3%)
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5. Our priorities
We have agreed to prioritise the
following issues for the next 3 years.

1. Exploitation of young adults
2. Neglect and hoarding
3. Domestic abuse and the
whole family approach
4. Mental health and the
Mental Capacity Act
5. The impact of coronavirus
on safeguarding and
vulnerable adults
In doing so, we will focus on how we can:
l

remain aware of family contexts

l

learn from SARs/DHRs/learning reviews

l

support young adults moving on from children’s services

l

continue to Make Safeguarding Personal
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6. Making a diﬀerence
The following reports and case studies
demonstrate how we’ve been working in
partnership with people to keep adults at
risk of abuse and neglect free from harm.

Nikki Thomas -Deputy Director of Quality
NHS Kernow Clinical Commissioning Group
NHS Kernow Clinical Commissioning Group
(NHS Trust) 2019-2020
NHS Kernow vision is for the children, young people
and adults at risk in Cornwall and Isles of Scilly to
have access to safe, eﬀective, responsive health
services enabling them to achieve the best possible
health outcomes, to have their views and
experiences heard knowing that these are used
to improve services. The context of safeguarding
continues to change in line with societal risks both
locally and nationally, large scale inquiries and
legislative reforms. Fundamentally, it remains the
responsibility of every NHS-funded organisation,
and each individual healthcare professional working
in the NHS, to ensure that the principles and duties
of safeguarding children and adults are holistically,
consistently and conscientiously applied so that
the well-being of those children and adults is at
the heart of what we do.
Currently Clinical Commissioning Groups (CCGs) CCGs
are responsible in law for the safeguarding element
of services they commission. As commissioners of
local health services NHS Kernow needs to assure
themselves that organisations from which they
commission have eﬀective safeguarding

arrangements in place. It is worth acknowledging the
changing national landscape of place-based system
leadership with the introduction of Integrated Care
Systems (ICSs) and Primary Care Networks (PCNs).
Our aim is for every area or locality to be part of a
PCN which will deliver the health and care people
need when they are ill, but will form a network of
professionals, carers, patients and the public
together, to support each other in ways that will
keep them healthy and safe. Currently there are
14 PCNs across Cornwall and the Isles of Scilly
with safeguarding at the core.
The safeguarding team alongside quality,
commissioners and contract manager colleagues
ensure that organisations commissioned to provide
healthcare services have systems in place that
safeguard children, young people and adults at risk.
This includes clear accessible policy and procedures,
safer recruitment, training and governance systems.
To strengthen this the safeguarding team have
developed a new electronic safeguarding assurance
scorecard enabling NHS Kernow to seek assurance
that providers are meeting statutory safeguarding
contractual requirements.

“Our vision is for the
children, young people
and adults at risk in
Cornwall and Isles of
Scilly to have access
to safe, eﬀective,
responsive health
services.”
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The safeguarding team are fully engaged in the
work of the Cornwall and Isles of Scilly Safeguarding
Adult Board (SAB) and SAB subgroups and have
contributed or led on a number of partnership
achievements such as;
l

l

working in partnership with health providers,
RCHT and CFT to unify the Prevent policy across
the health economy, to ensure a one system
process in line with national Prevent guidance.
the review and implementation of a new
safeguarding adults training competency
framework and multi-agency training.

As Cornwall and Isles of Scilly (CIOS) move towards
becoming an Integrated Care System (ICS) by April
2021 (a national requirement) we give consideration
to how the safeguarding, which is already a
partnership approach, can evolve within the CIoS
ICS to ensure that children and adults continue to
be protected from abuse and neglect. The ultimate
vision of this will be to develop a ‘one health voice’
for safeguarding within Cornwall and Isles of Scilly
ICS whilst ensuring individual organisational
safeguarding statutory functions and responsibilities
are maintained.

Case
study

In preparation for the anticipated changes to the
existing Deprivation of Liberty Safeguards (DoLS)
scheme and the new legislation which will replace
it – the Liberty Protection Safeguards (LPS), NHS
Kernow is engaging in and formalising a Cornwall
system LPS implementation group as well as
att ending a wider SW network.
From March 2020, NHS Kernow has worked jointly
with Cornwall Council to support people across
Cornwall and the Isles of Scilly who are extremely
clinically vulnerable often referred to as shielding.
A robust patient response system was put in place
to ensure people received three types of support
when requested through the Council Shielded
Contact Centre. The three types of support are
food; medication/ prescriptions; social isolation.
During the pandemic, NHS Kernow has been
supporting care homes with infection prevention and
control expertise as well as the digitalisation agenda
and other training requirements such as RESTORE 2.
This has included daily expert clinical conversations;
improved access to and conﬁdence in using personal
protective equipment as well as connection to the
wider health and social care system.

Safeguarding alert raised by Personal Health Budget practitioner who had concerns
regarding the level of professional support oﬀered to Person who has an acquired
brain injury (ABI).
Social Care safeguarding team did not feel this required a section 42 enquiry but did
require further case management by the CCG.
Due to Covid, CHC team had been redeployed which caused initial challenge in
engaging relevant persons to coordinate review.
CHC team do not case coordinate or hold a case load.
RCHT safeguarding team were able to oﬀer CCG support in identifying a professional
able to take case forward and co-ordinate remote multi-disciplinary team reviews.
CHC team aware of the challenge in coordinating this type of case review when there is
no identiﬁed care manager. Engagement from Neuro rehabilitation team for both person
and partner. Improved partnership working with all parties. CHC provided nurse coordinator to att end triage meetings daily who was then able to facilitate appropriate
actions for each case.
Pathway for persons with an acquired brain injury can be challenging to navigate
which has been highlighted in CHC team
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Jon Nason - National Probation Service
(NPS):

Case study

For the NPS, Adult safeguarding means keeping
individuals in the community and custody safe by
protecting them from abuse and neglect. All NPS
staﬀ have a duty of care to individuals that includes
taking appropriate action to protect them. We
operate a under a set of instructions, built on the
principles of the Care Act (2014). These ensure that
we work in partnership so that individuals who are
unable to protect themselves as a result of their care
and support needs are provided with a level of
protection. The Care Act also places additional
responsibilities on prisons and Local Authorities in
relation to the provision of Adult Social Care in prisons.

The Service User (SU) received a custodial sentence
for oﬀences of violence.

Safeguarding checks take place at the earliest
opportunity, and adult safeguarding concerns are often
identiﬁed by staﬀ at Court, and/or by the community
oﬀender manager and prison reception. It is the
responsibility of all staﬀ to safeguard adults at risk
throughout all stages or diﬀerent sentences.

In the weeks and months prior to being released
from custody in 2019, the SU’s behaviour became
increasingly bizarre, delusional and threatening.

Safeguarding concerns may relate to the individual
as a victim or as a perpetrator. We encounter
individuals who:
l

pose a risk of harm to known ‘adults at risk’

l

pose a risk of harm to ‘adults at risk’ in general

l

are ‘adults at risk’

l
l

have care and support needs (but not deﬁned
as an adult at risk by the Care Act)
are vulnerable to abuse (but not deﬁned as an
adult at risk by the Care Act)

Oﬀender Managers in both the community and Prison
identify, assess, and manage the risk of harm posed
by individuals to adults at risk. There is also the
requirement to assess and manage the risks
presented towards adults at risk themselves.
The following case study demonstrates this work
in practice and reﬂects on outcomes achieved.

At release date he was assessed as posing a high
risk of serious harm to known adults - past, current
and future partners and children. He was diagnosed
with Mental Health issues, emotionally unstable PD
(Personality Disorder) and DPD (Dissocial Personality
Disorder).
It is noted that at times of high stress the SU may
develop psychotic symptoms but not to a degree
which merit a diagnosis of schizophrenia.
The SU is assessed as being at a high risk of future
violence and causing serious physical harm to others,
although his violence is not currently imminent.
SU has been detained at medium secure unit for a
period where the above diagnosis was conﬁrmed.

The SU is a vulnerable adult when anxiety and stress
are exacerbating his Personality Disorder causing him
to suﬀer psychosis-type symptoms. He has not been
current to any Child or Adult Social Care services.
There was a multi-agency response via MAPPA
(Multi-agency public protection Arrangement) at
level 2, 3 and 2, as the dynamic risk situation peaked
and reduced at the time of release and subsequent
recall to custody.
Mental Health teams in custody and community
worked proactively to support the SU prior to
release and post-recall.
Due to the brief amount of time spent in the
community it was not possible to refer to Adult
Social care. However, on re-release an assessment
as to his vulnerability and whether his capacity to
resett le successfully would be pursued to establish
a support package.
It is possible and appropriate to take pre-emptive
action where the assessed risk of serious harm is
so high and the assessed capacity of the individual
to comply with a risk management plan in the
community is in grave question. This, of course,
only done in the most serious of cases.
Working closely with MAPPA partners, it was possible
to ensure that the SU’s release was safely managed
and he was returned to custody without having
caused serious harm to others or to himself.
SU’s family were supportive of action taken by
and MAPPA partners.
SU – accepted the rationale for recall and is working
towards re-release with support of HMPPS (Her
Majesties Prison and probation service) and NPS
(National probation service).
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Ann Smith – Head of Care and Support Practice, Quality Assurance & Safeguarding,
Cornwall Council:
Local Government Association Peer Review
Challenge
Cornwall Council commissioned a Safeguarding
Adults Peer Review Challenge led by the LGA.
A team of 8 people visited Cornwall to undertake
the review between 24th–27th June 2019.
A Peer Review is not an inspection it is a learning
process that benchmarks Adult Social Care against
national standards for Adult Safeguarding. The
purpose was to help assess our current achievements
and to identify areas in which we could improve.
A leadership group was formed in July 2019 following
the outcome of the Peer review and a comprehensive
improvement plan developed. Progress against the
plan is reviewed on a monthly basis.

Making
Safeguarding
Personal (MSP)
Adult Social Care has invested in a dedicated team
moving forward to improve and capture peoples
experience of safeguarding. Making Safeguarding
Personal focuses on developing a real understanding
of what adults at risk wish to achieve. This includes
agreeing, negotiating and recording their desired
outcomes, working out with them (and their
representatives or advocates if they lack capacity)
how best those outcomes might be reached, while
not neglecting their safety, and the extent to which
desired outcomes have been realised.

Progress
The LGA Peer Reviewers re-visited on 14th to 16th
January 2020 as part of Cornwall Councils corporate
peer review and stated;

18

‘There have been immediate and longer-term
improvements in response to the safeguarding
review, including appointing a Making Safeguarding
Personal champion, changing processes to support
bett er practice, and work on supervision. Regular
audits provide evidence of improvement as well as
areas for development and the need for ongoing
culture change to achieve consistent and embedded
new ways of working’
Their message was ‘Good improvements but keep
going’.

Statutory requirements
The Adult Safeguarding Triage team receive all
incoming alerts directly from professionals who work
in Cornwall and indirectly from members of the pubic
via access. The role of the Triage team is to gather
information regarding the alerts received and to
make a threshold decision around whether or not an
adult safeguarding enquiry under section 42 of the
Care Act 2014 is required. When the threshold for a
safeguarding response is met, they will forward the
concern to a locality social services manager or
“Cause the Enquiry” to another organisation, the
Local Authority retains the statutory responsibility
for the safeguarding process.
The Triage team also receive all incoming
Vulnerability Screening Tool (VIST) notiﬁcations from
the police and make a determination whether or not
the details within the VIST constitute a safeguarding
concern or a welfare concern. Welfare concerns are
shared with the access team who raise needs
assessments for the locality social work team. When
there are concerns regarding a person’s welfare and
there is evidence or information to suggest that they
may have care and support needs social services
have a duty to oﬀer an assessment.
The Triage team also undertake non-statutory
enquiries where the person has support needs rather
than care and support needs. The Care Act provides
an example of a non-statutory enquiry as an enquiry
relating to a carer.

The Triage team ensure that all alerts that meet the
criteria for safeguarding are shared with the Care
Quality Commission (CQC) and where appropriate
NHS Kernow. The Triage team also identify when
safeguarding alerts should be shared with the police
and have daily conversations with the Central
Safeguarding Team of Devon and Cornwall Police.
The Triage team also share alerts with the Coroner
when an adult has died, and abuse/neglect is
suspected. When considering the threshold decision,
the Triage team will note whether or not a referral for
a safeguarding advocate would be appropriate, this
is to support practitioners to understand and meet
social services responsibilities to provide advocacy
for adults who not have anyone to represent them
and would have substantial diﬃculties in taking part.

Person in Position of Trust policy
and procedure
Following approval of the Person in Position of Trust
(PIPOT) policy and procedure, the Adult Safeguarding
Service Manager has taken responsibility for
implementing and overseeing this work. During the
period April 2019 - March 2020 there have been 132
referrals received. These concerns vary including
incidents that have happened in the workplace but
also incidents/concerns that stem from a person’s
home life. The table below provides further detail
on the person in position of trust concerns received.

When a concern is received regarding an incident at
work the adult safeguarding s42 threshold is also
considered. When a concern relates to an incident
/concern at home that would cause doubt on a
person’s suitability to work with adults with care
and support needs the Safeguarding Service is
responsible for making a decision around whether
or not a disclosure is made to the person’s employer.
There is a need to balance the person’s Article 8
rights versus the need to manage transferrable risks.
The Service Manager Adult Safeguarding meets with
the Local Authority Designated Oﬃcer at regular
intervals to share and receive information and
reﬂect on working practices and challenges.

Caused Enquiries
Adult Safeguarding service has devised a “caused
enquiry “template and corresponding policy which
has been shared with partners and reviewed by the
Safeguarding Adults Board. Within adult social care
it has been agreed that all enquiries that can
be caused to a single agency that the adult
safeguarding triage team will undertake this work.
An outline of the enquiries required, and a timescale
is provided. The triage team have held up to 50
safeguarding enquiries at any given time that
have been caused to partner agencies.

Q1

Q2

Q3

Q4

Total

Total PIPOT concerns
received by Cornwall

40

16

41

35

132

Concerns managed
by Cornwall

38

16

40

33

127

Workplace
incident

22

7

21

17

67

Personal
life

16

9

19

18

60

LADO

1

0

1

2

4

Another
Local
Authority

1

0

0

0

1

Origin of
concern:

Concerns
diverted to:
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Safeguarding Referrals
Safeguarding referrals continue to increase with an
average of 587 per month compared with an average
of 409 per month in 2018/19, we saw a peak of
referrals in November 2019 with 678 referrals.
100% of cases continued to be screened the same
day that they are received in triage. In January 2017
the triage team had a backlog of 150 cases. There
has been no backlog for the past 12 months and all
urgent cases receive a same day response.
Overall 95% of the individual cases received had
further information gathered and had a section 42
threshold decision made within a 2-day timescale.
This has reduced to 75% in November due to the
increase in referrals. The remaining 25% had further
information gathered and a decision on how to
proceed within 5 days.
All risk plans are reviewed at the end of enquiry our
statutory safeguarding return demonstrates that
95% of people asked reported that the risks had
been removed or reduced.

Workforce development
Adult social care staﬀ continue to receive Level 4
safeguarding training as part of our mandatory
training oﬀer, over 300 staﬀ have now successfully
completed this training.
A Making Safeguarding Personal (MSP) toolkit
providing information and guidance to staﬀ and
people who use service has been developed and
made available to all staﬀ. MSP has been included
in Supervision Workshops for Adult Social Care
managers
The Head of Service, Service Manager and Risk
Managers continue to carry out brieﬁngs and
engagement sessions in relation to safeguarding;
examples include:
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Cornwall Council Advocates
The Head of Service for Practice, Quality and
Safeguarding has delivered awareness raising
sessions as part of the advocates continued
development.

Lunch and learn together sessions
Adult Social Care delivered 3 multi-agency sessions
to raise awareness of the Self Neglect Policy.
An engagement toolkit was also developed
and shared to support frontline practice.

Working in partnership with people
the Adult Safeguarding Service represent Adult
Social Services various multi-agency meetings
including MARAC (Multi-Agency Risk Assessment
Conference), MAPPA (Multi-Agency Public Protection
Arrangements) Strategic Management Board, Safer
Cornwall Management Group and the South West
Safeguarding Leads (ADDASS) group.

Joint Learning Event
with children services practitioners including social
workers and health visitors.

Supporting the delivery of the
SAB business plan
The Safeguarding Adults Review Sub-Group and
High-Risk Behaviour Panel are chaired by Adult
Social Services, Head of Service for Practice,
Quality and Safeguarding.

Safeguarding Adults Reviews (SARs)
Adult Social Services commissions and facilitates
the SAR process on behalf of the SAB.
There are 5 SARs currently underway and 1 x
Domestic Homicide review (DHR)/SAR, this includes
a Thematic review involving 6 individuals.
Action plans for 3 completed SARs are out with
Partners and pending completion during 2020/21.
The Morleigh group multi-agency action plan has
now been signed oﬀ by all partners.
The expectation is that the number of SAR referrals
may start to increase as we move out of lockdown.
We are looking to develop and rapid review process
with SCIE guidance to enable the eﬀective learning
from COVID to be emended across the partnership

During lockdown there has again been a further
notable increase in referrals from across the
partnership (averaging 3 per week) with 14 open
cases that are being monitored by the panel.
The HRB panel process now seems to be eﬀectively
embedded into operational procedures across the
partnership and works to achieve positive outcomes
for individuals going forward.
The Service Manager for Adult Safeguarding has
taken a lead on the following task and ﬁnish group:

- Domestic Abuse and Older people audit
This audit group was made up of representatives
from Devon and Cornwall Police, Cornwall Partnership
NHS Foundation Trust, Royal Cornwall Hospital Trust,
South West Ambulance Trust and Kernow Clinical
Commissioning Group. Work started in January 2018
and a paper with ﬁndings and recommendations
shared with the Quality and Improvement Sub-Group
before taking to SAB. The ﬁndings have also been
shared at the Domestic Abuse and Sexual Violence
Steering Group.

High Risk Behaviour Panel
Following its introduction in October 2018 and the
implementation of the self-neglect policy and best
practice guide across the partnership during 2019
referrals to the High Risk Behaviour panel have
continued to increase (averaging 3 per month) there
is also a commitment to contribute and work towards
bespoke positive outcomes for individuals from
members of the panel and the operational staﬀ
from the wider Health and Social care sector.
Following Covid 19 and lockdown during March 2020
and the considerable additional pressures on the
partnership and operational teams a decision was
made to by the Head of Service for Practice, Quality
and Safeguarding to move this panel to meet weekly.

“The expectation is
that the number of SAR
referrals may start to
increase as we move
out of lockdown.”
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Royal Cornwall Hospital Trust (RCHT) and
Cornwall Partnership Trust (CFT) 2019-2020
RCHT and CFT have a core set of values that shape
the way we care for our patients and staﬀ. The
members of our integrated safeguarding service
embraced these values and have pledged to work
together with the Trusts to respect diﬀerences,
remove barriers, and be accessible, to become part
of everyone’s team. The team work closely with all
the local multi-agency teams to safeguard adults at
risk and meet required legal obligations such as the
Care Act 2014.

Case study

The Trusts Three year strategy for adult safeguarding
includes;
l
l

Embed Routine Enquiry for Domestic Abuse

l

Disseminate and act on SAR learning

Kim O’Keeﬀe - RCHT Deputy Chief Executive
Oﬃcer, RCHT/CFT Director of Nursing,
Midwifery and Allied Health Professionals
Zoe Cooper - Consultant Nurse for
Safeguarding, Integrated Safeguarding
Services for CFT/RCHT

Patient A had many inpatient stays in psychiatric hospitals
and rehabilitation services before moving to their current
accommodation in a mental health care home.
Concerns were raised about a deterioration of Patient
A’s physical health, this included vomiting, weight loss,
choking on solid foods, apathy and tiredness. They had
declined an assessment by their GP at home and would
not leave the premises to att end any appointments.
The GP liaised with the RCHT Medical Consultant and on
the information that was available such as their physical
presentation; he recommended to the GP that the
patient should have an endoscopy to investigate for
potential diagnosis of cancer.

Patient A continued to lose weight and was provided
with easy read information regarding their physical
health. A best interest meeting was held in May and
a subsequent meeting in June. Everyone agreed that
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Empower our staﬀ to recognised and respond to
abuse

l

Patient A had a longstanding diagnosis of paranoid
schizophrenia. Very litt le was known about their life, but
it appeared they had a long history of self-neglect and
they became known to services in Cornwall in 2010.

Patient A was seen in their own room by their GP and
following assessment it was deemed that they lacked
capacity to make decisions regarding their physical
health care and treatment.

Embedding Making Safeguarding Personal into our
daily practice.

Patient A needed to att end the hospital for the
investigation as recommended by the Medical
Consultant. A discussion ensued as regards potentially
requiring to make an application to the Court of
Protection.
A safeguarding referral was made in June citing selfneglect and neglect of physical health due to the delay
in her medical investigations.
The RCHT/CFT Integrated Safeguarding Services
became aware of the situation in June.
A multi-agency plan was developed with the input of
GP, Care Home Manager, IMCA - Advocate, Psychiatrist,
Mental Health Social Worker, legal services and staﬀ
from the RCHT/CFT Integrated Safeguarding Services.
Procedures were already underway to present the case
to the Court of Protection for a planned admission in
August. However, in July the situation escalated, and the
Medical Consultant felt that urgent investigations were
required and an urgent application was made to the
Court of Protection to this eﬀect.
On the 27 July, with a Court of Protection order in place,
staﬀ from the Integrated Safeguarding Services
RCHT/CFT, Community Mental Health Team, RCHT
Medical Team att ended the care home.

Patient A was provided with low level sedation by an
RCHT anaesthetist in their home and transferred in a
private ambulance with a paramedic to RCHT; where
they underwent investigations and treatment under
a general anaesthetic.
Patient A was severely anaemic and this was
immediately treated and other planned investigations
were carried out.
A multi-agency meeting will be held to review the
next steps once results have been received.
Patient A has reported that they ‘enjoyed’ their time
at RCHT, being supported by the care home staﬀ
alongside other reasonable adjustments, and then
returned to the care home once medically ﬁt to do so.
There was an initial delay in moving forward the
investigations due to the patient not agreeing to the
procedure. Even after the patient was assessed to
lack the mental capacity to make this decision –
and everyone involved agreeing she needed the
investigation.
Part of the delay was the question as regards how
would Patient A be transported to the hospital if
they were resistant.
Within RCHT there is a service that supports patients
with a learning disability that regularly require
reasonable adjustments to support them in hospital –
the Acute Liaison Team for Learning Disabilities and
Autism (LD).

This team are part of the CFT/RCHT Integrated
Safeguarding Service. Once the referral had been
made to the Integrated Safeguarding Service Team
with the concerns and that the adult needed
reasonable adjustments, the LD Team were able to
support with their knowledge and experience and
help facilitate the admission to hospital.
The Community Mental Health Team were not aware
of the service and reasonable adjustments the LD
and Integrated Safeguarding Team could oﬀer for
their patient.
The learning from this case has been to promote the
hospital services within the community teams so they
are aware there is support if there is a similar case in
the future Members of the multi-agency team were
concerned before the admission that the patient
would be extremely distressed when they realised
that they were in hospital. What transpired is that
because the teams had supported the individual so
inclusively, they were comfortable and wanted to
stay This was a good example of primary, community
and hospital teams working together. The patient
was supported by an Independent Mental Capacity
Advocate (IMCA) so her voice was heard.
There was an excellent understanding of the Mental
capacity act and that with the support of the Court
of Protection a patient was supported to have the
investigation they needed in their best interests.

“RCHT and CFT have
a core set of values
that shape the way
we care for our
patients and staﬀ.”
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Sara Crane - Superintendent Partnerships
Lead - Devon and Cornwall Police
Devon and Cornwall Police (DCP) are committ ed to
the priorities of the Safeguarding Adults Board and
work together with other agencies to improve Adult
Safeguarding across Cornwall & IOS.
The police in Cornwall & IOS have a business plan
that ensures enforcement and safeguarding is
supported by prevention and education across
four areas of activity: Our People, Protecting the
Vulnerable, Managing our Demand and Providing
the best service to our Victims.
To identify vulnerability of those people police deal with
oﬃcers and staﬀ use a Vulnerability Screening Tool
(ViST). This is a process that all front-line responders
use to assess threat, risk and harm against children
and adults and if required to raise a safeguarding alert.
Each alert is assessed by our Central Safeguarding
team (CST) and where appropriate, information is
shared with safeguarding partners.
In terms of investigation Police resources across
Cornwall are structured in a number of diﬀerent units to
work alongside the partnership. For example, Police
have Specialist resources from the Public Protection
Unit (PPU) who are highly trained on managing
specialist investigations and many are co- located
with partners to ensure eﬀective partnership working.
The police chair the Missing and Exploitation group.
This coordinates partnership working in relation to all
forms of Exploitation for children and young adults.
It is supported by a working group – the Missing
and Child Exploitation Panel (MACE) which drives
disruption and prevention of exploitation with
delivery across partners and the voluntary sector.
The police have Vulnerability Lawyers who provide
support to criminal investigations with the use of Civil
Powers to eﬀectively safeguard victims for Crimes such
as Stalking and Harassment and Domestic Abuse.
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This is used where cases do not meet the criminal
threshold or need supporting protection such as a
Civil Domestic Abuse Protection Notice or Stalking
Protection Notices which gives safeguarding
protection to victims. The Vulnerability Lawyers
also work with Partners to Safeguard victims with
Sexual Prevention Orders.
Within Cornwall the police have a Proactive
Disruption Team (PDT). This team has responsibility
for targeting County lines organised crime, missing
and exploitation of people of all ages and Modern
Slavery. In a recent case the PDT brought a drug
gang to justice who cumulatively received over 35 yrs
in prison, safeguarding adult and children victims.
Devon and Cornwall police involvement within the
Safeguarding Adults Board has been scrutinised by
independent bodies. The reports have been overall
positive in delivering a range of good performance,
whilst not neglecting improvements which have
been identiﬁed and will be taken forward.
We look forward to seeing this work grow over the
next 12 months, detecting and preventing harm,
keeping the vulnerable safe and caring for people
within Cornwall & IOS.

Case study
Vulnerable male being exploited by criminals
involved in County Lines (CL) Drug Dealing.

The practice within the organisation worked well and
ensured the continue safeguarding of the individual.

The model of CL is to exploit those who are vulnerable
due to age or other vulnerability and either use them
to traﬃc money or drugs or use their premises to store
drugs/money or to sell from those locations.

Issues were raised when looking at the risk to the
individual. The considerations for moving them for
their own protection were hampered by Covid 19 but
also by the limitations of suitable places where the
individual could be moved to. The risk assessment
completed led to them being left at their home
address with suitable target hardening measures
being implemented.

Male was the victim of a Blackmail Crime related to
CL activity.
The oﬀenders for this oﬀence were arrested and
remanded in custody which assisted in the
safeguarding of the individual.
Work was carried out to ensure the continued
safeguarding of the individual. They were provided
with but not inclusive to - a police response of regular
patrols and visits, ‘cuckooing leaﬂets’, alarm, Trigger
plans to ensure prompt and eﬀective action taken and
a rolling safeguarding log to record such action. (This
identiﬁed other potential persons at the address
exploiting the individual who were then removed.)
Close working partnerships with Ocean Housing, Public
Protection, Social Services and the vulnerable adult’s
care worker ensured a collaborative approach in the
safeguarding of the individual. This not only included
environmental changes but also education for the
individual to ensure they were aware of actions and
consequences.
The importance of a collaborative approach to
safeguarding individuals is imperative. Having close
contacts in the relevant ﬁelds and departments allows
for the free ﬂow of information to ensure relevant
actions to safeguard are being implemented.

Partnership working was good and I do not believe
that this could have been improved in this instance.
One of the biggest concerns was the reluctance of the
individual to appreciate that he was being exploited.
This resulted in partners and police advising him on
the consequences of his own actions and his need to
take responsibility for his address and who enters it.
It was clear that words alone were not suﬃcient and
as such a warning of the potential for them to lose their
home was administered. This may have seemed harsh
but the positive result of this proved that this was the
correct action to take.
The individual was safeguarded well and continues
to be at a lesser level. Part of the reason for this is
due to the fact the main oﬀenders for the criminal
oﬀence have both been sentenced to 4 and 6 years
imprisonment.
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Paula Wellings - Casualty Reduction
Manager, Prevention & Road Safety
Cornwall Fire and Rescue Service’s (CFRS) core
focus is the activities we undertake to meet our
requirements of the Fire and Rescue Services Act
2004 but we work in collaboration across Cornwall
to achieve our vision of ‘working together to make
Cornwall safer’. Our commitment and duty to
safeguard is one we take incredibly seriously. The
access we are aﬀorded into people’s homes due to
the various elements of delivering our service, is built
on trust and respect; thus, often resulting in our staﬀ
seeing things that others may not. Having the
appropriate safeguarding arrangements in place
allows us to oﬀer the public the reassurance and
conﬁdence that we all deserve.
In line with (National Fire Chief Council) NFCC
Safeguarding Guidance for Children, Young People
and Adults and Cornwall Council, CFRS equips its staﬀ
with the knowledge, procedures and support to
ensure they are in the optimum position to safeguard
the high-risk individuals in our communities should
the need arise. Emphasis is placed on prevention and
protection with an ‘upstream’ approach to addressing

Case
study

risk using various data sets currently available
to us whilst actively seeking new partnership
arrangements and further risk related intelligence.
An awareness of safeguarding principles and their
implementation within the environments we are
familiar with allow staﬀ to recognise, respond,
report and record safeguarding concerns in an
eﬃcient and eﬀective manner.
Speciﬁc safeguarding responsibilities are dispersed
across various roles within the service. This enables
us to; oﬀer support to our staﬀ; actively contribute to
strategic safeguarding related decisions both within
CFRS and the wider Cornwall Council; oﬀer our
knowledge particularly related to risk to safety or
situational awareness in a multiagency response;
and ﬁnally contributing to reﬂective learning and
development opportunities to provide safer practices.
Our internal retention of information ensures
accountability in line with data protection
requirements, utilising the assistance of our
neighbouring ﬁre and rescue service, through
regional collaboration arrangements, in providing
us with appropriate policy and procedure guidance
to share information.

A lady who frequently engaged with the service over a 12 month period either via
various admin phone lines or presenting at ﬁre stations raised our concerns with some
of the comments she was making around her concerns particularly around ﬁre risks, the
increasing frequency of engagement and obvious decline in the state of her mental health.
Upon completing a Home Fire Safety Check for this individual it became apparent that
CFRS (Cornwall Fire & Rescue Service) was not the best agency to be addressing this
ladies issues, in fact her living environment could almost be described as sterile and her
awareness of ﬁre risk would be described as in excess of that of the general population
However, there were other concerns related to her apparent lack of facilities for general
living within her home and presentation of paranoia.
Initial att empts were made to appease this individual’s concerns via a telephone
conversation in an att empt to disengage. After a brief reﬂection it was recognised our
approach was not ‘person centred’ and although the risks to this individual were not
necessarily within our expertise, we were the door she was knocking on. A further visit
to the individual’s home was arranged. During this visit conversations were held around
the individual engaging with other services and potential consent for a safeguarding
concern to be raised on the basis of self-neglect. Initially this was refused but upon
further explanation that we did not have the resources or knowledge to directly assist
her, but we could support her to identify pathways to assistance she agreed.
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A safeguarding referral was made.
Information was then shared which conﬁrmed our
concerns and identiﬁed other services had raised
concerns for the individual.
IAPC (Initial Adult Protection conference) and RAPC
(Review adult protection conference) took place and
the best teams to oﬀer support were identiﬁed which
resulted in the closure of the safeguarding case. As
part of the closure we were asked to ensure that in
the In the event any further engagement from the
individual we would inform the individuals GP. This
was something we as a service had not been asked
to do before, but this oﬀered us the beneﬁt of a direct
referral pathway without any delay should, as often
is the case with complex cases, there be a negative
escalation in the situation.

There were obvious learning points around our initial
engagement with the individual and the amount of
time it took for us to recognise this individual as a
frequent caller.
We have now put in place a process and report for
monitoring frequent callers on certain phone lines and
will investigate how this can be expanded. As part
of this process we have also identiﬁed the best
individuals, predominantly tri service safety oﬃcers
and prevention team members, within the service who
may be able to progress any concerns, which may
not meet safeguarding criteria, most eﬀectively.
Lessons have been learned by individuals about
applying a ‘person centred approach’ and this has
been shared through the service via the council
issued resources.

Not directly as a result of this case, but closely
related, the service seeks to arrange improved
partnership agreements with GP surgeries. This is
recognised by our inspectorate body HMICFRS (Her
Majesty’s Inspectorate of Constabulary and Fire &
Rescue Services) as best practice and will include
high risk individual identiﬁcation, referral pathways
and appropriate data sharing

“We work in collaboration
across Cornwall to achieve
our vision of ‘working together
to make Cornwall safer’.”
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Lewis Jones - Healthy Cornwall Lead,
Wellbeing & Public Health:
The Wellbeing and Public Health Service recognise
our role and are committ ed to safeguarding, ensuring
that staﬀ are aware of their responsibilities and
that they are knowledgeable and conﬁdent in
safeguarding situations. As a service to do this
we ensure that we:
l

l
l
l
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Request all new staﬀ complete the corporate
mandatory safeguarding training along with
updates as required.
Discuss safeguarding with staﬀ at team meetings
and supervisions.
Collect and act upon feedback into the service,
changing service delivery where necessary.
Safeguarding is a core component of contracts
held by the Public Health team, detailed within
the individual service speciﬁcations. The Public
Health Contracts and Clinical Governance group
have oversight with individual commissioning
managers ensuring compliance.

During the summer of 2019 the Wellbeing and Public
Health service actively engaged in the Safeguarding
Adults Board self-assessment identifying areas for
improvement. Following this the Acting Director of
Public Health and Healthy Cornwall Lead att ended a
follow up panel review in Spring 2020. As a result of
the panel, the service is committ ed to implementing
a number of improvement measures. Unfortunately,
some of these have been delayed due to the COVID19 pandemic but senior leadership within the service
are committ ed to completing all outstanding work.

Bel Davies - CQC Inspection Manager
Cornwall:
Each year the Care Quality Commission (CQC)
publishes a report which sets out the state of care
in England. The following is a summary of the State
of health care and adult social care in England
2018/19. The full report is here
htt ps://www.cqc.org.uk/sites/default/ﬁles/20191015b
_stateofcare1819_fullreport.pdf

Summary
Most of the care that we see across England is good
quality and, overall, the quality is improving slightly.
But people do not always have good experiences of
care and they have told us about the diﬃculties they
face in trying to get care and support. Sometimes
people don’t get the care they need until it’s too late
and things have seriously worsened for them. This
struggle to access care can aﬀect anyone. Too many
people ﬁnd it hard to even get appointments, but the
lack of access is especially worrying when it aﬀects
people who are less able to speak up for themselves
– such as children and young people with mental
health problems or people with a learning disability.
Too often, people must chase around diﬀerent care
services even to access basic support. In the worst
cases, people end up in crisis or with the wrong kind
of care.

The care given to people with a
learning disability or autism is not
acceptable
Some people are struggling to get access to the
mental health services they need, when they need
them. This can mean that people reach a level of
‘crisis’ that needs immediate and costly intervention

before gett ing the care they need, or that they end
up in inappropriate parts of the system. Some people
are detained in mental health services when this
might have been avoided if they had been helped
sooner, and then ﬁnd themselves spending too long
in services that are not suitable for them.
Too many people with a learning disability or autism
are in hospital because of a lack of local, intensive
community services. We have concerns about the
quality of inpatient wards that should be providing
longer-term and highly specialised care for people.
We have shone a spotlight this year on the
prolonged use of segregation for people with severe
and complex problems – who should instead be
receiving specialist care from staﬀ with highly
specialised skills, and in a sett ing that is fully tailored
to their needs. Since October 2018, we have rated as
inadequate 14 independent mental health hospitals
that admit people with a learning disability and/or
autism and put them into special measures.
This is an unacceptable situation. A bett er system of
care is needed for people with a learning disability or
autism who are, or are at risk of, being hospitalised,
segregated and placed in overly restrictive
environments. We must all work together to make
this happen.
We also know that people with the most severe and
enduring mental ill-health do not always have access
to local, comprehensive rehabilitation services and
are often in inappropriate placements far from home.
This weakens support networks and the ability of
family and commissioners to stay in close contact,
sometimes with devastating consequences.
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We are seeing issues with the availability of care.
There has been a 14% fall in the number of mental
health beds from 2014/15 to 2018/19. While this is in
line with the national policy commitment to support
people in the community, it is vital that people in crisis
can access support when needed.
All of this is underpinned by signiﬁcant issues around
staﬃng and workforce. Our inspectors are seeing too
many mental health and learning disability services
with people who lack the skills, training, experience
or clinical support to care for patients with complex
needs. In the majority of mental health inpatient
services rated as inadequate or requires
improvement since October 2018, the inspection
reports identiﬁed a lack of appropriately skilled
staﬀ as an issue.

Other types of care are under
pressure
There is pressure on all health and care services in
England. Waiting times for treatment in hospitals
have continued to increase and, like many areas in
the NHS, demand for elective and cancer treatments
is growing, which risks making things worse. In
hospital emergency departments, performance has
continued to get worse while att endances and
admissions have continued to rise. July 2019 saw the
highest proportion of people spending more than four
hours in A&E than any previous July for at least the
last ﬁve years. What used to be a winter problem
is now happening in summer as well. While other
hospital services improved slightly this year, the
quality of care in NHS urgent and emergency
services in hospitals has deteriorated.
The stability of the adult social care market remains
a particular concern. There is still no consensus on
how adult social care should be funded in the future.
Twice in 2018, we had to exercise our legal duty to
notify local authorities that there was a credible risk
of service disruption because of potential failure of
a provider’s business. An estimated 1.4 million older
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people (nearly one in seven) do not have access
to all the care and support they need. There are
consequences, knock-on eﬀects and extra pressures
when people cannot easily access the care they
need. In the 2019 GP Patient Survey, almost one in
eight people who did not take the appointment
oﬀered to them went to an emergency department
instead.

More and bett er community care
services are needed
More and bett er community services are needed to
help people avoid crisis situations. In our report on
segregation, we described a common picture where
people with a learning disability or autism had not
had access to the help they needed as children from
health, care and education services. When they
encountered a crisis in their lives, there was nothing
available locally to avoid going into hospital. For
many, their hospital stay was prolonged because of
delays in sett ing up the package of care they needed
after they were discharged.
In many cases, crises could have been averted if
local health, care and education services had worked
in unison to provide an integrated package to support
them when they were young. In all sectors, there is
pressure on the availability of services to maintain
people’s health and wellbeing. We have heard about
the increasing concerns in gett ing care and support in
the community – a lack of prevention services, early
stage or low-level support, community-based NHS
services and social care.

Care services and organisations
must work more closely together
The challenge for government, Parliament,
commissioners, national organisations and providers
is to change the way services work together so that
the right services are being commissioned to deliver
what people need in their local area. Leaders need
to have a more urgent focus on delivering care in

innovative, collaborative ways. Some places have
bett er care than others. There are parts of the
country with concentrations of relatively poor-quality
care – people living there may ﬁnd it more diﬃcult to
access good care. Although there seems to be some
narrowing of regional variations in quality, there are
still considerable diﬀerences. Around the country
there are a number of shared commissioning budgets
between health and social care. In some areas, our
staﬀ have seen more evidence of joint commissioning
approaches. For example, joint commissioning is part
of the Greater Manchester Health and Social Care
Partnership plan; in Manchester (one of the 10
Greater Manchester localities), there is joint
commissioning governance across all health and
social care. However, such integrated approaches to
commissioning are not yet widespread. When local
health and social care providers work well together,
people’s experience of care can be improved. We
highlighted last year, in our in-depth reviews of care
for older people, the urgent necessity for change and
that the barriers to working together can be broken
down. Although progressing unevenly in diﬀerent
parts of the country, we have begun to see evidence
of more local integration and/or joint working
emerging. Some local areas that we revisited
have shown improvements

More room and support need to be
given for innovations in care
Innovation is at the heart of some of the high-quality
care we see – sometimes this is technological and
specialised, or it might be the way in which services use
smarter workforce planning to meet people’s needs.
We encourage and support innovation that improves
the quality of care for people and puts their safety
ﬁrst. However, where we see innovation happening,
it is still more likely to be driven and supported by
individual leaders or as a result of the determined
eﬀorts of local services.

Care staﬀ are working in challenging and stressful
working environments, and our work has highlighted
regional variation in the ability of services to recruit
and retain staﬀ. We have seen providers and other
care organisations adopting new approaches to
tackling workforce issues, with a particular focus
on retaining staﬀ.
Increased demand on services has prompted the
development of new roles and an emphasis on
upskilling existing staﬀ. In primary care, there are
increasing numbers of advanced nurse practitioners,
nursing associates, physician associates,
pharmacists, district nurses, mental health
practitioners and social prescribing workers, all
working in GP practices. The introduction of the
nursing associate role has the potential to create
development opportunities for staﬀ in both adult
social care and health care.
We have encountered a range of technologies being
used to deliver care in more eﬀective ways and to
help people get a bett er experience of care. We have
also seen some positive examples of technology
being used to improve the experience of people with
protected equality characteristics, but these have
not been commonplace. This tends to be in those
services with eﬀective management and leadership,
where it meets a speciﬁc need and is used to make
care more person-centred.
The challenge for providers and the wider local
health and social care communities is to consider
technology in a broader strategic sense, as an
enabler of high-quality care. There is no doubt that
good things are happening in many places that are
beneﬁtt ing people, but projects are often piecemeal.
We do not yet ﬁnd enough examples of joined-up
thinking between commissioners and providers
where new technology is central to improving the
quality of care for people.
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Area data proﬁles
CQC used national data to build a set of cross-sector
indicators. The proﬁles show how well the system in
each area performs against them.
On their own, these proﬁles do not imply a judgement
about how well areas perform. It's important to look
at a wider range of indicators and information held
locally.

Regional area data proﬁles
These proﬁles contain data for each of the 7 NHS
England and NHS Improvement regional footprints.
The maps in these reports include data that can help
us to understand the quality of care, access to that
care, and the eﬀectiveness of local care systems
across each of these regions.
These proﬁles have been published to encourage
improvement by supporting local areas to explore
some of the themes in State of Care.

Local authority area data proﬁles
These proﬁles focus on the care pathway for people
aged 65 or over living in these areas. We originally
created them to help us carry out our local system
reviews. We have shared them with local health and
care leaders. We are doing this to help them improve
the way diﬀerent parts of the system work together.
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Sophie Hoskings - Strategic Director –
Neighbourhoods Cornwall Council
As will be the case for all organisations, we have had
to adapt to meet the needs of both our staﬀ and
residents during Covid-19. Internally, our Safeguarding
Advocates network has continued to provide advice
for employees and the Safeguarding Steering Group
has ensured Advocates remain supported in their role
and are looking into whether it is possible to host a
virtual event for them this year. We have mandatory
e-learning in place for all staﬀ to be aware of their
responsibilities around safeguarding both adults
and children and our Safeguarding Policy was
re-launched across the organisation. We have
adopted a Domestic Abuse Employment Policy with
agreement from the Safer Cornwall Partnership that
it would be used as a model policy for other partner
organisations. To ensure our Members remain support
the safeguarding adults agenda and share regular
messaging through media releases, including those
dedicated to Safeguarding Adults Reviews, and on
social media, reminding people to keep an eye on
vulnerable adults and how they can report any
suspicions. Our website is also regularly updated
to signpost people to a number of key sources of
information and advice. A number of campaigns
have been supported such as those for National
Safeguarding Adults Week, 16 Days of Activism
engaged and aware of their responsibilities, a
safeguarding brieﬁng was delivered earlier this year
with presentations from Devon and Cornwall Police,
Cornwall Fire and Rescue Service on living safe and
well, and Trading Standards on doorstep crime.
The communications team continue to Against
Gender-Based Violence and Domestic Abuse and
Sexual Violence. A campaign was also launched to
raise awareness of child sexual abuse (CSA) within

families and recognising that this could trigger adult
survivors of CSA to come forward, we have ensured
a dedicated resource is available on our website to
support them.
In terms of supporting our residents, all Council
services have experienced signiﬁcant demands
during the pandemic and have had to readjust
to meet the needs of our residents through
collaborative and ﬂexible working. For example,
Virtual High-Risk Behaviour Panels have been held
weekly to discuss individuals who have extremely
complex needs, are non-engaging or represent
signiﬁcant risk of harm to themselves and others
to develop bespoke and innovative methods of
engagement and support for each person. We also
know that scammers and fraudsters looking to proﬁt
from the pandemic have been operating and we
were quick to issue warnings through our Localism
Team, Trading Standards and through the Safer
Cornwall Partnership. As a result we have so far
received very few reports of scams and frauds
being att empted in Cornwall.
The Council ensured its most vulnerable residents
were supported from March 2020 during Covid-19
through delivery of the national Shielding
programme. This was a signiﬁcant demand on our
resources and logistically extremely challenging,
with staﬀ deployed from multiple services who
had to quickly analyse the data received from
Government to understand what was required from
our vulnerable residents. Over recent months our
teams have contacted over 10,500 shielded
residents, provided nearly 350 door visits, supported
over 500 emergency food parcels, triaged volunteer
and welfare support as well as given prescription
and medical assistance.
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The Corserv Group of Companies continue to be
committ ed to improving and developing safeguarding
practices and strives for best practice, recognising
the important role of safeguarding across all area
services within Cormac Contracting, Cormac Solutions,
Cornwall Housing, Cornwall Airport Newquay and
Cornwall Development Company. The Corserv
Safeguarding Group meets quarterly with
representation from each company to discuss and
share best practice, resources, training opportunities
and any concerns. There are 83 Safeguarding
Advocates across the group of companies and in
August will be promoting our Safeguarding Advocate
month where we will be raising awareness of
safeguarding, refreshing key messages and training
opportunities, as well as promoting the role of the
Advocate. Corserv remain closely aligned to Cornwall
Council’s safeguarding practices, a representative
att end the Cornwall Council Safeguarding Steering
Group and works closely together to support bett er
outcomes for adults at risk.

Case study
During the Covid 19 response phase we were asked to provide advice and guidance to enable
a community platform called Let’s Talk, function safely to ensure we were safeguarding some
of the most vulnerable groups of our communities. Let’s Talk is a platform created for
communities to stay updated and to access support during the Covid 19 crisis, and beyond,
through a Cornwall Council website. Included on the website is an interactive map where
community groups and/or volunteers can drop a pin to show that they are available to help
vulnerable members of our communities - with various diﬀerent tasks. I was asked to look at
the risks about the vett ing of volunteers from a safeguarding perspective. After some
constructive conversations it was decided that Let’s Talk would continue to be hosted by
Cornwall Council, but the process would be managed by Volunteer Cornwall.
We assessed the risks from a safeguarding perspective, and it was decided that for community
groups to be able to drop a pin onto the map without following a vett ing process would pose a
risk. To alleviate this risk, it was decided that Volunteer Cornwall would own the process and
they would apply the same level of vett ing that they apply to their current volunteers.
We wrote some guidance to promote the required Cornwall Council safeguarding checks that
apply to the recruitment of individuals undertaking voluntary work to support children and/or
vulnerable people and to ensure Volunteer Cornwall applied the same level of checks to their
volunteers.
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When recruiting volunteers, Cornwall Council (CC)
applies safer recruitment principles, as established
though the Council’s corporate recruitment and selection
process, to the engagement of all volunteers. Volunteers
will undergo a vett ing process that is consistent with the
established pre-employment checks relevant to the
work, and checks will be undertaken prior to volunteers
working in the community. Depending on the nature
of work undertaken, this may include a DBS check,
references, safeguarding training and completion
of an application form.

through Volunteer Cornwall it reassured us that they
were following the correct policies and legislation
around pre-employment checks and DBS
requirements, aligned to those of Cornwall Council.

During the Covid19 response the Disclosure & Barring
Service (DBS) has relaxed some of its guidelines in order
to support organisations’ swift response to requests
for assistance across their communities. They have
implemented a fast-track DBS process whereby a
barred list check can be completed, and a person
can start in post prior to the DBS being completed.

As previously stated, Cornwall Council work in
collaboration with Volunteer Cornwall and the HR
Safeguarding Team maintain close links with them,
oﬀering support and involvement in checking
processes where required.

The HR Safeguarding Team have supported Volunteer
Cornwall with these checks and made sure any
organisations or community groups that are eligible
for a check, have one, to make sure the people
volunteering in our community are safe.
We learnt that Volunteer Cornwall were the best people
to coordinate the platform – with their vast knowledge
of the volunteering sector. With the platform going

We also removed the facility to drop the pin on the map
before the community group had gone through the
necessary checks. This part of the process was outlined
in the guidance and meant that any groups who wished
to be available through the Let’s Talk website would
have to go via Volunteer Cornwall, prior to approval
a visibility on the map.

Linking all of the community groups to Volunteer
Cornwall, through the Let’s Talk map will allow VC to
give the community groups advice on safeguarding. It
will also allow VC to monitor interaction and feed back
into the system when they identify a concern. When
undertaking volunteering the volunteer can keep an
eye out for other issues such as neglect, hoarding,
physical and emotional health and can then feed this
back into VC so other support can be put in place.
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Scott Fuller – Senior Oﬃcer: Adult Care –
Council of the Isles of Scilly
The Isles of Scilly has had 10 reported cases over
the last three quarters, this includes a whole home
referral this year.
In common with all other public sector organisations,
and particularly for those working in health and care,
this year has been unique and diﬃcult, this year can
be split into two very distinct time spans before Covid
19 and during Covid 19 from March 2020.

Before Covid 19,

to meet the needs of residents. In a lett er to Derek
Thomas MP and the Chancellor of the Exchequer,
Matt Hancock MP, Secretary of State of Health and
Social Care, has conﬁrmed that his department will
take the project to the next stage as part of its
investment in the health estate across Cornwall.
A meeting took place between Sajid Javid MP,
Chancellor of the Exchequer, Derek Thomas MP,
Aisling Khan, Director of Adult Social Services for
the Council of the Isles of Scilly and Phil Confue,
Chief Executive of Cornwall Partnership Foundation
Trust (CPFT) to discuss funding mechanisms. The
business case will be delivered late 2022.

Without this one incident the Isles of Scilly have
seen a signiﬁcant reduction in safeguarding adults’
referrals during this year. We have focused on trying
to increase contact with the local community to
reduce emergency interventions, while focusing on
preventative measures, making signposting a priority,
supporting choice, early intervention and developing
a ﬂexible service.
Drop-in sessions took place on a fortnightly basis,
enabling the islands to have access to social work
professionals to discuss issues and seek solutions to
problems. These sessions have been expanded to
include bimonthly meetings on the outer islands
"when weather and boating permits". We have
brought in other professionals to expand the
usefulness in speciﬁc areas such as mental health
support, dementia et cetera.
Each of these actions have been tailored to ensure
the services are front facing enabling us to prevent
crisis reduce the risk and therefore reduce the need
for safeguarding referrals.
It was during this period that the Isles of Scilly health
and social care integration project was in full swing.
An innovative health and social care scheme had
been focusing on bringing together services such as
adult social care, community health services and the
Isles of Scilly hospital together in one campus with
a aim to co-locate primary care, community health,
mental health, urgent care and adult social care in
a single site based on an integrated service model
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It is expected that this essential level integration in
the services, will eﬀectively meet the needs of the
local community, bett er, more eﬀectively and with
greater resilience, therefore, reducing the need for
safeguarding.

During Covid 19.
During the latt er part of this year, services and the
islands have been signiﬁcantly impacted by Covid 19.
This has resulted in signiﬁcant pressures on
communities and professionals alike.
To meet the challenges of Covid 19, Adult social care
in line with other adult professionals, the public has
worked with all colleagues in the public sector and
the community, have worked with and adapted our
practice to ensure we continue to meet the needs of
the community, supporting people thrown into
hardship and isolation with a tailored service to
ensure minimal formal intervention takes place.

A few of the adaptations that were
put in place
Integrated working
1. An integrated model of care for the Isles of Scilly
has been developed to detail the response to the
Covid 19 pandemic
2. Robust business continuity plans and risk
assessments were drawn up with health
colleagues and adult social care/residential home
Parkhouse to share resources, staﬀ and workforce
across all services including community, hospital
and residential. This would take place if a service
was unable to provide care and support due to
staﬀ being aﬀected by Covid 19 that other
colleagues could step in to continue to provide
essential services.
3. Logistical support for one service to the other i.e.
from residential to hospital would be provided to
ease pressures and support community and to
support pressures on space within buildings.
4. MDT meetings were changed and adapted to
incorporate pressures on services and support
that can be oﬀered as well as discussing the
most complex cases within the islands.

Shielding
A list was drawn up by all services including primary
care, health and social care to highlight speciﬁc
vulnerable adults across all the islands. Contact was
made with all these people to seek clarity on their
position and support that they may require. This list
was added to from information from the government
NHS shielded patients list and still remains the basis
of support that is oﬀered by adult social care.
To support vulnerable people who were shielding,
either medically or due to risk, a volunteer service
was required. Due to the large numbers this needed
to be coordinated. Support from HealthWatch Isles

of Scilly meant this service could continue and
HealthWatch and adult social care were able to
match volunteers to people eﬀectively and well. This
service continues to work with individual shielded
people to meet their unique individual needs.
Fortnightly, weekly or twice weekly calls (depending
on risk) are made to vulnerable people on the list to
ensure they remain safe and their needs are being
met. Independent volunteers supported people in
many ways everything from gett ing the daily
newspaper to the weekly shopping. This is been
seen in such a success that this process will
continue for the foreseeable future.

Hardship funds
Due to lockdown there was signiﬁcant ﬁnancial
hardship on the islands. This meant that certain
individuals required emergency ﬁnancial support.
A hardship fund was developed between two local
charities and supported by children services and adult
social care to ensure these issues were alleviated.
As with most services adult social care took part in
various cells to develop, support and manage a very
diﬃcult situation over a extended period of time.
Adult Social Care continued with regular virtual
reviews, welfare checks, MDT meetings, joint working
with speciﬁc people, when appropriate and in most
cases business as usual, apart from any face-to-face
contact, which was only done on a case-by-case
basis due to risk. During this period, adult social care
continued to be open to business throughout this
process. Adult social care continued to meet the
needs of its community throughout, adapting our
services to ensure we met the changing needs of
our community.
All of these actions resulted in a signiﬁcant proportion
of the island population remaining safe and
safeguarded through a very diﬃcult period of time.
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Case study
As part of “lockdown” procedures during Covid 19 all
care homes were required to be put in place a set of
emergency measures, that were calculated to reduce
the risk of the pandemic aﬀecting vulnerable people in
a closed environment. Part of these processes within
Parkhouse the residential care home on the islands was
to stop visitors coming into the building, unless of course
for a speciﬁc reason such as someone reaching the
end of their life.
Alternative ways of communication were sought and
implemented. However, face-to-face interaction was
put on hold for a considerable amount of time to
ensure the safety of all residents.
During this time one resident within the home became
increasingly distressed because of their inability to see
their loved ones. Alternatives such as “face time”,
meeting at the window could not ﬁll the void that
had previously been part of their life.
The balance between an individual’s rights to see their
family (especially in the later stages of the life), the need
to have family contact and physical contact with those
family members and the risk of infection to other
residents within the home, is a diﬃcult line to walk.
One afternoon a few weeks into lockdown, a member
of the resident’s family, walked past the window in the
lounge to show the resident her baby daughter, it was
her birthday. This caused considerable distress to
the resident even though it was done with the best
intentions. However, the senior in charge of the shift on
this speciﬁc day opened the ﬁre door and allowed the
family to come into the lounge for a very short time. This
was in direct contradiction to policies and procedures
in place and put the rest of the residents at risk of
signiﬁcant harm due to the risk from the pandemic.

38

not taking into account the risk the home and the
residents subject to.
A disciplinary process was implemented with an
outcome.
The home reviewed the processes in place and the
communication systems between staﬀ members
and management informally.
However, family members consistently and
persistently supported the staﬀ member and
did not want any action taken.
The contradictory pressures between policies processes,
human behaviour and feelings are hard to predict. The
set of circumstances within this alert were put in place
due to a national emergency, one that aﬀected the
whole of the UK, but at that time hadn’t quite reached
the Isles of Scilly. However, the underlying concern that
rules should not be followed or should be bent, would
create an atmosphere of bad practice.
As an adult social care service, we are required to
balance the feelings, right and thoughts of people in
receipt of services and their family members while
ensuring we follow the law.
By applying a strength-based approach to our practice
i.e. valuing the skills, knowledge and potential of all
people involved. We could see diﬀerent solutions from
diﬀerent areas, as we did in this case. The safeguarding
process has enabled a change in practice by looking at
individual concerns in this way, we can sometimes ﬁnd a
way around a problem and this doesn’t mean ignoring it.
In this speciﬁc issue a diﬀerent electronic version of
communication with support was trailed and to some
extent was successful.

As a result of this incident it was reported to adult
social care as a safeguarding concern.

The feedback from the resident and their family were
not speciﬁcally positive, however working with them
and listening to them in a positive way, will support
trust in the future.

The enquiry that took place was simple without any
contradictory evidence, the staﬀ member involved
and the staﬀ members on duty that day, all described
exactly the same set of circumstances.

The individual and the home remained Covid free
during the pandemic, communication between family
members and residents improved, understanding
between services and people have been improved.

The senior in charge regrett ed their actions but
described their actions as an act of compassion,

To date the resident now regularly sits on a bench
outside watching the sea chatt ing to a family member
but still longs for that personal/physical contact.

Mike Carnall (Designated Safeguarding
Lead), The Cornwall College Group (TCCG)
The core values of the Cornwall College Group
continue to reﬂect the key priorities of the
Safeguarding Adults Board by putt ing the learners
ﬁrst, acting with integrity, taking ownership and
achieving excellence together. The college uses a
multi-disciplinary/multi-agency approach, with early
intervention and eﬀective pastoral/welfare support
that prevents an escalation in safeguarding concerns.
An important part of this safeguarding work is
ensuring that everybody takes responsibility for
safeguarding and that the learners voice is central
to the provision.
There have been various audits this year that reﬂect
this commitment and approach to safeguarding, with
clear evidence of its eﬀectiveness and success. The
college’s processes and procedures embrace the
key principles of the care Act 2014 and there is a
continued commitment to making safeguarding
personal, acting in the best interest of the individual
and working closely with other agencies to secure
the best possible outcomes for the individual.

higher education college, with three quarters of the
student population aged 18 years or older. There are
many adult learners with Special Education Needs or
Disability and a focus this year has been centred on
the learners with High Needs, ensuring that they are
well supported and protected but still able to develop
personal independence, resilience and conﬁdence.
There has also been focus on adolescent safety, with
an understanding the vulnerable children and young
people continue to remain at risk as they transition
into adulthood.
The tutorial curriculum and staﬀ training, together
with student liaison and student union activities,
events and campaigns continue to raise awareness
of prominent safeguarding themes and preventative
work, including representation of the Safeguarding
Adults Board at various fresher events across all
campus sites.

The college group has the second largest cohort of
adult learners in the south west for a further and

“The core values of the
Cornwall College Group
continue to reﬂect the
key priorities of the
Safeguarding Adults
Board by putt ing
the learners ﬁrst.”
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Becky Harrison-Plastow Adult Safeguarding Engagement Oﬃcer
Healthwatch Cornwall
Healthwatch Cornwall are delivering the
safeguarding engagement project for the Cornwall
and Isles of Scilly Safeguarding Adults Board. The
purpose of this project is to understand peoples’
experiences of safeguarding services. The project has
sought to fully embed Making Safeguarding Personal
principles into the heart of its design and approach.
It has achieved this through co-designing the
research method with service users, regularly
consulting with the group on its development.
Research ﬁndings from interviews with service users
has produced rich, in depth information into peoples’
experiences of safeguarding. The full ﬁndings from
this research can be found in the interim report.
The report explains how good relationships and
communication with safeguarding professionals,
feeling listened to and having the right people and
organisations involved can make a diﬀerence to
people’s sense of satisfaction with the services.
The next stage of the project will see expanded
interviews with service users, to more fully
understand people’s diverse experiences. Further
to this a report reviewing research ﬁndings from
authorities across the UK will allow us to further
learn about peoples’ experiences of safeguarding
and approaches to enhancing the services.
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Mel Brain - Head of Housing Strategy
& Partnerships, Cornwall Council
Housing providers and housing services oﬀer a range
of services that go well beyond accommodation.
This ranges from disabled adaptations to community
and resident engagement to skills, training and
volunteering. As multi-faceted services, housing staﬀ
are well-placed to identify vulnerable people who are
at risk of harm and to work on a multi-agency basis
to both proactively prevent the harm in the ﬁrst place
and to put mitigations in place if prevention has not
been possible.
We also know that housing is fundamental to people’s
health and wellbeing. Poor housing conditions, whether
that be disrepair, overcrowding, homelessness or
aﬀordability, not only place people’s physical and
mental health at risk but also impact on their overall life
chances, whether that be education, work or family
networks. Addressing poor living conditions is rarely just
a ‘housing’ issue. It relies on a range of services and
agencies coming together to address the concerns,
understand family dynamics, and put proportionate
interventions in place that can empower people to
make decisions that help them to lead the life they
wish for and which maximises their strengths giving
them the resilience to overcome future struggles.
This year, we were pleased to publish a new
Homelessness Strategy for Cornwall, which seeks
to ‘work together to end homelessness in Cornwall’.
It goes without saying that this is an important
aspiration and it would be unusual to ﬁnd anyone
who would disagree with this view. The more exciting
element of the new Strategy is that it places
safeguarding at its heart for the ﬁrst time, with
a set of shared values that says we will
l

Treat everyone with respect and recognise and
value individual diﬀerences

The Strategy also seeks to prevent harm in the ﬁrst
instance, make proportionate interventions where
this is not possible, and ensures ongoing support
to enable people to recover from trauma and lead
meaningful lives. It recognises that we all have a
collective responsibility and accountability to learn
from what has happened before in order to deliver
successful outcomes for people in the future.

Case study
Homeless female, mid 40’s. Previously worked in the job
centre and had her own home.
Alcohol dependent, concerns around her mental capacity.
Placed into Monkey Tree holiday park during COVID 19
pandemic. Already linked to WAWY (We are with you)
team – alcohol managed by this team.
Onsite housing team provided her with basic clothing,
toiletries, and food.
Safeguarding alert made, referred onto CRSOG (Cornwall
Rough Sleepers Operational Group) - referred onto high
risk behaviour panel.
Onsite team alongside WAWY cleared a lot of rubbish x 2
from inside/outside her van, as she could not manage this.
Staﬀ monitored/checked her several times a day.
Client verbally prompted to wash/dress/eat
Vulnerabilities highlighted to security team – welfare
checks throughout the days/nights.
Clients doctor contacted.
Huge concerns around her mental capacity. Diﬃculties
accessing mental health team at this time.
Social worker att ended site (despite the pandemic) to
assess and engage – staﬀ supported this.
Close working relationship with onsite housing and WAWY
team to support client to stay as safe as possible.
Regular meetings with WAWY/social worker and on-site
housing team.
Security on the gate alerted on site staﬀ if she left site.

l

Ensure everyone has the right to live with dignity

l

Embed Routine Enquiry for Domestic Abuse

The housing team on site linked in direct with the care
providers, to support them to try and engage with her.
Onsite team demonstrated assertive working practice to
care provider. This helped them to gain access to her van,
engage her a litt le, and build a relationship of trust.

Empower people to make decisions and choices
about their lives

Clients sister came to the site to collect her sisters’
belongings. She thanked the onsite team and is very
grateful for all the support and care given to her sister.

Recognise people’s potential and help them build
on their strengths and assets in a way that works
for them.

Social worker gave positive feedback about the ﬂexibility
of the staﬀ team, the team’s ability to respond quickly
to issues and maintain the dignity of the client.

l
l

Client has sent her thanks back to the on-site team via her 41
social worker, although she can’t remember everything.

Falmouth University and the University of Exeter
collectively teach, support and provide services for
over 7,500 students, on three campuses in Penryn,
Falmouth and Truro. For the last year the Universities
have been represented on the Safeguarding Adults
Board in recognition of the size of the student
population, and contribution of the Universities.
Higher Education is an important part of Cornwall’s
life and economy, and students bring a great deal
to their local communities.
This year, as much as ever, the Universities have
prioritised the welfare, wellbeing and safety of all
students and users of their campuses in all their
activities. COVID-19 and the lockdown has presented
intense challenges to supporting students’ education
and support staﬀ have stepped up to ensure that
students were as eﬀectively connected, supported
and assisted as possible. The University network
of support services is extensive and played an
important part in this. There are specialist support
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professionals covering all areas of student life, from
general welfare and study help, to mental health
advice, counselling, chaplaincy and disability support
and, in addition to this there is a network of
safeguarding staﬀ covering all areas.
University support assists students to make informed
choices and fosters their independence and selfresponsibility. The main campus oﬀers 24/7 staﬀed
services, and there is signiﬁcant liaison with local
partner agencies such as Primary Care, Cornwall
Partnership Foundation Trust and the Police Service.
Any adult safeguarding concerns are referred as
appropriate through the relevant multiagency
processes. The Universities also contribute to local
multi-agency networks concerning public health,
community safety and sexual violence. Increasing
participation in such networks is part of an ongoing
strategy to ensure strong relationships and eﬀective
working which beneﬁt our students and the
community as whole.

Case study
This case study concerns sexual violence support,
which is one of a number of key safeguarding areas
that are prioritised by the Universities.

The work also focused on helping the person to
recognise and understand individual choices and
how this also diﬀered whilst living in this country.

We oﬀer educational and preventative initiatives,
such as awareness campaign events which
emphasise harm reduction messages, such as
consent and healthy relationships. The aim is to
raise awareness and reduce the possibility of
incidents. These campaign events celebrate and
strengthen partnership, relationships and familiarise
students and staﬀ with speciﬁc faces. This helps
them understand their support options, or to help
another person of concern access.

We regularly review both sexual violence and
domestic abuse cases, historic and current. Part
of this is discussing cases both internally and with
external providers to identify room for improvement.
University safeguarding and our partnership work
continues to strengthen, in terms of our relationship
and practise with externally providers over time
and experience. Within the multi-agency meetings
professionals will often oﬀer diﬀerent ways of
working and challenge other professionals practise,
in a way which enables shared learning and the
input of specialist’s skills.

We work in partnership with internal and external
specialist providers to educate, reduce risk and
provide clear reporting pathways to ensure a student
centred process for accessing support and ensuring
safeguarding procedures are met. We work closely
with the police, First Light, ISVA and IDVE workers.
Working closely across this network, we support
the student, ensure conﬁdentiality and appropriate
information sharing, and reduce the risk to victims
and the wider student body.
We oﬀer a range of non-University service
practitioners a conﬁdential space to meet with
students on campus, and the option to hot desk.
We also host multi agency meetings with these
professionals on a frequent basis, to discuss live
cases and general themes both on campus and in
the local community. This helps to inform and shape
our service, as well as support services and criminal
cases, helping to maintain an excellent standard of
safeguarding, in which we continually monitor and
review risk.
During one of our joint preventative campaign events
we spoke to an international student who had a very
speciﬁc understanding of sexual consent. Speciﬁc in
terms of both their legal and cultural understanding of
consent within the context of her birth country. Through
the interaction between ourselves and partners, and
the student, we were able to help her identify and
later work through historic traumatic events, and
ensure she understood the UK legal system.

We encourage feedback by asking our customers,
both students and staﬀ, to comment on the services
provided (anonymously if preferred). The feedback
is continually reviewed by the service, and where we
ﬁnd there have been gaps, or errors in are practise
we oﬀer clear person-centred solutions to try and
ensure that we are continually learning and reﬂecting
on the provision of these services.
This also enables us to understand the legal system,
as well as the current guidelines. These guidelines
are continually being reviewed and reﬂected
therefore their maybe times when some part of the
universities practise needs to be reviewed or a new
way of responding is required. Therefore, we aim to
continually review and consider our safeguarding
methods to try and stay up to speed with the latest
guidelines.
The student, speciﬁc to the case study above
continued to access therapy, which was the ﬁrst
time she said she had felt comfortable and therefore
able to access support. They further reported having
completely changed their outlook and understanding
of intimate relationships, at the beginning of their
experience at University and they felt incredible
relived about this.
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7. What the ﬁgures tell us

The Adult Social Care Outcomes Framework (ASCOF)
measures how well care and support services
achieve the outcomes that matt er most to people.
The measures are grouped into four domains which
are typically reviewed in terms of movement over
time. These domains are:
1. Enhancing quality of life for people with care and
support needs.

Overall this framework aims to give an indication of
the strengths and weaknesses of social care in
delivering bett er outcomes for people who use
services. This report includes some of the highlights
from Cornwall’s performance data collection for adult
safeguarding. Full details about Cornwall and other
authorities can be found on NHS England’s website.
Proportionately, the demographic spread remains
largely similar to that reported last year with one
exception:

2. Delaying and reducing the need for care and
support.

l

3. Ensuring that people have a positive experience
of care and support.

SG1F: the Total Number of Safeguarding Concerns
raised has risen from 5810 in 2018-19 to 7247 in
2019-20.

4. Safeguarding adults whose circumstances make
them vulnerable and protecting from avoidable
harm.

Headlines for concerns and started enquiries: 2018/19 against 2019-2020:
Safeguarding Concerns and Enquiries Commenced during the Year
2018/19

Non-statutory Enquiries - unique individuals

2019/20

S42 Enquiries - unique individuals
Safeguarding Concerns commenced - unique individuals
Total Number of Non-statutory Enquiries
Total Number of S42 Enquiries
Total Safeguarding Concerns commenced in year
0
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Safeguarding enquiries concluded 2018/19 against 2019-20:

Safeguarding Concerns and Enquiries Concluded during the Year
2018-19
2019-20

Non-statutory Enquiries Concluded - unique individuals
S42 Enquiries Concluded - unique individuals
Total Non-statutory Enquiries Concluded

Total S42 Enquiries Concluded
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The diﬀerence in the number of concluded Section 42 enquiries (cases) is 1,588 during 2019-20 up from 1,575
in 2018-19 - of which, this many unique individuals were involved 1686 during 2019-20 up from 1,419 in 2018-19.
Number of concluded non-statutory (other) enquiries (cases) during 2019-20 is 52 up from 44 during 2018-19
of which, this many unique individuals were involved: 51 (2019-20), 43 (2018-19).

Headlines for Type of abuse:
Concluded Enquiries by Source and Type of Abuse
Self-Neglect
Modern Slavery
Sexual Exploitation
Domestic Abuse
Neglect and Acts of Omission
Organisational Abuse
Discriminatory Abuse
Financial or Material Abuse
Psychological Abuse
Sexual Abuse
Physical Abuse
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45

Concluded Enquiries by Type and Location of Abuse
Self-Neglect
Modern Slavery
Sexual Exploitation
Domestic Abuse
Neglect and Acts of Omission
Organisational Abuse
Discriminatory Abuse
Financial or Material Abuse
Psychological Abuse
Sexual Abuse
Physical Abuse
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Own Home

Care Home - Residential

In the community (excluding community services)

In a community service

Hospital - Mental Health

Care Home - Nursing

Hospital - Acute

Hospital -Community

Other

The main comparison with 2018-19 is that there is an increased amount of safeguarding concerns commenced
in year compared to last year.
There was a steady upward trend of safeguarding concerns reported throughout 2019-20 with the most
concerns coming in during December and a drop to the lowest amount in March which could be related to
Covid-19 and lockdown.
This increase is generally considered a positive trend as it indicates improved awareness and reporting of
safeguarding issues. It would also appear that there are more instances of multiple concerns being received
for the same person and also that concerns are not necessarily being substantiated as the ﬁgures for Section
42 and non-statutory enquiries are similar to last year despite the increase in concerns commenced.
Adult Social care are looking to implement further improvements to its safeguarding workﬂow this year
to allow for an even more robust and intelligent reporting.

Concluded Enquiries by Source and Location of Abuse
Other
Hospital -Community
Hospital - Mental Health
Hospital - Acute
Care Home - Residential
Care Home - Nursing
In a community service
In the community (excluding community services)
Own Home
0
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47

Safeguarding Adults Budget Monitor 2019-20
March 2020

019-20
Latest
Budget

Latest
Proﬁled
Budge to
Date

Actuals &
Accruals

Variance

£

£

£

£

52,668
11,600
27,128
0
16,966

52,668
11,600
27,128
0
16,966

53,207
11,110
27,422
17,719
31,966

539
(490)
294
17,719
15,000

108,362

108,362

141,423

33,061

25,120
3,000
7,000

25,120
3,000
7,000

37,927
919
12,739

12,807
(2,081)
5,739

20,000
0
20,000
6,000

20,000
0
20,000
6,000

20,166
3,543
5,406
6,586

166
3,543
(14,594)
586

39,608

39,608

9,090

(30,518)

Total Other Expenditure

120,728

120,728

96,377

(24,351)

Gross Expenditure

229,090

229,090

237,800

8,710

Partnership Income
KCCG (NHS Kernow)
Cornwall Council
RCHT
Cornwall Partnership NHS Foundation Trust
Isles of Scilly Council
Devon & Cornwall Police
Community Rehabilitation Community
Funding brought forward from 2018/19

(35,900)
(146,000)
(10,250)
(10,250)
(3,590)
(21,600)
(1,500)
0

(35,900)
(146,000)
(10,250)
(10,250)
(3,590)
(21,600)
(1,500)
0

(35,900)
(146,000)
(10,250)
(10,250)
(3,590)
(21,600)
(1,500)
(8,710)

0
0
0
0
0
0
0
(8,710)

Total Income

(229,090)

(229,090)

(237,800)

(8,710)

0

0

0

0

Employee Costs (including on-costs)
Safeguarding Adults Board Manager
Unit Administrators
Project Support Co-ordinator
Safeguarding Adult Review Co-ordinator
Other Employee Costs (inc Agency)
Total Employee Costs

SAB Independent Chair (remuneration)
Transport Costs
Printing, Stationery, Insurance & Misc Exp
SARs Expenditure
Safeguarding Adults Project
Engagement
Conference
Training
Training Costs

Net Expenditure - Safeguarding Adults Board
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8. Att endance
Safeguarding Adults Board membership and att endance 2019/20:
att ended

non-att endance

SAB Board member:

April

May

July

October February

Cornwall Council - Adult Social Care
NHS Kernow Clinical Commissioning Group
Devon and Cornwall Police
Royal Cornwall Hospitals Trust –
Cornwall Foundation Trust CHT/CFT
Cornwall Fire and Rescue
Council of the Isles of Scilly
National Probation Service
Carers representatives
Cornwall Housing
Providers representatives
Cornwall County Councillors
Care Quality Commission - CQC
Cornwall College Group
Falmouth & Exeter Uni plus
South West Ambulance Service (SWAST)
NHS Plymouth
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9. Glossary
CIoS SAB
RCHT
CFT
KCCG/NHSK
CFRS
CQC
LA
MCA
DoLS
RJ
TCCG
SCIE
ViST
PTSD
PCSO
NHS
SPOC
NPS
CPS
GAP
PSR
CRC
OAS
QA
OM
HMPPS
PI
PSI
PIT
LDU
MAPPA
LADO
iCMHT
PIN
MARAC
DASH
CPN
S.42
A&E
LFE
SAR
PSH
ASB
HMO
HHSRS
MARU
ASIST
SWICE
GBH
ADDACTION
MDT
SWAST
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Cornwall and Isles of Scilly Safeguarding Adults Board
Royal Cornwall Hospitals Trust
Cornwall Partnership NHS Foundation Trust
Kernow Clinical Commissioning Group/NHS Kernow
Cornwall Fire and Rescue Service
Care Quality Commission
Local Authority
Mental Capacity Act
Deprivation of Liberty Safeguards
Restorative Justice
The Cornwall College Group
Social Care Institute for Excellence
Vulnerability Screening Tool
Post-Traumatic Stress Disorder
Police Community Support Oﬃcer
National Health Service
Single Point of Contact
National Probation Service
Crown Prosecution Service
Guilty Anticipated Plea
Pre-sentence report
Community Rehabilitation Community
Oﬀender Assessment System
Quality Assurance
Oﬀender Manager
Her Majesty Prison and Probations Services
Probation Instruction
Probation Service Instruction
Practice Improvement Tool
Local Delivery Unit
Multi-Agency Public Protection Arrangements
Local Authority Designated Oﬃcer
Integrated Community Mental Health
Police Information Notice
Multi-Agency Risk Assessment Conference
Domestic Abuse Stalking Harassment
Community Psychiatric Nurse
Section 42
Accident and Emergency
Learning from Experience
Safeguarding Adult Review
Private Sector Housing
Anti-Social Behaviour
Houses in Multiple Occupation
Housing Health and Safety Rating System
Multi-Agency Referral Unit
Applied Suicide Intervention and Skills Training
South West Immigration Compliance and Enforcement
Grievous Bodily Harm
Drug and Alcohol Advisory Service
Multi-Disciplinary Team
South Western Ambulance Service NHS Trust

If you would like to know more about the work of the
Safeguarding Adults Board, please contact us.
Martin Bassett
Business Manager (Acting)
T: 01872 323954
E: martin.bassett @cornwall.gov.uk
W: www.ciossafeguarding.org.uk
Adult Safeguarding Triage: 01872 326433
Access (for public use): 0300 1234 131
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