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1. Independent chair foreword 

Hello and welcome 
to the Cornwall and 
the Isles of Scilly
Safeguarding Adults
Board (SAB) Annual
Report for 2020/21.

I hope you find our Annual Report

interesting and informative. The

report covers what has been an

exceptionally challenging year 

of the global COVID 19 pandemic. This worldwide

pandemic touched every person’s life and has

brought about changes that we could never have

imagined two years ago. The deaths in the UK of over

135,000 people, many of whom were frail, vulnerable

or had underlying health conditions, has led to many

questions being asked about what is  valued in our

country, how we respond as individuals and as

communities to life threatening situations and having

learned from these experiences, what must change

for us as individual citizens and as agencies who

deliver safeguarding and support services.

In Cornwall and in the Isles of Scilly, we have seen

how services have worked together as never before,

in order to ensure the safety of our most vulnerable

people. When the virus came to our area and families

lost their loved ones throughout 2020-21, we could

see that Cornwall and the Isles of Scilly were

managing to keep infection rates amongst the 

lowest in the country. Of course, this is no comfort to

a family who has lost someone. However, the role

that all services played in trying to safeguard the

most vulnerable during this time should not be

underestimated. In particular, the support given to

our nursing and care homes as well as our domiciliary

services, was noted to have been very good.

Certainly, our services experienced the same national

issues as elsewhere but the joint working across

Cornwall and the Isles of Scilly with our care providers

proved to be more effective during the worst of the

pandemic. The implementation of the vaccination

programme during the early part of 2021 for the most

vulnerable groups proved very successful locally, 

with very high take up rates. The roll out to all other

adult groups has continued throughout 2021. Now 

the programme has been extended to younger

groups as well with booster vaccinations available 

to the over 50’s.

There was also extremely positive joint working with

voluntary sector services, ensuring people living alone

or in isolated situations received support and care at

a time when their needs might have been seen as a

lower priority for statutory services. There was a huge

surge in people wanting to volunteer for the first time

and  help in their local communities - safeguarding

training and awareness was given priority for the

new volunteers to help them know what to do if 

they were concerned about an individual. SAB 

was delighted to support this important work by

producing a short video for use across many

hundreds of volunteers.  My thanks go to all those

people who gave such wonderful support locally.  

We expected to see a huge rise in the number of

safeguarding concerns during 2020-21 due to the

circumstances of the pandemic. Fortunately, the 

huge rise has not happened, although the number 

of referrals has continued at  similar pre pandemic

rates. There has been a 9% rise in individuals being

referred into the Council safeguarding services. Our

statistics show that safeguarding concerns continued

to be referred although most did not require a full

safeguarding response. We still need professionals,

families and the public to continue to share their

concerns so initial enquiries can be made and some

intervention planned to reduce the risks for an

individual. The pandemic caused statutory agencies

to create a new way of working, sharing vital

information via daily telephone and video

conferencing in order to be able to respond rapidly 

to potential risky situations. This excellent work is

continuing to create a multi-agency team that will

continue to work collaboratively in the future. 

“In Cornwall and in the
Isles of Scilly, we have
seen how services have
worked together as never
before, in order to ensure
the safety of our most
vulnerable people.”



Further to a recommendation from one of our

Safeguarding Adult Reviews (SARs), the SAB has

continued to support the partnership in CIOS with 

the implementation and further development of the

multiagency high risk behaviour panel. This evolution

has been driven by the pandemic and the

profile/needs of the individuals who are referred to

the panel. It has enabled operational staff to refer

cases where the multi-disciplinary team is needing

further support to find a way forward. The panel are

then able to offer bespoke solutions with a focus on

improving outcomes for individuals in situations that

are very complex. We are also currently supporting

our partners through a task and finish process to

update the multi-agency procedure to reflect our

current practice.

Safeguarding adults involves working with

individuals, their families and carers, many of whom

are living in very stressful and highly sensitive

situations. Not being able to visit people at home,

wearing a face mask, working from home and facing

communication problems on a daily basis with

constantly changing guidance was probably one of

the most challenging situations a professional is likely

to face. However, local services supported their staff

and found “creative” solutions to overcome the

problems of keeping people safe from the virus whilst

trying to ensure adults were safeguarded as well. 

As I have mentioned, infection rates were the lowest

in the country during 2020 although this has not been

the case during the summer of 2021. Fortunately, 

the vaccination programme has meant that serious

illness  and deaths have been relatively low despite

having the some of the highest national infection

numbers. We will need to continue to adapt our

behaviours and practices over the next year in 

order to keep people safe.

During the summer of 2020, SAB commissioned a

piece of work from Healthwatch Cornwall to examine

local peoples’ experiences of safeguarding services.

The work took place despite the restrictions of the

pandemic and I would like to thank every person who

gave their time and shared their experience locally.

29 individuals told us their story, mostly either by

video link or by telephone in a confidential sett ing.

The report was published in the summer of 2021 but 

I felt it should be acknowledged in this year’s Annual

Report given the challenges faced by individuals in

sharing their experiences during 2020. The work 

has shown many ways to improve safeguarding

processes across statutory services in particular, 

and this work is now actively in progress.

We produced a new 3-year strategy during 2020

with all partners contributing to the plan. There are 

5 key priority areas for us to work on, several working

collaboratively across Our Children’s Partnership

Board and the Safer Cornwall Partnership. This will

lead to more integration, shared priorities and

targeted pieces of work. We already have shared

subgroups for Missing and Exploitation up to the age

of 25 years, and Communications and Engagement

work. Further developments will expand the sharing

of learning over the next 3 years. A priority for this

year will be to look at the impact of the pandemic

locally on safeguarding adults and identify

improvements for the future. 

Our subgroup for Safeguarding Adult Reviews (SARs)

has continued to commission SARs as part of our

statutory responsibilities and we have seen

significant activity within last 12 months. We have

published three SARs this year and these are

available to read on our website. Each SAR report

makes for difficult and uncomfortable reading but

then the final reports also clearly identify areas to

improve and develop local practice, with

recommendations being overseen by the Quality 

and Improvement subgroup of the SAB. Learning

from what went wrong in the past and identifying

good practice is a key element of a SAR – further

information on SAR activity can be found in sections 

4 and 6.
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The Learning and development subgroup has

continued during 2020-21, using different formats to

ensure learning continues - virtually all activity has

been online or virtual using technology to deliver

conferencing/ meetings/training sessions etc. We 

also launched our new Multi-Agency Competency

Framework – now being implemented and evaluated

- we hope to share this ground-breaking approach

more widely in the future once we have some

evidence and have evaluated the effectiveness 

of our approach. 

This year’s Annual Report has some inspiring

contributions from all our partners that demonstrate

joint working despite the challenges of COVID 19. 

I would like to thank all partners for their contributions,

not just to the Annual Report, but more importantly

the SAB and its’ subgroups that do all the work on

behalf of the SAB. We have sadly lost some of our

key SAB members this year  as people have changed

roles or jobs, been promoted, left the area, I would

like to thank them all for their excellent contributions

to our SAB and I wish them all well in their futures, I

know they will retain a deep commitment to adult

safeguarding. We have also gained new members

from local agencies and I welcome them to the SAB.

They all bring new ideas and experiences which is a

valuable asset to the SAB as we move forward .We

will continue to have our golden thread of Making

Safeguarding Personal central to our work over the

next 4 years. As single partner agencies, good to

great services can be delivered across Cornwall and

the Isles of Scilly but as SAB multi-agency partners

working together, great to excellent services can 

be delivered with safeguarding at the heart of

everything we do. 

I recommend this Annual Report to the SAB.

“Safeguarding adults
involves working with
individuals, their families
and carers, many of
whom are living in very
stressful and highly
sensitive situations.”
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Fiona Field
Independent Chair
Safeguarding Adults Board for 
Cornwall and the Isles of Scilly



2. About us 
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What is a Safeguarding Adult Board
(SAB)?

The Care Act 2014  provides the statutory

requirements for safeguarding adults, placing 

a duty on each Local Authority to establish a

Safeguarding Adult Board (SAB). SABs are made up

of statutory partners (Local Authorities, Police and

Clinical Commissioning Groups) and local partner

agencies who have specific responsibilities or

contribute to the effective protection of adults 

with care and support needs in the area.

A SAB has three primary duties: 

1.  It must publish a Strategic Plan that sets out its 

    objectives and how these will be achieved. 

2. It must publish an Annual Report detailing what 

    the Board has done during the year to achieve its 

    objectives and what each member has done to 

    implement the strategy as well as detailing the 

    findings of any Safeguarding Adult Reviews (SARs). 

3. It must conduct a Safeguarding Adult Review 

    where the threshold criteria have been met.

The main objective of the Cornwall and Isles 

of Scilly Safeguarding Adults Board (CIoS SAB) is to

seek assurance and support the development of

effective multi-agency safeguarding arrangements

by applying scrutiny, challenge and strategic

oversight of its members and local context. The 

CIoS SAB has a responsibility to assure itself that

local safeguarding arrangements are effective 

and work appropriately to prevent, respond to and

ultimately safeguard adults with care and support

needs from experiencing or the risk of abuse and

neglect.

Who are we? 

CIoS SAB membership is made up of both statutory

partners and other local organisations or groups 

who are involved work to reduce the risk of abuse or

neglect and protecting adults. Our statutory partners

are Cornwall Council, Council of the Isles of Scilly,

Devon and Cornwall Police and Kernow Clinical

Commissioning Group.

Our other partners include health and social care

providers, Healthwatch, emergency services, housing

services, probation and prison links, education

providers for adults, private/independent and

voluntary providers and representatives of

community and voluntary groups who capture the

voices of adults, carers and their families. All of our

partners are invited to contribute to the annual

reports and despite a very difficult and unpredictable

year, information about some significant activity

undertaken by some of our partners this year is

evidenced in section 5.

Shared
priorities

Cornwall Health 

and Wellbeing 

Board

Health 
and 

Social 
Care 
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Scrutiny
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Community Safety 
Partnership Board
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West chairs 

network

SAB 

national

chairs

network

Our Children’s

Partnership

Board

Think family approach
to prevention and
early intervention

Domestic 
abuse

Tri-board 
comms 

and 
engagement

Missing and
expoitation

Shared 
website 

with children’s
partnership 

board



Additionally, we work with other national, regional

and local bodies and partnerships to identify

opportunities for joined up working, sharing key

communications and inviting an additional level of

scrutiny and governance through peer review and

feedback on SAB work. This includes presentation 

of this annual report to various local partner and

partnership scrutiny committ ees. 

The SAB also fund a core team who manage SAB

business and facilitate multi-agency working. The

team was expanded in November 2019 to include 

a Business Manager, Safeguarding Adult Review 

Lead and Project Support Co-ordinator.

Six Safeguarding Principles

The Department of Health (DoH, 2011)  set out the

Government’s statement of principles for developing

and assessing the effectiveness of their local adult

safeguarding arrangements and in broad terms, the

desired outcomes for adult safeguarding for both

individuals and agencies. These principles have been

embedded into the Care Act 2014 and CIoS SAB

partners have adopted these principles and use

them as a benchmark tool when assessing local

adult safeguarding arrangements:

7

Empowerment
Presumption of person led

decisions and informed consent

Outcome
“I am asked what I want as the

outcomes from the safeguarding

process and these directly inform

what happens.”

Accountability
Accountability and transparency

in delivering safeguarding

Outcome
“I understand the role of 

everyone involved in my life.”

Protection
Support and representation 

for those in greatest need

Outcome
“I get help and support to report

abuse. I get help to take part in

the safeguarding process to the

extent to which I want and to

which I am able.”

Prevention
It is bett er to take action 

before harm occurs

Outcome
“I receive clear and simple

information about what abuse is,

how to recognise the signs and

what I can do to seek help”

Proportionality
Proportionate and least 

intrusive response appropriate 

to the risk presented

Outcome
“I am sure that the professionals will 

work for my best interests, as I see 

them and will only get involved 

as much as need. I understand 

the role of everyone involved 

in my life.”

Partnership
Local solutions through services working 

with their communities. Communities have 

a part to play in preventing, detecting and

reporting neglect and abuse.

Outcome
“I know that staff treat any personal and 

sensitive information in confidence, only sharing

what is helpful and necessary. I am confident 

that professionals will work together to get 

the best result for me.”
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Our 2021 – 2024 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
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3. What we have been doing in 2020/21 

During the pandemic, the SAB team and partners

have developed new ways of working, bringing

subgroup meeting and delivery of training online

during the national lockdown. The SAB has worked

closely with partners to understand, support and

seek assurance in relation to the impact, risks and

mitigating actions undertaken to maintain high

quality delivery of services and protect adults in our

areas from abuse and neglect.

The SAB core team has also supported partners in

establishing and the initial facilitation of multi-agency

operational forums resulting from review

recommendations and SAB policies. In 2019, the team

facilitated the administrative functions of the High-

Risk Behaviour Panel (HRBP), at the request of

members as a mechanism to support the

implementation of learning and recommendations

from SAB review processes. During 2020, the SAB

team increased the support as partners and the

group adjusted to new ways of virtual working and

experienced an increase in referrals during this

period. The SAB Independent Chair and partners

would like to offer thanks to Martin Bassett ; SAR lead

for his contribution to the establishment and

facilitation of the HRBP during this period. 

Engagement and communication: 

The SAB engagement toolkit continues to be refined

locally and has now been shared across the South

West SABs. 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 of shared

themes and promoting key messages.

Challenge and assurance: 

SAB began a review of the effectiveness of partners

practice through a self-assessment audit process.

SAB members were tasked with scrutinising practice

within their agencies and providing evidence against

the six safeguarding principles, with a particular

focus on how Making Safeguarding Personal (MSP) is

embedded within practice. Each agency will present

their self-assessment finding to a peer group who act

in the capacity of critical friends to facilitate a deeper

dive into practice. Public Health were the first to

present in March 2019 just before the Government

announced the national lockdown and the remaining

panels have been rescheduled for 2021.

Multi-agency training and events: 

The SAB annual conference was postponed due to

Covid-19 restrictions and has been rescheduled for

National Safeguarding week in 2021. The SAB

commissioned and supported the delivery virtual

lunch and learn and training sessions that presented

on themes related to our strategic priorities

Between April 2020 – March 2021, SAB facilitated the

delivery of:

l     Making Safeguarding Personal lunch and learn 

     sessions; eight sessions were delivered virtually, 

     reaching over 200 multi-agency professionals. 

     These were interactive sessions and were very 

     popular and more sessions were added to meet 

     demand. Particular thanks to Kerrie Todd 

     (Cornwall Council), Emma Goodall (Cornwall 

     Council) and Becky Harrison-Plastow 

     (Healthwatch) for supporting these sessions.

l     Self-neglect lunch and learn sessions; four 

     sessions were delivered virtually to approximately 

     130 delegates and building on the work 

     undertaken in 2019 following the launch of the 

     SAB Self-Neglect Policy. Particular thanks to Kerrie 

     Todd (Cornwall Council) and Fiona Stuart (SAB) for 

     supporting these sessions

l     Safeguarding training for managers and leaders; 

     SAB commissioned several sessions that have 

     been very popular and are part of the multi-

     agency framework programme of SAB.

All of the sessions are truly multi agency and have

representation from all sectors and from across

Cornwall and the Isles of Scilly. Feedback via an

online survey has been very positive although we 

do not receive the same volume of feedback as 

when the sessions were held in person. Relevant

resources from SAB training sessions have been

made available on the website.
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4. SAB Subgroup Chairs updates: 

CIoS SAB has established several subgroups that

have delegated duties and actions related to the 

SAB functions and progression of strategic priorities.

For example, the Executive Group has delegated

decision-making responsibilities on behalf of the 

SAB Board membership and the Safeguarding 

Adult Review (SAR) Subgroup formally discharges 

the SAB duties in relation to undertaking SARs.

Each group works to a defined business plan that

sets out activities against the three-year SAB

Strategic Plan. The subgroup Chairs have provided

an overview of activity undertaken in 2020-21.

SAB

Exec Group

Learning and

Development

Sub Group

Quality and

Improvement

Sub Group

Safeguarding

Adult Review

Sub Group

Communication

and Engagement

Sub Group

Missing and

Exploitation

Sub Group

A shared Sub Group

with the Childrens

Partnership Board

Board Structure
and Sub Groups
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SAB Executive Group: 

The Executive Group membership consists of 

the Independent Chair, SAB Business Manager,

representatives of all statutory partners and the

Subgroup Chairs. The group has a delegated

decision-making function on behalf of the wider

membership of the SAB. As such, members have

agreed and maintained the SAB budget and Risk

Register, agreeing on the level of mitigation required

and escalating concerns to the Board. The group 

also leads in the strategic planning of SAB plans and

priorities, the annual report and maintains oversight

of the activity of the SAB subgroups, specifically in

relation to the SABs statutory duties and challenge

and assurance functions.

Executive members reviewed the progress against

the 2017-2019 Strategic Plan and agreed on the new

3-year priorities of Exploitation of young adults,

Neglect and hoarding, Domestic abuse and the

whole family approach, Mental health and the 

Mental Capacity Act and the impact of the Covid-19

pandemic on safeguarding practice and vulnerable

adults. Members were involved in the development

and ratification of the 2020-2024 Strategic Plan

(extended to 4 years in acknowledgement of the

impact of Covid-19) and the supporting business 

plan that details how these priorities will be taken

forward.

During this period, members have reflected on 

the effectiveness of SAB activities and analysed 

the findings of the SAB Effectiveness Survey, the

Performance Framework data and learning from

Safeguarding adult reviews. It also played a role in

supporting the Subgroup Chairs by adding a level 

of scrutiny and ratifying pieces of work undertaken 

on behalf of the SAB, for example, the SAB

Competency Framework.

SAB Learning and Development 
(L&D) Subgroup: 

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 also responsible for identifying learning &

development from local Safeguarding Adult 

Reviews (SAR)s and Learning from Experience 

reviews (LFE) commissioned by the SAB. 

2020 was a productive year for the group. 

The group launched the Cornwall and Isles of 

Scilly’s (CIOS) Competency Framework. The group

believe 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. 

Fiona Field
Independent Chair
Safeguarding Adults Board for 
Cornwall and the Isles of Scilly



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”. The new

framework 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.  

The group launched the Competency Framework

with a video in Safeguarding Adult’s week in

November 2020.

The group began 2020 planning for the SAB Annual

Conference which is planned for November 2021.

Funding has been secured for a drama group to

deliver a safeguarding play involving older people

and domestic abuse.  The play will be professionally

filmed and launched at the conference. As the play

will be recorded on film the SAB will be able to share

and disseminate wider than those just those

att ending the conference; it will become a future

valuable training resource.  

Learning Lunches continued throughout 2021 with 

the delivery of Making Safeguarding Personal (MSP)

and Mental Capacity Act sessions, thresholds

safeguarding sessions for providers and safeguarding

for the volunteer sector. Feedback for all the sessions

remains positive and the group are planning new

themes into 2021.  The group are excited to begin

filming the next theme which features safeguarding

thresholds; this will assist in reaching a wider

audience.  

Making Connections were commissioned by the SAB

to provide training for managers and leaders over 

the year in two-day sessions.  

As a group we are well represented by board

members and have excellent att endance having

welcomed new members this year. We are motivated

for the coming year; planning the conference and

supporting the SAB to disseminate the learning and

themes from a number of SA₹ due to be published in

2021/22.  

SAB Safeguarding Adults Review
(SAR) Subgroup: 

The CIOS Safeguarding Adults Board has a statutory

responsibility to undertake Safeguarding Adult

Reviews (SARs) under the Care Act 2014.  

The Safeguarding Adults Review Subgroup has

representation from all statutory and various non-

statutory partner organisations from CIoS. The group

meets bi-monthly to consider all referrals for potential

Safeguarding Adults Reviews against the criteria set

out in Section 44 of the Care Act 2014. The group has

a work plan that monitors and progresses work

streams that have been agreed in the SAB business

plan 2020-21. The group  feeds back on the progress

of its’ statutory function to the SAB Executive Group

and SAB Board through quarterly Subgroup Chairs

reports.

Zoe Cooper
Learning and Development Subgroup Chair
Consultant Nurse for Integrated 
Safeguarding Services for CFT and RCHT 
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It has been a challenging but rewarding year for the

SAR subgroup members. There was a short period

where work was stepped down to allow all partners

to focus on operational delivery due to the pandemic.

However, this was short lived and our partners

quickly refocused and committ ed to ensuring the

learning from SARs was implemented into  practice,

providing safer, improved services for people who live

in Cornwall and the Isles of Scilly. The group has

progressed a number of SAR cases throughout the

year and we have published four SARs that can be

viewed on our website. We also commenced our

involvement in a pilot with SCIE (Social Care Institute

for Excellence) to “test” the SAR in rapid time

procedure. The focus of this process is to accelerate

the learning from our SAR cases and to use 

a “systems findings” approach to the

recommendations to target strategic change. 

This has been successful and is now part of our

“toolkit” of approaches to be used for SARs locally.

We  also completed a Thematic carers review

involving seven individual cases  identifying 

that adults at risk were supported by a carer -

recommendations considered if bett er support for

these carers could have improved the outcomes 

for the carers and the person being cared for. The

findings from this review have informed Cornwall

Council’s development of a Carers Strategy which 

will be ratified in 2021 - a local safeguarding offer to

carers is to be developed in consultation with SAB

members in 2021. Following the recommendation of

one of our SAR cases, the group has also led the

development and implementation of a joint thematic

SAR action plan and governance process. This was

created to agree clear actions from the findings 

and recommendations from our SAR reports and to

ensure the effective monitoring of these actions

across the partnership, which is regularly 

reported back to the SAB.

We anticipate  an increase in the number of SARs 

and LFE’s referrals received by the group throughout

2021-22 as lockdown is eased and life returns to some

degree of normality.  We are working  with the Safer

Cornwall Partnership Board on joint SAR/DHR

(Domestic Homicide Review) reviews and are

updating our procedures to reflect this practice.  

The focus of the group  remains to work with our

partners to commission and oversee statutory SARs,

review and implement our procedures effectively 

and to embed the learning from our SARs into 

frontline practice to improve the lives of the people

that live in Cornwall and the Isles of Scilly. 

Nikki Thomas
Safeguarding Adult Review Subgroup Chair
KCCG Interim Director of Nursing

Martin Bassett
SAB SAR lead
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SAB Quality and Improvement (QI)
Subgroup: 

This has been a very busy year for the quality

improvement group. The beginning of the year saw

increase pressures on partners as Covid continued 

to put pressure on all services. But despite these

pressures partners continued to att end the meetings

and work hard by providing data and information

and most importantly effective challenge to its

partners.

Covid has been on each agenda throughout this year.

The Quality Improvement Group has various

responsibilities, one of these roles are to support and

embed policies and procedures for frontline staff. To

ensure consistent delivery, active review and reassure

the effectiveness of the policies , procedures and

amendments for the overall consideration of the SAB.

The Quality Improvement Group also looks at how

each partner has been working with it safeguarding

responsibilities over the previous quarter. The

information that is returned to the meetings is

discussed in an open honest and supportive way,

that should provide analysis, data, information insight

and direction to the SAB. This has been an evolving

process, but it has significantly improved over the

last year and is currently providing excellent

information for the SAB

An additional responsibility for the group is to monitor

the implementation and action plans of SAR's and

how these are progressing. Much work has been

undertaken to try and ensure this process is effective

and gives the SAB confidence that the work is being

completed. In recent months it has been agreed that

a thematic and overarching plan would be bett er.

This has been put in place and gives a much clearer

oversight on the work required.

A good example of this process followed a

recommendation from a SAR and a proposal at the

SAB Executive Group. A task and finish group was

established to decide whether there is a functional

need for a Mental Capacity Act (MCA) subgroup to 

be set-up as part of the normal business of the SAB.

The task and finish group considered the impact of

the legislation such as Deprivation of Liberty (DOLs)

to Liberty Protection Safeguards  (LPS) and how

assurances would be fed back to the SAB from

partner organisations about the transition process.

The Quality Improvement Group continues to have 

a comprehensive and busy schedule of work over 

the next two years.

This includes continuing to work to embed making

safeguarding personal, to seek assurances that the

principles of the Mental Capacity Act (MCA, 2005) 

are in place and the recommendations from Learning

Disability Reviews (LeDeR) are implemented, conduct

audits on self-neglect and hoarding, implementation

of LPS and to continue to analyse the data from the

performance report to ensure feedback to the board

around performance of the partnership posed by

appropriate questions and challenges.

Scott  Fuller
Quality and Improvement Subgroup Chair
Head of Adult Social Care 



15

In order to promote collaborative working and best

practice across adult and children’s services, the SAB

currently facilitates cross-partnership working within

two of its subgroups. The Communications and

Engagement Subgroup and the Missing and

Exploitation Subgroup include tri-partnership

representation from CIoS SAB, Our Safeguarding

Children’s Partnership (OSCP) and Safer Cornwall

Partnership. All three partnerships are keen to use

these and other forums to establish shared priorities

and joint pieces of work that will have a positive

impact for everyone in Cornwall and the Isles of Scilly

SAB Communication and Engagement
(C&E) Subgroup: 

During 2020/2021, this SAB subgroup has expanded

to also work across the Our Safeguarding Children’s

Panel and the Safer Cornwall Partnership. The

subgroup has representatives from all 3 Boards and

communication experts and meets bi-monthly.  There

are many shared issues across the Boards so working

together on communication and engagement was

supported by the Boards as a positive collaborative

approach. 

Communication and engagement is a key activity for

the SAB across all agencies. There is now a shared

“diary of events” to help forward plan events in a

streamlined approach to raise awareness of

safeguarding and reduce risk of harm to vulnerable

individuals across the county. We have a new shared

website in place that has interactivity and a more

engaging approach than previously. During 2020

pandemic, the number of hits using this site increased

hugely which we see as a positive development.

Raising awareness of adult safeguarding continues to

be an ongoing activity and we have a well-developed

toolkit to help us with this work. Learning lessons

from our SARs/learning events and communicating

them to professionals in a timely and meaningful way

is a regular activity. The 7-minute briefing approach is

now used as well as Lunch and learn sessions across

multi agency teams in localities. We also use the

practitioner events to communicate and engage 

with staff involved in safeguarding individuals for

their reflections on safeguarding processes and 

how these can be improved.

We need to further increase our engagement with

people who have or are being abused in order to

continue to improve safeguarding  services. We

commissioned Healthwatch to carry out a research

project on local people’s experiences of safeguarding

during 2020, this has now been published and all 

the recommendations have been accepted by all

partners agencies on the SAB. An action group is

being established to take the recommendations

forwards in 2021.

The Healthwatch report published in 2021 reflects 

the direct experience of people who have been

safeguarded in Cornwall with recommendations on

what needs to be improved as well as examples of

good practice locally. Making Safeguarding Personal

is one of our “golden threads” and is central in our

new 3-year strategic plan.  We will be continuing

work through our assurance process to check  how

this is implemented in the daily work of all our

partner organisations and communicate good

practice as we identify it locally.

Fiona Field
Communications and Engagement
Subgroup Chair
CIoS SAB Independent Chair



SAB and OSCP Missing and
Exploitation Group (MEG) :  

This has been a very busy year for the quality

improvement group. The beginning of the year saw

increase pressures on partners as Covid continued 

to put pressure on all services. But despite these

pressures partners continued to att end the meetings

and work hard by providing data and information

and most importantly effective challenge to its

partners.

l     Exploitation strategy 2020 -23 agreed based on 

     the four national principles Prevent, Prepare, 

     Pursue and Protect delivering against an 

     outcomes framework is now in place.

l     Webinars have been rolled out as part of an 

     induction and core training throughout the year 

     with three sessions for TFF and three for the wider

     partnership. These include targeting key areas for 

     young adults.

l     Missing and Child Exploitation (MACE) 

     improvements are continuing with local disruption 

     support meetings (LDSMs) taking place and are 

     being well received. Increased understanding of 

     these dynamics has led to the recognition of 

     Organised Crime Group (OCG) activity and where 

     young adults sit within it.

l     The MACE has built on the contextual (adolescents)

     safeguarding approach and this is now adopted 

     by the council.

l     There are indications of a more comprehensive 

     understanding of exploitation across the 

     workforce and good evidence of multi-agency 

     disruption outside of the MACE process. 

l     Introduction of Adult Social Care to a wide-ranging

     representation of partner to the  membership 

     of the MEG to bett er enhance the link to adults.

l     Families and children listened to and involved in 

     solutions focussed practice.

l     Business case is being prepared to consider 

     shared IT platform across agencies to respond 

     bett er and more effectively to safeguarding 

     concerns New referral pathway for adults now in 

     place - several adult referrals made into MACE. 

l     Language accepting experience of trauma used 

     increasingly. 

l     Key messages shared through partnership 

     network.

l     Improvements required to build bett er links 

     between children and adult services and the CSP.

Miles Topham
Missing and Exploitation Subgroup Chair
T/Chief Inspector 
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NHS Kernow Clinical Commissioning Group

(KCCG) 

Charlott e Brown; Head of Nursing 

Sarah Pulley; Lead Nurse for Adult
Safeguarding

NHS Kernow Clinical Commissioning Group (CCG)

promotes safeguarding within its own organisation

and within the contracting and assurance of other

services providing health and care for individuals 

and families in Cornwall. 

For example, this year, we implemented our NHS

Kernow Safeguarding Assurance Tool. This is a 

cloud-based system that both the CCG and our

providers are signed up to. It sets out our common

agreed standards for safeguarding and evidence

how those standards are being met. The system

enables the Trusts and the CCG to identify where we

are working effectively and where improvement or

development work is required. Once populated with

data, the system produces a score card rated red,

amber, or green. This can be viewed on a one-page

high level summary. Any areas that need

improvement can be quickly identified and an 

action plan will be developed within the tool. 

We have strengthened our governance through the

development of our Safeguarding Assurance Meeting,

which provides a forum to triangulate the information

from the above tool with other information. This

informs the assurance we provide internally to 

our quality committ ee and governing body.

The CCG Safeguarding Team works with colleagues 

in our Trusts and Continuing Healthcare (CHC) team 

to have oversight of safeguarding work and to

provide supervision to enable them to effectively

prevent and reduce the risk of harm. 

The CCG fund packages of care for people who have

been determined to be eligible for NHS Continuing

Healthcare (CHC) funding. It is the duty of the CCG

and local social services authority to commission

after-care for those persons discharged from hospital

following detention under sections 17 and 117 of the

Mental Health Act 1983. We also fund some packages

of care jointly with Cornwall Council and other Local

Authorities. Our CHC team work with those individuals

in receipt of CHC funding, their families, and other

agencies to promote the wellbeing of the person.

This includes those individuals who may be

experiencing abuse and/or neglect. The CHC team

takes an active part in safeguarding meetings and

undertaking or contributing to section 42 enquiries

when caused to do so by the Local Authority.

5. Making a difference – 
    partners activity and assurance

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. 

“NHS Kernow Clinical
Commissioning Group
(CCG) promotes
safeguarding within its 
own organisation and
within the contracting
and assurance of other
services providing health
and care for individuals 
and families in Cornwall.” 
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When people are living in complex circumstances, 

a member of the CHC team could be asked to

support with an investigation or within a multi-

disciplinary team (MDT) approach regarding

safeguarding. Our CHC team managers have

oversight of the care package and provision of 

care for those funded individuals who are living in

complex circumstances, providing advice, support

and guidance to the team. The managers and the

wider CHC team can access specialist safeguarding

advice and support within the organisation through

the CCG Lead Nurse for Adult Safeguarding.  This

approach provides consistency and continuity for 

the person and supports a preventative approach

through early identification of risk.

When there are concerns about organisational abuse

within a social care provider, our CHC team will work

with the provider, the Local Authority and other

agencies to ensure the welfare and wellbeing of

individuals and support improvements in the service.

The CCG also has a quality team that will undertake

quality assurance visits with providers and shares 

this information with the Local Authority. 

Internally, our safeguarding team work closely 

with colleagues in the CCG quality team to provide

safeguarding advice and support. An example of this

is our att endance at the Serious Incident meetings

and Learning Disability Mortality Review (LeDeR)

meetings. We att end these meetings to ensure that

Safeguarding and the Mental Capacity Act (2005)

are considered appropriately in these processes.

The CCG has reviewed and increased its internal

safeguarding provision this year to strengthen our

ability to meet our duties and responsibilities in

relation to safeguarding and keeping people safe.

There is a new post of Safeguarding Lead Nurse for

Adults. The post holder supports the CHC team to

work with people who are experiencing abuse and

neglect, along with providing adult safeguarding

leadership and assurance to the CCG and the wider

health system. Funding for an additional post of Head

of Nursing was agreed this year which will provide

strategic leadership to the safeguarding team and

the wider health system. A further agreed post of

Deputy Director of Nursing will enable us to continue

support the SAB at an executive level.

How has your agency contributed to SAB activities?

l     NHS Kernow CCG is a member of the SAB board 

     and its subgroups.

l     We have worked collaboratively with the SAB and

     our partners in all SAR activity, playing an active 

     part in decision making, commissioning, and 

     overseeing the SAR process and report 

     development.

l     As part of the SAB sub-groups NHS Kernow CCG is 

     involved in ensuring all professionals involved in 

     the care of adults and their families are 

     empowered to recognise safeguarding issues and 

     promote the wellbeing of adults.

What did you/your organisation learn from SAB

work/other partners?  

Our organisation has learnt from being involved with

SAB partners the importance of working as a team

for systems, places and neighbourhoods, this

provides ownership of safeguarding and enables 

us to learn from the past to improve the future.

How have key messages been shared? 

Our Lead Nurse for Adult Safeguarding shares all key

messages with our Continuing Healthcare Team.

Assurance of the response of the CCG and its

commissioned providers to key messages is overseen

by our Quality Committ ee. Key messages are also

shared with our Practice Nurse Strategic Leads so

they can be disseminated to General Practitioner

(GP) practices.
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How has practice changed for the bett er?   

NHS Kernow CCG has experienced a change in

practice for the bett er by a growing understanding 

of the need to work as a team with clearly defined

timely outcomes which safeguard.

How has learning has been used to provide bett er

services for individuals?  

The CCG disseminates learning to staff within the

CHC team and to our governing body.

Have things improved across the partnership sector?  

The improvement across the partnership has been

continuing towards a systemic change with buy in

from the partners involved. Also, in shared learning

outcomes from the different types of safeguarding

review to ensure learning happens for the benefit of

individuals and to recognise changes in the systems.

What still needs to happen? What barriers have been

identified? 

The CCG took on delegated responsibility for

commissioning primary care services (including GP

practices) from NHS England and NHS Improvement

in April 2020.  We have learnt from our involvement in

the SAR process that as a system we need to support

GP practices to become more informed about and

more involved in the work of the SAB. Barriers to this

progressing has included the transfer of responsibility

during the period of a pandemic. We plan to use

existing methods of communication and

dissemination to colleagues in primary care to

improve this in the future. We also plan to recruit to 

a new post of Named GP for Safeguarding Adults

who will lead this improvement work in collaboration

with our Local Medical Committ ee.

There is still work that needs to take place in relation

to adult safeguarding learning and development in

the CCG and the wider health system. Although there

are training opportunities for staff in relation to adult

safeguarding, the CCG needs to complete a piece of

work to ensure that all staff are compliant with the

intercollegiate document and have access to multi-

disciplinary adult safeguarding training.

The pandemic has had a significant impact on the

ability of the CHC team to meet some of its usual

functions as several staff were redeployed during the

pandemic. This means that there are some people

who are waiting for an up-to-date review of their care

package. Timely reviews of care are a part of how we

work to ensure the person receives good quality care

and identify and/or prevent any signs of abuse or

neglect.

A review of the Care Act 2014 interpretation and how

services are defined and how the system response

could be strengthened through a Multi-Agency

Safeguarding Hub (MASH) would be of benefit.

NHS Kernow CCG advocates for human rights within

the safeguarding care processes of our internal and

the external organisations. Internally, we have

endeavoured to support people with their choices.

Where people lack capacity, we have endeavoured

to keep the person’s wishes and beliefs at the heart

of decision making, working with advocacy services

and other professionals. 

As a CCG we have access to feedback about all

matt ers relating to health provision within Cornwall

through the Citizen Advisory Panel.

Our CHC team seek ongoing feedback from people

who are CHC funded in relation to whether the 

individual feels their circumstances and wellbeing 

are improving but we acknowledge there that there 

is work to do to understand how people feel about

the service they receive from our teams specifically

relating to safeguarding situations.

The CCG will utilise the report produced by Healthwatch

to work with the board and its partners to respond to

feedback from people who have used safeguarding

services in Cornwall. 
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“There has also been guidance
given to ensure people’s
capacity is assessed and best
interest decisions are made.
People are represented by
advocates where needed.” 

A 50-year-old lady in supported living, jointly

health and social care funded, who was

assessed to lack capacity to make the decisions

regarding where she lived and how to keep

herself safe. The lady required significant

restrictions to maintain her health and safety,

there was no legal framework in place.  

The CHC commissioner contacted the CCG

mental capacity/deprivation of liberty team as

she was concerned about the level of

intervention and restraint needed to maintain the

safety and health of the lady and that there was

no legal framework to support this.  

The CCG sought legal advice from the trust

solicitors, and the case proceeded to a court of

protection application. As a result, there has

been renewed communication encouraging

practitioners to ensue awareness of people who

have restrictions to their liberty in place. There

has also been guidance given to ensure people’s

capacity is assessed and best interest decisions

are made. People are represented by advocates

where needed. 

The learning from this case has placed a 

greater focus on working with other agencies to

understand each other’s roles and responsibilities

within care planning to determine who will lead

in the assessment of risk and care and safety

planning that meets needs and keeps

individuals, professionals and organisations safe.  

We recognise the need to ensure practitioners are

adequately trained to assess mental capacity, 

and able to underpin their care with legislation.

We will discuss process and responsibility with

other agencies to try to come to a resolution to

reduce the delay in ensuring people are

assessed and protected. 

The individual was and will continue to be

included in the Court of Protection process.

This learning has been used to improve our

practice to ensure individuals are respected and

cared for in accordance with the law. It has been

used to examine and re-assess out inter agency

processes.

Case study
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Marie Ward; T/Detective Chief Inspector

(TDCI) - Devon and Cornwall Police      

Every person who makes contact with the police

through the contact centre is assessed on threat risk

and harm and their ability to prevent further harm to

themselves. Call takers are trained to identify need

and prioritise accordingly. All officers are trained to

complete an assessment of need in all interactions

and submit a referral to the central safeguarding

teams who make a further assessment before

making referrals to the appropriate support agency

or at the mini ‘MASH’ (Multi-Agency Safeguarding

Hub) meetings held daily.

The new vulnerability strategy is designed to focus

att ention on those most of need of support to prevent

becoming a victim of crime and aiding recovery if

they become a victim. It also highlights the way that

offenders should be dealt with in line with trauma

informed outcomes where appropriate. 

Our neighbourhood teams and proactive team will

identify those people in the community who are

vulnerable to exploitation and put support plans in

place along with crime prevention equipment and

advice to prevent offenders using their homes for

drug dealing and other offences.

The Police have statutory responsibility to manage

risk in partnership for Multi-Agency Public Protection

Arrangements (MAPPA) and multi-agency risk

assessment conference (MARAC) as well as High 

Risk Behaviour Panel (HRBP) and mental health

partnerships.

Officers have been engaged in the discussions about

the potential for an Adult MASH in Cornwall, which is

a great opportunity to improve outcomes for adults 

in a timelier fashion.

The adult at risk business plan and strategy has been

informed by the plans and actions of the SAB. We

have recently reviewed the way we deal with the

learning outcomes within the force so that all areas

can learn from CIoS recommendations.

Whilst a Tri Service Support Officer (TSSO) was

conducting a Domestic Premise Risk Reduction

Visit they identified a  series of risks and causes

for concern. These concerns were about the

fabric of the building they were renting, a level

of hoarding combustible materials that if left

un-addressed would lead to problems in the

future. There was evidence of binge drinking

and suffered from anxiety and in regular

contact with their GP. 

The GP was contacted, they were aware of 

the individual and they noted the concerns. 

The housing provider was contacted, and they

conducted an anonymous visit to assess and

rectify the condition of the premises, We Are

With You (WAWY) were alerted to offer advice.

Fire Critical control informed  and a

Safeguarding Advocate was allocated, along

with the Fire Prevention team  who enabled Fire

retardant bedding, mat and a bucket to be

purchased for the premises. A safeguarding

referral was made and a Vulnerability

Safeguarding Tool (ViST) submitt ed to the

Central Safeguarding Team (CST).

This is a benefit of the TSSO role in that it can

identify various types of need not necessarily a

priority for any one agency. This officer not only

has the skills to deal with some of the issues

but has the community links to get the right

people in place to help and support people with

various support needs that would not reach the

threshold for social care or other statutory

obligations such as MARAC. 

Positive outcomes included supporting the

individual to have a healthier and safer

environment to live in and supporting them to

make bett er life choices in a safe way. 

Case study



Emma Goodall; Chief Social Worker 

& Head of Adult Safeguarding

Cornwall Council - Adult Social Care

Our Transformation                                                             
In Adult Social Care (ASC) we are transforming our

services to develop integrated models of care with 

a focus on people, place and partnerships. Our plans

centre on ensuring that we deliver the right care, at

the right place and at the right time. Central to this

work is the ongoing transformation plan for adult

safeguarding, building on recommendations from the

Cornwall Council commissioned ‘Safeguarding Adults

Peer Review Challenge’, led by the Local Government

Association (LGA) in 2019. Our transformation plan

aims to provide operational improvements internally

and across the system and is set within our wider

service objectives that aim to build strengths and

maximise independence. 

Our key areas of development:

l     Multi-Agency Safeguarding Hub (MASH) 

l     ‘Place-based’ adult safeguarding

l     Supporting the development and delivery of a 

     Prevention Strategy for Cornwall alongside the 

     SAB and the wider partnership

l     Continued development of policy and governance 

     frameworks

l     Continued delivery of Making Safeguarding 

     Personal (MSP) across the system

Multi-Agency Safeguarding Hub
(MASH)                                                           
Working with the SAB and with our partners we are

leading in the formulation of a MASH. Building on

existing structures in our Triage Service we aim to

bring together multi-agency, multi-disciplinary

expertise, knowledge and skills to deliver services in

a coordinated way. The aim is to improve standards,

increase scrutiny and reduce the time between

professional responses, which is bett er for the person

at risk. A MASH will enable us to foster greater

confidence to share information between partners

and to avoid duplication of processes across

agencies with more time to respond to risk,

contributing to the bett er allocation of resources. 

Acknowledging that safeguarding is complex, we will

be developing our Safeguarding helpline to offer

advice and guidance. This will also enable our triage

practitioners to have more time to spend with the

people at risk who need our support, actively leading

in changes that go further in Making Safeguarding

Personal. 

Prevention                                                        
The SAB is leading in a Cornwall and Isles of Scilly

multi-agency safeguarding Prevention Strategy. This

strategy will inform ASC’s internal and outfacing

prevention strategy and will deliver on key messages

in the Making Safeguarding Personal agenda and the

recommendations from the Healthwatch report.

We will be working closely with our three partnership

boards in Cornwall – the Safeguarding Adults Board,

Our Safeguarding Children Partnership and the Safer

Cornwall Partnership to strengthen our approach to

prevention. This will enable us to bett er work with key

agencies across the system to coordinate ways of

safeguarding people across the life course. Ensuring

the voices of the people who use services and

communities will be critical to this work. We will be

working with colleagues in ASC, the Council and the

wider partnership to bett er develop ways of working

that promote co-productive partnerships with

people.
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Statutory Duties                                                             
The Care Act 2014 sets out a clear legal framework

for how local authorities and other organisations

should protect adults at risk of abuse or neglect.

Section 42 (S42) of the Care Act 2014 places a

specific duty on local authorities to make enquiries, 

or cause others to do so, if they reasonably suspect

an adult in need of care and support in their area 

has been, is or is at risk of being, neglected or 

abused and is unable to protect themselves.

Safeguarding Concerns                                                           
How many concerns have been raised?

The number of safeguarding concerns shared with

Cornwall Council has risen by 10% compared to the

previous year, with an additional 741 concerns: in

2020-21, 7988 concerns were received, compared 

to 7247 the previous year. 

What does this increase represent?

These increasing concerns do not represent repeat

concerns for the same adults – rather the number of

unique individuals who were the subject of concerns

also rose (9%) in proportion to the increase in 

safeguarding concerns (10%). This means that 

more adults at-risk have been identified and this

information has been shared with Council for

consideration compared to the previous year.

How did the Safeguarding Team process
these concerns?

A safeguarding concern can either be progressed to

an enquiry under S42 Care Act or the risk can be

managed through some other means (e.g., through 

a plan led by the care provider or social worker). The

ratio of concerns which are then progressed to S42

Enquiry is called the conversion rate and this tells us

a lot about the work of the safeguarding team.

During the pandemic, the Safeguarding Team tried 

to do as much work as possible with adults at risk to

avoid converting concerns into full S42 Enquiries. This

was a deliberate plan, to relieve pressure on Social

Work teams who had extra work due to COVID. As 

a result, the conversion rate has dropped in 2020-21,

to an average of 15.5% over the year. This means that

although more concerns were received, fewer of

these were turned into S42 Enquiries and in more

cases, an alternative risk-management plan was

achieved. 

In order to reduce the number of cases which

progressed to S42, the triage team spent more time

talking to adults about their wishes and supporting

them to develop alternative ways of managing risk. 

For those cases which did progress to S42, more of

these cases involved situations where we could not

safely speak to the adult (either because it was not

appropriate to their needs to use phone or Teams or

because it was not safe to do so). Being unable to

speak to the adult was a deciding factor in a greater

number of these cases which did progress to S42.

How quickly was a decision reached?

We measure how long it takes to reach a decision

about a safeguarding concern and aim to complete

this within 5 days. For most of the year 2020-2021,

this was achieved in over 80% of cases. The number

of cases where a decision was achieved within 5

days has decreased compared to last year, but this

reflects the increasing work undertaken at the triage

stage, to prevent cases progressing to S42 enquiry

where possible.

On average, 678 concerns
were received each
month, with a peak seen
in December 2020 of 734

“We are updating our
policies and procedures
to reflect changes in
legislation and guidance
including the Domestic
Abuse Act 2021.” 23



Self-neglect

In common with the rest of the country the numbers

and severity of reported self-neglect cases with

Adults is increasing. To improve our response our

electronic system has been developed to include

safeguarding self-neglect concerns with our

workflow. This enables our locality teams to have 

a much closer scrutiny of individual cases in their

areas and across Cornwall as a whole. 

Person in a Position of Trust (PiPoT)

During the period April 2020 - March 2021 there 

have been 111 concern received. These concerns 

vary in origin occurring in the workplace, but also in

the persons personal life e.g. at home. The table

below provides further detail on the PiPoT concerns

received.

This work engages the local authorities adult

safeguarding duties under s42 however, we also

consider the persons Article 8 rights versus the risks.

This work is complex and working together with the

Local Authority Designated Officer (LADO) and our

partners and stakeholders to in share and receive

information. We plan to strengthen our partnerships

in this work with the formulation of the MASH

enabling us to share in and develop our working

practices and our learning with partners.

PiPOT Concerns by Origin 2020/21

Quality Assurance

Our Quality and Assurance Team and our

commissioners in Adult Social Care are working

closely with our Safeguarding team to strengthen

practice. The Quality Assurance team complete

quality assurance reviews that support services with

an impartial look at their business, whilst providing

the council with assurance on quality and care within

services. They provide an important advice and

support role in the safeguarding adults process,

working with providers where there are concerns. 

The team receive 1,200 referrals per year via the

Adult Safeguarding Triage Team and these feed into

a risk-based monitoring approach to determine

further action. The team is currently introducing a

new performance quality tool to report concerns 

or compliments, and this is planned to ‘go live’ in

August 2021. 

Total PIPOT concerns 
received by Cornwall

Q1 Q2 Q3 Q4 Total

34 27 26 24 111

“Our Quality Assurance Team
delivered a system response to
providers reporting a coronavirus
Outbreak. In the last 12 months
of the pandemic 97% homes
have been impacted by
coronavirus, affecting 13% of
residents and 23% of staff.”

Concerns managed 
by Cornwall

Workplace 

33 25 25 24 107

Origin of
concern:

Personal 
life

LADO
Concerns
diverted to:

Another
Local 
Authority

19 19 17 11 66

15 8 9 13 45

1 1 1 3

1 1
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Training and Development

In April 2021 we refreshed the training of more than

60 Best Interest Assessors (BIA) including staff from

Adult Social Care, partner agencies and practice

leads from our Liberty Protection Safeguards (LPS)

partnership group. This is in readiness for the LPS 

and conversion to Approved Mental Capacity

Professional (AMCP) assessor status, a new 

specialist role providing enhanced oversight for 

those people who are deprived of their liberty. 

We are actively planning for the implementation of

the LPS, which is scheduled for April 2022. Whilst we

await the regulations and guidance that sets out the

transition arrangements for this new legal scheme,

we  are focussing on workforce readiness through

training and development. We are currently offering

LPS ‘primer’ training to our managers, Principal Social

Workers and Principal Occupational Therapists to

develop the legal literacy and capability of these key

professionals who will be undertaking LPS scrutiny. 

We are currently expanding our e-learning suite of

development tools that support Making Safeguarding

Personal. In May 2021 we introduced a refreshed

Safeguarding Awareness module, this has been

updated to reflect changes to practice and

legislation. During 2021/22 we will be implementing

new induction and professional level eLearning

training on a range of topics including - Making

Safeguarding Personal, Care Act 2014, Mental

Capacity Act, Liberty Protection Safeguards, Self-

Neglect & Hoarding, Autism & Neuro Diversity,

Learning Disability and strengths-based practice.

We are working with our Practice Education &

Development Team (PEDT) to expand our training

offer to our staff including a new induction and core

curriculum programme, with an increased emphasis

on strengths-based practice. As part of this initiative,

we are focusing on improving communication skills in

assessment and we are pleased to have launched a

Duel Sensory Loss training that provides learners with

a recognised certificate. This is available to ASC staff

and providers. Going forwards, we will be working

with partners to consider how together we can

develop new opportunities for learning across the

system.

25



26

Nicholas (pseudonym) was subject of an adult

safeguarding concern. The concerns related to

Nicholas allegedly experiencing neglect from his

parents. Nicholas was living in a caravan on his

parents’ drive but was reportedly not allowed in 

the house. The referrer noted that Nicholas had to

make use of an outside toilet and was concerned 

this was unfair and punitive. 

As Nicholas was unknown to Cornwall Council, his

case was discussed at the multi-disciplinary team

(MDT) ‘Mini-MASH’ call. Because Nicholas could not be

contacted directly and was unknown to the Council,

the Safeguarding Triage team was unable to make a

thorough decision about the risks and required action,

so used the mini-MASH call to seek information. 

Despite the initial appearance of Nicholas being

subject to potentially negligent care, information from

partner agencies soon established that Nicholas had

an appearance of need related to mental health and

substance abuse and was proactively supported by

his parents. His parents, however, face significant

stress in meeting Nicholas’ needs and have had to

assert boundaries about Nicholas entering their home.

Nicholas had no other support networks at this time. 

One multi-agency partner knew Nicholas and

provided context that he had previously been hard to

help, causing lots of distress to his parents. COVID had

meant that support structures in place previously 

had not been available to Nicholas, leading to him

spending more time at home. 

It was agreed that the agency who knew Nicholas

best (WAWY) ought to undertake face to face visits

with Nicholas in the caravan to undertake extended

information gathering and to seek his desired

outcomes. This was a proportionate response to the

potential risk. Meanwhile, the Local Authority triage

worker contacted the parents to explore their needs

for support as carers, establishing their need for a

carer’s assessment. 

This case reflects the effectiveness of multi-agency

information sharing to support the Local Authority’s

decision making in relation to S42. The mini-MASH 

call allows the Local Authority to make proportionate

decisions which also engage our statutory and 

non-statutory partners where appropriate. 

The MDT partners who are engaged in the ‘Mini-MASH’

all feedback on the positive benefits of shared

decision making, ensuring decisions are timely for

adults at risk, but also support a prevention agenda

by engaging early to prevent the development of

need. 

This is one example of many where robust decisions

can be taken quickly and underlines the importance 

of the MASH project. 

Case study
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Scott  Fuller – Head of Adult Social Care –

Council of the Isles of Scilly      

The Isles of Scilly has, and continues to have good

close working relationships with adult care services

across the islands. All complex social care cases are

discussed as part of a multi-disciplinary team (MDT)

that take place three times a week. Regular

att enders include primary care, hospital, adult social

care, South West Ambulance Service Trust (SWAST),

mental health services, community nursing and care

home and domiciliary care services. This supports

early intervention for appropriate people on the

islands enabling the right person to be walking down

the pathway at the right time. In addition to this

mainland services can access the MDT when it is

appropriate or required. 

A good example of this integrated practice is noted 

in the box below.

The Isles of Scilly has been a regular contributor 

to the safeguarding adults board in all requested

areas. It provides representation for the quality

improvement group and its director or a

representative contribute to the board.

In 2018/2019 adult social care set up training for 

staff within the local authority and other relevant

professionals. This was extended to the community 

to enable people to get a greater awareness of

safeguarding in Cornwall and the Isles of Scilly. 

Adult social care has started this process off-again

and it is hoped that the rollout will take place 

starting this autumn across the islands.

While this training was put out to the community, 

it’s take up was very poor. The vast majority of people

putt ing themselves forward for the training, had some

connection to adult care on the islands. It was hoped

rolling out of this training would help give the

community a greater understanding of safeguarding.

It is hoped with bett er communication we will be 

able to reach more people across the islands

A community nurse att ends a regular appointment within the home of a person on

the islands, they have some concerns relating to self-neglect and possible health

issues. This information is passed back via the MDT as a complex case, looking for

advice and support and appropriate intervention. A discussion takes place about

the best way to support this individual, adult social care take on the role as the

lead service and starts a process of working with the individual person, to support

them both socially and with other issues within their life. They receive a package

of support from the domiciliary care agency. The Individual continues to receive

specialist input from the community nurses and adult social care. The structure of

the MDT and the services within it enables professionals to look at complex cases

and work together to prevent individuals requiring emergency intervention and

possible safeguarding concerns. Reducing the risk for individual people and the

need for long-term care and providing hopefully a positive outcome. 

Case study



Zoe Cooper - Consultant Nurse Integrated

Safeguarding Services

In April 2020 RCHT and CFT integrated their

safeguarding services. This has provided invaluable

opportunities to increase communication across both

organisations, standardise our approach to

Safeguarding, with a focus on early intervention,

making safeguarding personal and a reduction in

variation and duplication.

Our annual statistics demonstrate a significant

increase in contacts for advice and early interventions

equating to a 189% increase (2020 = n1123 – 2021 =

n3245). We have also seen a reduction in Section 42

Caused Enquiries, possibly through improved

prevention and early interventions.

The Integrated Safeguarding Service has been

working on increasing awareness of Safeguarding

(abuse and neglect). This includes:

l     The revision of mandatory training;

l     The provision of bespoke training;

l     Development of a ‘learning lessons’ programme;

l     Allocation of Safeguarding professionals to service

     areas;

l     Increased Safeguarding Supervision;

l     Revised online resources;

l     Improved accessibility to Safeguarding Services.

variation and duplication.

Integrated Safeguarding Services are notified of

patient incidents for both organisations. Each incident

is reviewed by the Integrated Safeguarding Team to

consider risk and Safeguarding concerns. The Team

are visible across the organisations and system; 

as required and support the early and effective

response to risks.

Integrated Safeguarding Services have continued to

be ‘business as usual’ during the COVID -19 Pandemic. 

RCHT and CFT att end and participate in the

Safeguarding Adult Board (SAB) and SAB sub-groups.

The Consultant Nurse for Integrated Safeguarding

Services is the Chair of the SAB Learning and

Development Group.

Safeguarding Learning from SAB is shared via

different routes this includes email communications

and an Integrated Safeguarding Newslett er. This

along with the SAB newslett er is cascaded through

all Safeguarding links. The Integrated Safeguarding

Service promotes the SAB workshops and

encourages practitioner att endance.

Mandatory Safeguarding training has been revised to

include findings from Safeguarding Adult Reviews

(SAR’s) and Domestic Homicide Reviews (DHR’s). 

Training compliance requires targeted improvements.

This has included a data cleanse to ensure our

training figures are accurate and non-complaint staff

are then invited to att end their training. The training

provision has been increased to accommodate the

numbers required. 

The Integrated Safeguarding Service has received a

warm and positive response from our workforce

members following integration. The dual policies,

single communications, visibility and the ability to

easily access the team for prevention and early

intervention assistance.
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Making Safeguarding Personal is the golden thread

throughout our Safeguarding training, as is ‘Think

Family’. The ethos of the Integrated Safeguarding

Team is patient centred. 

Safeguarding professionals are visible in clinical

areas and make themselves available to speak to

patients, their relatives and staff. This appears to 

be well received, especially on the in-patient 

mental health wards.

The Integrated Safeguarding Service encompasses

‘all ages’. This enables us to truly ‘Think Family’.  

The team also hosted a third sector partner’s event

‘We are with you, CRCC and Safer’. The teams

supports both patients and staff of RCHT and CFT 

in prevention, early intervention or Safeguarding.  

The team’s ethos is that the workforce needs to be

looked after to provide good Safeguarding practice

to the people of Cornwall.

A mature lady lived with her ex-husband. She had

a range of health conditions and required home

oxygen; he was not registered with any services.

Due to fears of contracting COVID-19; they refused

to see health professionals or allow access to their

property. Previous care packages had broken

down and there had been previous safeguarding

enquiries made. A new Safeguarding referral was

made due to concerns of self-neglect including

soiled continence products, dirty dishes, and

evidence of smoking (with home oxygen). The

home conditions were described as “squalid”.

The couple had a good rapport with a Community

Matron who worked outside of their catchment.

Reasonable adjustments were made to enable the

Matron to visit and conduct health assessments.

The adult’s views were in conflict of each other, the

husband did not accept that any help was needed

or that there were risks, the lady wanted help and

support.

Immediate actions taken to support the family

included registering the husband with a GP,

arranging physical health and urgent oxygen

reviews and allocating a social worker. All

practitioners visiting provided evidence of negative

lateral flow tests in acknowledgement of the

couple’s concerns. A Multi-Disciplinary Team (MDT)

was formed with all relevant services including the

Community Matron(CFT), MARAC Lead (Integrated

Safeguarding services), Cornwall Fire and Rescue

Service (Cornwall Council), Social Workers (Adult

Social Care), Adult Community Services (CFT), the

Police (Devon and Cornwall), Geriatrician (RCHT),

GP (Primary Care), Air Liquide (Oxygen Company),

Respiratory Nurse (CFT), Family (both daughters)

and Legal Services (KCCG).

Professionals also shared safeguarding information,

giving consideration of legal frameworks and

involving other family members. Partnership working

with the couple and other professionals continued in

the lead up to and after the lady’s admission to

hospital as her health deteriorated. Staff were made

aware of the care plan and safeguarding concerns

for both adults through flags on healthcare systems,

which enabled:

l     Safe planned discharge that enabled the 

     lady to return home for End-of-Life care as 

     per her wishes;

l     Support for the lady to die peacefully at 

     home with her partner at her side.

Barriers and how they were overcome:

3   Accessing the adults to enable full 

     assessment - Reasonable adjustments to 

     allow a professional of the adult’s choice.

3   Fire hazard from smoking with oxygen - 

     A balance sheet was completed, and risks 

     evaluated by the adults and the MDT.

3   The adults reported feeling “detached” from 

     their care planning - Care plans were writt en 

     and discussed with them.

3   Reluctance to accept carers or to be 

     admitt ed to hospital for fear of COVID-19 - 

     Planned co-ordination of care and 

     reassurance including sharing evidence of 

     negative tests.

Case study

continued overleaf
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Professional reflections noted the importance

of MDT working and Making Safeguarding

Personal (MSP) principles in keeping the adults

at the centre of the process. Practitioners also

reported the positive value, learning and

improvement in practice related to:

l     Adopting a needs-based approach rather 

     than focussing on diagnosis;.

l     Using a check sheet balance to weigh up 

     risks and benefits and record concerns 

     clearly and concisely

l     Decisions were made by the adults with 

     the support of the MDT

l     Improved understating of each other’s roles

     and responsibilities;

l     No one service was left holding the 

     concerns;

l     Home visiting patt erns and care plans were

     adapted to fit around the adults;

l     Holding an MDT in a timely manner 

     enabled immediate and longer-term safety

     planning;

l     The Integration of the Safeguarding 

     Service helped follow the adults through 

     their care journey;

l     Staff received Safeguarding Supervision to 

     help with their resilience in the complex case.

l     Review of Adult Safeguarding Policy 

     underway to provide a dual CFT/RCHT 

     Policy, scheduled for completion by the end

     of July 2021; - currently out for consultation

l     Review of the care management approach

     in terms of the self-neglect framework. 

     Mandatory training has been revised to 

     reflect this including risks associated from 

     fire prevention, oxygen and conducting fire 

     safety risk assessments;

l     Agencies benefited from working together 

     and developing positive relationships. This 

     has supported multi-agency Safeguarding 

     working on other cases since.

Professionals have fed-back that although 

at the time the process was difficult and

emotive, agencies worked closely together 

to achieve the best outcome all around. The

Adult Safeguarding process has enabled

professionals to hear the voices of both adults

collectively and as individuals and supported

the person to have a good death, in line with

her wishes.
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Chris Wolstencroft - Station Manager,

Cornwall Fire and Rescue Service (CFRS)

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.

Communication to staff continues to promote:

“If You See Something, Say Something,

Please do not leave this to anyone
else or another service/agency.”
In line with National Fire Chief Council (NFCC)

guidance, emphasis is placed on prevention and

protection with an ‘upstream’ approach to addressing

risk. An awareness of safeguarding principles and

their implementation within the environments we are

familiar with aim to allow staff to recognise, respond,

report and record safeguarding concerns in an

efficient and effective manner.

Safeguarding improvement is a continuous process

assisted by CFRS and Devon and Cornwall Police

(D&CP) collaboration safeguarding officer (CSO). This

new innovative role, initially a 12-month joint funded

secondment, is believed to be the 1st of its kind in the

country. The new role provides a link between both

services and concentrates on identifying, developing,

and delivering an effective and efficient response to

safeguarding concerns.

CFRS continues to provide active representation at

SAB and all subgroups. 

We continue to seek improvement from our

involvement in SARs implementing reflective learning

in line with action plans. Increasing awareness of the

service and the safety messages we deliver has been

achieved through partnership arrangements and our

delivery and support of lunch and learn events and

advocate learning events.

The introduction of the CSO has improved our

delivery of safeguarding services, allowing us to

identify and engage with some of the individuals 

at the highest risk that previously would not have

come to our att ention. 

Our representation at regional and national

safeguarding working groups within the fire sector

allows us to share best practice both with our

partners within Cornwall and other fire service

colleagues across the country.

The service is committ ed to the development of 

the proposed Multi Agency Safeguarding Hub.

Our lack of access to recording systems utilised with

adult services often leads to an inefficient ????
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Neighbours of an elderly lady called Devon and

Cornwall Police (D&CP) to offer and enable support

for her. The individual was living on her own and

had been seen banging on the windows in the

middle of the night, trying to get out of the house.

After att ending the ladies home D&CP officers

discover that she has quite severe dementia – 

she has carers and all the support is in place, but

those carers and her son are locking her in at night

to stop her from wandering off and gett ing lost.

Devon and Cornwall Police (D&CP)vulnerable

individual screening tool (VIST) showed that 

the lady had everything she needed in terms of

protection and carers. From a fire service point of

view a huge risk was identified by the collaboration

Safeguarding Officer (CSO). If the lady was being

locked in at night her ability to escape in the event

of a fire or similar incident was considerably

compromised. 

There wasn’t really any need for further action by

the police but from the fire service point of view

there was a requirement for a person-centred risk

assessment 

to discuss, identify and implement agreed actions 

to meet the needs and desire of the individual to

continuing living alone in a safer manner applying 

the risk reduction hierarchy.

The collaboration safeguarding officer role was

able to overcome issues usually related to

information sharing between partners with ease

and efficiency. CFRS recognised the benefit of

sharing information, identifying that joint situational

awareness and mutual appreciation of risks can

lead to the implementation of actions which

improve the safety of community members that

previously the individual service, independently,

may have considered safe. The 

CSO has offered monitoring of D&CP VISTs which

would have previously not been scrutinised and

retrospective supervision of CFRS incidents from 

a safeguarding perspective. 

The elderly lady and her family were informed of all

CFRS concerns and fully involved in the development

of safety plans and risk assessments. Education,

behaviour change and some restrictive measure

options were all factors involved in the raising of

situational awareness. 

The CSO has expanded their monitoring processes 

of both services intelligence systems with an aim to

identify and improve the safety of more individuals,

through accurate, effective and efficient referrals 

to the appropriate pathways. This has also led to

further partnership arrangements and prevention

initiatives.

Case study



Mike Carnall - Designated Safeguarding

Lead – The Cornwall College Group (TCCG)

The Cornwall College Group is the largest education

and training provider in the region, providing further

and higher education from seven main campuses

and various outreach sites, which includes work-

based learning, apprenticeships and adult

community provision. We consider ourselves to be

integral to the communities and localities in which we

serve, while supporting and safeguarding those who

are in need. Our mission is to provide ‘Exceptional

education and training for every learner to improve

career prospects’ while adopting college values that

encapsulates the key principles of safeguarding.

These are:

l     Learner First

l     Act with Integrity

l     Take Ownership

l     Achieve Excellence Together

The Cornwall College Group, like many other education

and training institutions have experienced a challenging

year with an ever-changing community landscape and

the impact of COVID-19. However, the college has

shown great resolve, determination and commitment to

provide the best possible experience for all learners,

while helping them to stay safe and feel supported, to

enable them to be successful. This has been recognised

and highlighted in two OFSTED visits during the year,

which acknowledged the strategies adopted to

maintain visibility of learners at most risk of harm and

effective multi-agency working to support individuals.

A key principle adopted by the college is early

intervention and early help to prevent escalation and

to resolve safeguarding concerns quickly, enabling

learners to focus on engagement and progression.

Amongst other themes, the college and learners has

actively contributed to campaigns to raise awareness

of exploitation in all its guises, with a particular focus

on criminal, sexual and online exploitation, with 

e-safety. This has included personal and professional

development activities as part of the learner’s

curriculum.

There has also been a considerable focus on mental

health, concentrating resources and support on

positive intervention and protective behaviours to

develop resilience and counter the emotional effects

of lockdown, on-line learning and social isolation.

Representatives from the college contribute to

strategic partnerships and forums that seek to

identify emerging themes and areas for priority work. 

The college actively contributes to the SAB

performance report and quality improvement by

reporting on interventions and the safeguarding 

work. There is representation and contribution to the

thematic reviews and safeguarding adult reviews,

where lessons have been learnt that inform

safeguarding policy and practice within the college

sett ing. This includes the importance of involving the

learner in decisions taken and listening to the views

of the learner, while acting in their best interest.

Capacity and communication barriers have

presented particular challenges during this year. 

There has been positive feedback from external

agencies and OFSTED but importantly the learners,

who in the end of year survey, overwhelmingly

agreed with statements in relation to how well 

they felt supported, safe and successful.
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David Dickinson - Director of Student &

Library Services – Falmouth Exeter Plus 

Falmouth University and the University of Exeter 

have over 7,500 students, on three campuses in

Penryn, Falmouth and Truro. 

University support assists students by fostering their

independence and self-responsibility. The main

campus at Penryn 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 to the relevant

local 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.

In the last year the Universities have prioritised 

the welfare, wellbeing and safety of all students 

and users of their campuses in all their activities.

Significant efforts were made to increase

communications with students, to keep them in touch

with changes in academic areas and to remind about

the covid-safe rules on and off campus. There 

was also a high focus on raising awareness of the

steps students and staff can take to maintain their

wellbeing personally, and how to get help if it is

needed.

The challenges presented by COVID-19 and social

restrictions have been significant and staff have

worked hard to ensure that students were as

effectively connected, supported and assisted as

possible. Increased contact with students was

maintained by academic staff, as well as enhanced

outreach to self-isolating student households, and

online social support. New COVID-19 testing and

support services were introduced, to supplement the

existing network of specialist support services. These

cover 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 in

academic areas. 

The Universities are represented on the Safeguarding

Adults Board and the SAB Missing & Exploitation

subgroup in recognition of the size and nature of the

student population.
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“The challenges presented 
by COVID-19 and social
restrictions have been
significant and staff have
worked hard to ensure that
students were as effectively
connected, supported and
assisted as possible.”
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Angela Hill - Named Nurse for Safeguarding

Adults – University Hospitals Plymouth NHS

Trust (UHP) 

The period covered by this report was challenging

with the impact of COVID-19. Previously established

campaign/ promotional activities meant we had to

restructure the way we engaged in our aim to

generate wider interest in safeguarding and to make

sure that ‘safeguarding is everyone’s business’.

Alternative teaching, blended learning and recrafting

and refreshing of publicity mediums to promote

awareness and understanding of abuse and neglect

among service users, carers, professionals, care

providers and the wider community has been

effective.

The safeguarding team of UHP work in partnership

with the Cornwall and Isles of Scilly Safeguarding

Adult Board (SAB) (alongside engagement with

Plymouth, and Devon and Torbay’s SAB and SAB

subgroups).

Our statutory commitment to commissioned

Safeguarding Adult Reviews and Domestic Homicide

Reviews, alongside served Care Act Section 42’s for

cases with poor outcomes (and to make sure that

lessons are learned for the future) can be both

demonstrated and scrutinised. Investigative

operating processes have been formalised and

performance data and information sets are more

sophisticated and effective.

The importance of safeguarding and meaningful

learning is core business at UHP- a mindset

embedded in our Trust values. Executive

safeguarding leadership and focused safeguarding

Steering, Operational and Champions’ Forum

subgroups act to assure Board and Partners of our

safeguarding arrangements. 

A substantial UHP Board investment, in preparing for

the national Liberty Protection Safeguarding work

(second to Mental Capacity and Deprivation of

Liberty Safeguards current business) has seen the

recruitment of a senior specialist lead; we are

confident our new dedicated team will embrace the

statutory roll-out next year.

Adult victims are listened to at UHP; finding out what

those who have been abused want in detail and their

thoughts/wishes considered is core to our Trust

business and values. Safeguarding is done with the

adult and not to them, e.g. Consultation on hospital

protection plans, risk-management care, signposting

to services, discharge plans with outcomes that are

meaningful and improves the lives of the victim and

that they feel less at risk of threat or harm on leaving

our service(s).  

Conversely, our robust and all-inclusive blended

training programme has received feedback from staff

who have “lived experiences” of safeguarding and

whom have shared the importance and positive

impact of the qualitative teaching delivered. 



Jon Nason – Head of Cornwall PDU (SW) –

National Probation Service (NPS)         

The Probation Service (PS) safeguards people in

prison (PiP), people on probation (PoP) and the

children and vulnerable adults with whom PiPs and

PoPs are in contact. This means keeping individuals,

both in the community and custody, safe by

protecting them from abuse and neglect. 

The Probation Service’s safeguarding activity is

underpinned by the principles of the Care Act (2014).

Our policy framework ensures 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. All PS staff

have a duty of care to individuals and will take

appropriate action to protect them. It is the

responsibility of all staff to safeguard adults at risk

throughout all stages of the PiP/PoP’s sentence. 

Safeguarding checks take place at the earliest

opportunity, and adult safeguarding concerns are

identified by staff at Court, and/or by the community

offender manager and prison reception.

Safeguarding concerns may relate to the PiP/PoP 

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     have care and support needs (but not defined as 

     an adult at risk by the Care Act)

l     are vulnerable to abuse (but not defined as an 

     adult at risk by the Care Act)

Probation Practitioners, in both the community and

Prison, identify, assess, and manage the risk of harm

posed to adults at risk. There is also the requirement

to assess and manage the risks presented towards

the PiPs/PoPs as adults at risk themselves. As the

NPS in 2020/2021, we have contributed to SAB

activities by being represented at multi-agency

forums, SARs, DHRs etc.
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“The Probation Service 
(PS) safeguards people 
in prison (PiP), people on
probation (PoP) and the
children and vulnerable
adults with whom PiPs
and PoPs are in contact.”



The following case study demonstrates this work 

in practice and reflects on outcomes achieved. 
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During 2020, a 21-year-old male was sentenced

to a Community Order of 18 months’ duration for

Common Assault and a Public Order offence.

The order comprised 20 Rehabilitative Activity

Requirement Days. At the time of sentencing,

the Person on Probation (PoP) was not open to

any mental health services in Cornwall. He had 

a diagnosis of Pervasive developmental disorder

(PDD)and a history of childhood trauma, traits

of att achment disorder and dissociative

episodes. History of violence and anger,

emotional deregulation which increases with

stress. He was accommodated in supported

housing. The PoP was open to Adult Social 

Care (ASC).

The PoP was subject to a Risk Escalation

process from the then Community Rehabilitation

Company to the then NPS due to allegations of

sexual offending at the accommodation. There

was a multi-agency response via MAPPA at level

2, as the dynamic risk situation increased with 

a brief period of homelessness.  

Considerable multi-agency work has taken

place, and is ongoing, to ensure that the PoP is

accommodated appropriately and risk to staff

and residents is managed. Multi-disciplinary

Team meetings have been held frequently in

addition to Multi-Agency Public Protection

Arrangements (MAPPA) Level 2 meetings 

which have included the PoP’s father who is

integral to the support network. 

The PoP was been referred to mental health

support and is engaging appropriately.

Engagement with Probation has fluctuated but

is currently positive. A Sexual Harm Prevention

Order was been obtained to manage risk in 

the community. This has introduced a Police

Offender Manager to the professional support

network around the PoP and he has engaged

well with this. Working closely with MAPPA

partners, it was possible to ensure that this

vulnerable PoP was both supported in the

community at the same time as being held to

account for his behaviour and external controls

being implemented to manage risk to others in

the community. The PS worked within policies

and procedures in this case. They have not been

updated or amended.

PoP’s father is highly involved with the PoP and is

very supportive and protective of him. At times,

this has led to him taking an oppositional stance

to the PS and MAPPA partners.  However, involving

him, where appropriate, in the multi-disciplinary

team meetings appeared to break down barriers

between the family and the professional network

around the PoP. At times, the PoP has reacted

negatively to the PS taking enforcement action

due to poor compliance. However, his

engagement improved after the enforcement

action and he is reporting a positive working

relationship with his Probation Practitioner and

MOSOVO (Manager of Sexual or Violent Offender).

In addition, he has been provided with

accommodation, and increased MH support.

At this time, the PoP is demonstrating improved

behaviour in the community and his risk of

serious harm assessment has reduced from 

very high to high.
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Sophie Hosking - Chair of Safeguarding

Steering Group / Strategic Director -

Neighbourhoods 

Cornwall Council and the Corserv Group

This year has seen a new administration for Cornwall

Council and as part of their induction, we have

ensured Members were provided the required

information and had opportunity to test their learning

and ask questions regarding their safeguarding

responsibilities. This provided the foundation, so as

the local leaders of place they are aware of reporting

mechanisms and how to access further information.

Further briefings are scheduled throughout the year

to allow a focus on specific topics. 

The Safeguarding Steering Group (SSG) continues to

meet quarterly to provide oversight, co-ordinate work

and explore and help mitigate risk. As part of this the

SSG maintains the development and stewardship of

the Advocates network which spans 260 volunteers

and is open to Members in their local leadership role.

As a result of the Pandemic it was critical to keep

Advocates connected and informed and to support

this training was provided virtually. This allowed new

Advocates to receive a proper induction and the

format has enabled us to hold more regular sessions,

helping to ensure engagement and ongoing available

support. Sessions to date have included: financial

exploitation of vulnerable and elderly people and

exploration of case studies through learning from real

events such as a case involving multiple safeguarding

concerns including smoking, emollient creams,

hoarding and self-neglect. 

Following a significant review of the Council’s

corporate Safeguarding Policy in 2020, it will be

receiving its annual refresh over the coming months

to ensure the content is up to date. The Multi-agency

Hoarding Protocol is also being reviewed to ensure it

is fit for purpose which is being led by the Fire and

Rescue Service and will reflect on incidents reported

since the publication of the first edition of the

protocol to ensure maximum learning is included in

the refresh. 

In order to ensure strategic partnerships are fully

aware of their safeguarding responsibilities, the 

Chair of the Safeguarding Steering Group wrote 

to partnership chairs to seek assurance that they

have adopted the right approach. 

The communications team continue to 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. The team are currently evaluating our

marketing and campaigns output for safeguarding

across the Adults and Together for Families

directorates.

The Prevent programme works to stop individuals

from becoming involved in terrorism or extremist

activity and is designed to safeguard people in a

similar way to other safeguarding processes that

protect people from modern day slavery or sexual

abuse. Working to a national model, Cornwall has

referral arrangements that are aligned to or

complement other local safeguarding referral

processes and works to safeguard people regardless

of the ideology that may be drawing them to

terrorism. Following the conviction of a Cornwall

resident for 12 terrorism related offences, all partners

and officers have been reminded of their Prevent

duties and responsibilities.

The SSG has kept abreast of work undertaken

through the Council’s response to Covid to ensure 

join up, by looking to address and consider emerging

trends flagged as a consequential impact from the

pandemic. 

For example, we have planned an upcoming

Advocates session that will focus on suicide and

mental health which is a significant ongoing concern

both across Cornwall and internally within our

workforce as our officers continue to feel the

pressure, largely due to Covid and the impact 

on our services. 



In addition to this session, through SSG a wider

review has been commissioned and is underway to

consider whether adequate support and guidance is

available for our employees and what more we can

put in place. The SSG is also seeking assurance of the

wider organisation’s understanding of safeguarding

and will be developing an internal survey that will

help us identify areas of the workforce which require

more targeted guidance. We have however made

progress in several areas such as the development of

12 new suicide prevention projects, the Orange Butt on

initiative which promotes individuals who have

completed training, and the Mhend advice service

(Mental Health, Employment Need and Debt) which

supports individuals with a range of concerns. 

On 1 April 2021, our 37,000 clinically extremely

vulnerable/shielded residents were advised they no

longer needed to shield. Since then, Public Health 

and Adult Social Care have continued to maintain 

the database to check for vulnerable customers that

require help and assistance. The existing funding has

already helped 2,724 (up to 30.06.21) households

with confidence building, white goods, vaccine take

up, shopping, medicines and increasing physical

activity. The team are now offering direct care and

advice in preparation for Winter 21/22.

The Housing Service has established a Temporary

Accommodation Recovery & Reform Programme

Board (TARRP), overseeing 11 projects that seek to

reduce demand for temporary accommodation by

preventing homelessness, assist people currently

accommodated in temporary accommodation to

move onto sett led accommodation and improve the

quality and reduce the cost of accommodation. 

The Action Plan has a target completion date of 31

March 2022. The delivery of suitable accommodation

that is of good quality and affordable for homeless

households remains challenging and continues to be

an area of risk for the Council. In addition, new

pressures are emerging, including key worker

pressures and Government requirements (for

example, the Afghan resett lement scheme). A

Recovery and Reform Plan is in place and a wider

action plan to address system pressures is expected

to be completed in September. 

Early concerns were also identified of people falling

into financial hardship as a result of Covid which saw

the establishment of the food security group who

helped to deliver the DEFRA grant and support a

range of initiatives to assist these vulnerable people.

The Corserv Group is committ ed to helping keep

children and adults at risk safe. We have a

Safeguarding policy, which sets out the way in which

the Group ensures that every service considers the

importance of safeguarding, as teams and individuals

(including contractors, partners and volunteers).  

This is especially important for those services which

engage with children and adults through the work

undertaken across the Group of companies. 

We strive for best practice, recognising the important

role of safeguarding across all area services within

Cormac Contracting, Cormac Solutions, Cornwall

Housing, Community Care Services, Facilities

Management, Fleet Services, Cornwall Airport

Newquay, Cornwall Development Company and

Nott er Bridge Training Centre.

We have a Corserv Safeguarding Group which is

made up of members from across the Group’s

companies with each person having the responsibility

for disseminating key messages back to their areas

of responsibility. The Safeguarding Group meets

quarterly with representation from each company to

discuss and share best practice, resources, training

opportunities and any concerns. The Group reports to

Cornwall Council’s Corporate Safeguarding Group, to

enable the Council to have a mechanism by which it

can ensure that the Group are engaged in the

safeguarding agenda and are taking appropriate

actions to embed it in their businesses. 
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There are 99 Safeguarding Advocates across the

Group and every August we promote our

Safeguarding Advocate month where we raise

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 ends the Cornwall Council

Safeguarding Steering Group and works closely

together to support bett er outcomes for adults at risk.

Along with our mandatory e-learning the Safeguarding

Advocates have access to additional e-learning, 

as well as training run by Cornwall Council.

The Group share resources and key contacts for

Safeguarding using their Group Intranet, this includes

a full list of the Safeguarding Advocates and

Safeguarding Group members, Mental Health First

Aiders and external agencies, along with leaflets,

resources and materials.
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Brendan Hannon - CQC Inspection Manager

Cornwall

Care Quality Commission (CQC)

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

2019/2020. The full report can be found on the 

CQC website.

Summary
This year's main findings:

1. Quality of care before the pandemic

Key points:

l     The care that people received in 2019/20 was 

     mostly of good quality

l     However, while quality was largely maintained 

     compared with the previous year, there was no 

     improvement overall

l     Before the arrival of the coronavirus pandemic, 

     we remained concerned about a number of 

     issues: 

        l  the poorer quality of care that is harder to 

         plan for

        l  the need for care to be delivered in a more 

         joined-up way

        l  the continued fragility of adult social care 

         provision

        l  the struggles of the poorest services to make 

         any improvement

        l  significant gaps in access to good quality care, 

         especially mental health care

        l  persistent inequalities in some aspects of care

In our State of Care report in October 2019, we said

that more and bett er community services were

needed to improve people’s experiences of care. 

We pointed to the need for bett er integrated services

to prevent people ending up in crisis situations.

We showed that some places had bett er care than

others and there were parts of the country where

people might find it harder to access good care. We

said that the challenge for government, Parliament,

commissioners, national organisations and providers

was to change the way services work together so

that the right services are being commissioned to

deliver what people need in their local area.

This emphasis on community and working together 

is not a new theme. In 2017 we reported that more

local collaboration and joined-up care was needed,

especially with the complexity of demand, such as

diabetes, obesity, cancer and long-term conditions,

increasing in a health and social care system at full

stretch. We said that services had to think beyond

their traditional boundaries and reflect the

experience of the people they support.

In 2018 we reported how ineffective coordination of

services was leading to fragmented care. Funding,

commissioning, regulation and performance

management all conspired to encourage a focus on

the performance of individual organisations, rather

than ensuring people got joined-up care based on

their individual needs.

Communities matt er. For several years, we have 

been stressing the huge importance of local health

and care systems that work closely together, 

of collaboration among providers and local

organisations to put people at the centre of 

their care.

The importance of this is much more apparent in the

light of the coronavirus pandemic that reached this

country in the last two months of 2019/20.

This report looks at the quality of care in our health

and care system over the past year, including the

period before COVID-19 burst into the national

consciousness and began to affect everyone’s lives 

so fundamentally.
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2. The impact of the coronavirus pandemic

Key points:

l     As the pandemic gathered pace, health and care 

     staff across all roles and services showed 

     resilience under unprecedented pressures and 

     adapted quickly to work in different ways to keep 

     people safe.

l     In hospitals and care homes, staff worked long 

     hours in difficult circumstances to care for people 

     who were very sick with COVID-19 and, despite 

     their efforts to protect people, tragically they saw 

     many of those they cared for die. Some staff also 

     had to deal with the loss of colleagues to COVID.

l     A key challenge for providers has been 

     maintaining a safe environment – managing the 

     need to socially distance or isolate people due to 

     COVID-19. Good infection prevention and control 

     practice has been vital.

l     The crisis has accelerated innovation that had 

     previously proved difficult to mainstream, such 

     as GP practices moving rapidly to remote 

     consultations. The changes have proved 

     beneficial to, and popular with, many. But many 

     of these innovations exclude people who do not 

     have good digital access, and some have been 

     rushed into place during the pandemic.

l     The pandemic has had a major impact on elective

     care and urgent services such as cancer and 

     cardiac services, and there is huge pent-up 

     demand for care and treatment that has been 

     postponed.

l     The pandemic is having a disproportionate effect 

     on some groups of people, and is shining a light 

     on existing inequality in the health and social care 

     system. It is vital that we understand how we can 

     use this knowledge to move towards fairer and 

     more equitable care, where nobody’s needs go 

     unmet.

l     It is important that the learning and innovation 

     that has been seen during the pandemic is used 

     to develop health and social care for the future. 

     New approaches to care, developed in response 

     to the pandemic and shown to have potential, 

     must be fully evaluated before they become 

     established practice.

3. Collaboration between providers

Key points:

l     The success of collaboration between provides to 

     keep people safe was varied, often affected by 

     the maturity of pre-existing relationships within 

     the system.

l     Understanding the needs of local populations, 

     including cultural differences, was especially 

     important.

l     Sectors did not feel consistently engaged in the 

     coordination of responses to the crisis.

l     Health and social care staff worked above and 

     beyond, with a shared drive to look after people 

     well and keep them safe.

l     System areas benefitt ed from the pace of effort to

     secure a regional level grip across communication,

     support and joint working approaches in response

     to confusion from the pace of national guidance.

l     The voluntary sector played a critical role in 

     supporting health and social care to keep people 

     safe. System-wide leaders were concerned about 

     capacity to meet the demands of subsequent 

     peaks without this support.

l     Where we found well planned governance, clear 

     decision-making arrangements and escalation 

     plans, those system-wide responses were most 

     effective.

l     Areas with sector and pathway oversight cells 

     secured increased communication, timely 

     information sharing and collective partnership 

     decisions.

l     Where we found multiple or unclear governance 

     arrangements, those areas experienced higher 

     levels of confusion and duplication of effort.

l     The engagement of all sectors to system level 

     responses varied. Where there was less 

     engagement, there was a disconnect between 

     communication and information within and across 

     providers.
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l     Views of sector partners varied as to the 

     effectiveness of joint and supportive working 

     arrangements, particularly between care homes 

     and GP practices.

l     Strategies to manage staff and resources across 

     sectors and partnerships were inconsistently 

     navigated, causing varied success of 

     collaboration within systems.

l     Initiatives to manage professional skills capacity 

     across providers was managed well in some 

     areas, with demonstrable impact.

l     A wide range of measures were introduced to 

     keep staff safe, although implementing them 

     caused challenges.

l     Accelerated and shared digital approaches 

     supported providers to work together and keep 

     connected well.

l     Advanced IT and technology did not always assist

     with efficient and timely access to care for people.

l     At times the pace of change felt overwhelming for

     health and social care providers.

The speed and scale of the response required by the

COVID-19 pandemic early in 2020 has highlighted the

benefits to services, and the people who use them, of

creativity and innovation through collaborative

working.

In July and August 2020, we rapidly mobilised teams

to carry out provider collaboration reviews in 11

different English localities, to find out how providers

had worked together in the face of the pandemic.

The reviews have brought into focus themes and

learning that can be used to inform planning for this

autumn and winter with the resurgence of COVID-19.

The reviews focused on care for people aged over 65

– the age group most impacted by COVID-19. The 11

integrated care system (ICS) or sustainability and

transformation partnership (STP) areas were:

l     Bedfordshire, Luton and Milton Keynes ICS

l     Devon STP

l     Frimley Health and Care ICS

l     Lancashire and South Cumbria ICS

l     Lincolnshire STP

l     Norfolk and Waveney STP

l     North East and North Cumbria ICS

l     North West London STP

l     One Gloucestershire ICS

l     Sussex Health and Care Partnership ICS

l     The Black Country and West Birmingham STP

We had four areas of focus for our reviews and some

key questions about the response to COVID-19:

l     People at the centre: How did providers 

     collaborate to ensure that people moving through 

     health and care services were seen safely in the 

     right place, at the right time, by the right person?

l    System leadership: Was there a shared plan, 

     values and system-wide governance and 

     leadership during the first months of the 

     pandemic in England?

l    Workforce capacity and capability: Was there a 

     shared plan, values and system-wide governance 

     and leadership during the first months of the 

     pandemic in England?

l    Digital solutions and technology: What impact 

     have digital solutions and technology had on 

     providers and services?

To get a comprehensive picture, we spoke to a wide

variety of organisations locally, including primary

care networks, local medical committ ees, adult social

care providers, social services teams, NHS trusts and

independent hospitals, urgent care providers, NHS 111,

community care providers, integrated care teams,

urgent dental services and local Healthwatch.



45

The individual reviews helped to identify where

provider collaboration worked well to the benefit of

local people. The reviews have drawn out examples

of creativity, innovation and rapid new ways of

working, as well as identifying the challenges for

provider partnerships and those accessing care.

Sharing that learning will help drive system, regional

and national learning and improvement.

Taken together, the reviews have brought into focus

the themes and learning that can be used to inform

planning for the coming winter and any subsequent

spikes of COVID-19. But more than that, they are

intended to help providers and leaders of local health

and care systems plan and work more effectively

together as a matt er of course.

The reviews bolster recommendations we made in

our 2018 report Beyond Barriers, when we called for 

a reform of planning and commissioning of services,

particularly to support older people in their own

homes. We said that a new approach was needed

for system performance management and joint

workforce planning, as well as bett er oversight of

local system performance.

Our ambition is to look at provider collaboration in all

ICS and STP areas in England by the end of 2020/21.

Our reviews will consider the impact of collaboration

across different pathways and population groups.

This will include looking at how providers are re-

establishing services and pathways in local areas,

alongside continued responses to the impact of

COVID-19. The next review will focus on how providers

are working together to deliver urgent and

emergency care services.

4. Looking forward, the challenges and 

    opportunities ahead

Key points:

l     The problems that existed before COVID-19 have 

     not gone away.

l     The fact that the impact of COVID has been felt 

     more severely by those who were already likely to

     have poorer health outcomes makes the need for 

     services to be designed around people’s needs all 

     the more critical.

l     There needs to be a new deal for the adult social 

      care workforce that reaches across health and 

      care – one that develops clear career progression, 

      secures the right skills for the sector, bett er 

      recognises and values staff, invests in their training 

      and supports appropriate professionalisation.

l     Primary care services need to make sure that 

     people and patients are given the confidence to 

     interact with them early, provide a range of ways 

     for people to access the care they need, and to 

     make it easy for them to do so.

l     The increased waiting lists and backlog of urgent 

     and elective care need to be addressed – services

     need to assess and prioritise patients so that they

     are treated according to clinical need and that 

     people waiting for long periods for treatment are 

     kept safe.

l     We must use the learning from the pandemic to 

     lock in positive changes, and drive a new way of 

     working that is supported at a national, regional 

     and local level by the whole health and care 

     system.

All areas of the health and care system have met the

challenges of the pandemic head on, with staff going

to great lengths to respond to this unprecedented

health emergency. To manage the demand and keep

people safe, we have seen services rapidly adapting

the way they work.
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But alongside the recognition that COVID-19 has

fundamentally changed so much, it is important to

recognise what has not changed. The problems that

existed before COVID have not gone away. People are

still more likely to receive poorer care from some types

of service, and from some providers, for the same

reasons that they would have been more likely to

receive poorer care before. We will maintain scrutiny on

these services and providers, supporting improvement

and taking action to protect people where necessary.

Throughout the pandemic it has been important to

have a learning culture and proactively respond to

emerging best practice. Looking forward, we need to

harness that learning and focus on what needs to be

done to keep people safe, and at the same time

continue to make sure people have access to high-

quality care that meets their individual needs.

Coming together to ensure people continue to 

get the care they need

Val and Peter are a married couple in their eighties.

Peter has motor neurone disease, and Val has been

his main carer for the nine years since his diagnosis.

In the past three years, as Peter’s condition has

worsened, he has been unable to leave their home.

Peter is now paralysed from the neck down, and

needs a ventilator to help him to breathe.

Val and Peter are supported by carers who visit three

times a day, a specialist hospital in London, a local

motor neurone disease specialist nurse, their GP and

pharmacy, district nurses, and the Motor Neurone

Disease Association charity. Val told us that, when

pandemic lockdown measures were introduced, she

expected that some of this support might change or

fall away.

Instead, support has continued for both Val and

Peter. The care agency has managed to make sure

that the same carers att end to help Peter with

personal care, which is important to him as some of

this – such as bathing – is very intimate. The only

change has been in the PPE that they must now

wear. The specialist nurse, who used to visit them

monthly, now contacts Val and Peter on the phone to

check in and make sure they have everything they

need. Their GP has also provided remote

appointments, and the pharmacy is continuing to

deliver medicine to their home.

Support groups provided by the Motor Neurone

Disease Association have moved to Zoom, which

Peter can access on a specialised computer and

which he operates with an eye-tracking device

instead of a mouse and keyboard. This has been an

improvement for Peter as, despite technical issues,

he has been able to att end for the first time since he

stopped leaving the house.

Val works hard to provide Peter with care, and while

lockdown has not changed this, the couple are

hoping to arrange some respite care for Peter during

the week. This would mean Val could leave the house

for longer periods to socialise, without worrying

about Peter or having to frequently check her phone.

Having the consistent support of health and social

care services has lessened the impact of the

pandemic on Val and Peter, and the couple are 

very appreciative of the help they receive.

The commitment and resourcefulness shown by

health and care staff during the pandemic has 

been recognised by the public in a groundswell of

appreciation. Our research has shown that people

are more likely to engage with their local services:

since the start of the pandemic, more than two-thirds

of people said they would be more likely to act to

improve health and social care services, and 57%

said that they would be more willing to support

services by actively providing feedback on their care.

We have joined forces with Healthwatch England to

launch a joint new campaign Because We All Care to

help shape health and social care. The campaign

aims to support and encourage more people in

England to give feedback on health or social care

services that they or a loved one have experienced.

It is important that the learning and innovation 

that has been seen during the pandemic, both in

individual services and in local systems, are used to

develop health and social care for the future. This

applies to both the short term, in planning for the

coming winter, as well as longer-term strategic

planning.
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6. Safeguarding Adult Reviews (SARs)

Safeguarding Adult Boards have a statutory duty to

arrange a Safeguarding Adult Review (SAR) of a case

involving an adult in its area with needs for care and

support (whether or not the local authority has been

meeting any of those needs) if:

l     there is reasonable cause for concern about how 

     the SAB, members of it or other persons with 

     relevant functions worked together to safeguard 

     the adult

     AND

l     the adult has died and the SAB knows or suspects

     that the death resulted from abuse or neglect 

     OR

l     the adult is still alive and the SAB knows or 

     suspects that the adult has experienced serious 

     abuse or neglect 

     Care Act 2014 (S44 (1-3))

SABs have the discretion to arrange for there to be a

review of any other case involving an adult in its area

with needs for care and support where there is likely

to be significant learning (S44(4))

The purpose of a statutory or discretionary SAR is 

to establish whether there are lessons to be learnt

about how local professionals and organisations

work together in order to seek assurance and effect

changes that will improve local multi-agency

practice. In Cornwall and the Isles of Scilly, the CIoS

Subgroup discharges these duties by a) reviewing all

referrals with a view to making a recommendation 

to the SAB Independent Chair about whether SAR

threshold is met and b) undertaking any approved

reviews and decision-making in relation to

independent functions, terms of reference,

methodology etc.

Below is an overview of SAR cases that CIoS SAB

have undertaken/progressed during 2020-21.

Number of SAR cases already open and ongoing during 2020-21        7

Number of referrals received in 2020-21                                                    8

Number of SAR cases commissioned 2020-21                                          3

Number of SAR cases concluded during 2020-21                                     2

Number of SAR cases published 2020-21                                                  3

• Morleigh group SAR 

• JACK

• Margaret

Final reports are available at htt ps://ciossafeguarding.org.uk/sab/p/work-of-
the-sab/safeguarding-adult-reviews

Learning themes from the 3 published SARs in 2020-21.

l     Professional curiosity is needed in frontline staff 

     and should be developed further,

l     More time needed to build a relationship with the 

     person who is self neglecting and/or hoarding

l     Legal literacy needs development in frontline staff

     and their managers

l     Carers assessments are crucial to both the carer 

     and the person they are caring for

l     Information sharing across organisations still 

     requires improvement

l     Awareness of adult abuse and what to do with 

     a concern needs further work from SAB

l     Knowledge of mental health and the access to 

     legal advice needs further development and 

     learning across agencies

l     Knowledge and understanding of domestic abuse 

     and older people requires further development

l     Policies, processes and procedures need regular 

     reviewing following recommendations from SARs
     to improve effectiveness and joint working.
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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. 

2.  Delaying and reducing the need for care and 

     support. 

3.  Ensuring that people have a positive experience 

     of care and support. 

4.  Safeguarding adults whose circumstances make 

     them vulnerable and protecting from avoidable 

     harm.

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.

Safeguarding data

SAB partners also contribute to an agreed data set

that is routinely analysed through the Quality and

Improvement Subgroup to identify key trends, themes

and areas for multi-agency development of practice.

This section provides an overview of the number and

trends within the safeguarding concerns raised and

safeguarding outcomes.

7. The local context – what the figures tell us

Safeguarding Concerns and Enquiries

Safeguarding Concerns and Enquiries Commenced during the Year

Non-statutory Enquiries - unique individuals

S42 Enquiries - unique individuals

Total Number of Non-statutory Enquiries

Total Number of S42 Enquiries

Safeguarding Concerns Commenced - Unique

Total Safeguarding Concerns commenced in year

0 2000 4000 6000 8000

2020/21

2019/20
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Safeguarding Concerns and Enquiries Concluded during the Year

Non-statutory Enquiries Concluded - unique individuals

Total Non-statutory Enquiries Concluded 

S42 Enquiries Concluded - unique individuals

Total S42 Enquiries Concluded

0 200 400 600 800 1000 1200 1400 1600

2020-21

2019-20

The number of safeguarding concerns shared with Cornwall Council has risen by 10% compared to the previous

year, with an additional 741 concerns: in 2020-21, 7988 concerns were received, compared to 7247 the previous

year. On average, 678 concerns were received each month, with a peak seen in December 2020 of 734.

What does this increase represent?

These increasing concerns do not represent repeat concerns for the same adults – rather the number of 

unique individuals who were the subject of concerns also rose (9%) in proportion to the increase in

safeguarding concerns (10%). This means that more adults at-risk have been identified and this information

has been shared with Council for consideration compared to the previous year.

Sources, type and location of abuse

Concluded Enquiries by Source and Type of Abuse

Sexual Exploitation

Neglect and Acts of Omission

Psychological Abuse

Physical Abuse

0 100 300 400 500

Service Provider - S42

Other - Unknown to Individual - S42

Self-Neglect

Other - Known to Individual - S42

Service Provider - Non-stat

Other - Known to Individual

Other - Unknown to Individual - Non-stat

200 600

Discriminatory Abuse

700
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Concluded Enquiries by Source and Location of Risk

Care Home - Residential

Care Home - Nursing

In the community (excluding community services)

Own Home
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Most adults in our area experience abuse or neglect from someone known to them and within their own home.

The four most common types of abuse identified during 2020/21 were:

1. Multiple types of abuse (47%)

2. Neglect acts of omission (17.8%)

3. Psychological (9.1%)

4. Self-Neglect (7.3%)

There are still concerns reported from Partners that Self-neglect, mental health, suicides and domestic abuse

are increasing, possibly related to national lockdown measures at the time of reporting and this will remain an

area of focus.

Concluded S42 Enquiries by Type and Location of Risk
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Making Safeguarding Personal (MSP)

In previous reports, Local Authorities have reported on the conversion rates between number of safeguarding

concerns into Section 42 Enquiries. However, NHS Data have published the Safeguarding Adults Collection

(SAC) 2020-21 data with advice  that the conversion rate is no longer an indicator or measure that is reliable 

in and of itself.

This ensures that conversion is not used as a generic measure, inferring that local data and an account of 

the local context are the factors salient to our understanding of whether people are protected.

Conversion Rate as key as an indicator 

“There should be no logical conclusion drawn that the number of safeguarding concerns that lead to a Safeguarding

enquiry is a reliable indicator of whether people are protected. This must not be used as a comparator for

effectiveness and care must be taken in analysing conversion rates and they cannot be used to inferring ‘good’ or

‘bad’ safeguarding practice. 

Local information about those circumstances that do not warrant such a statutory enquiry will support a broader picture

about the effectiveness of safeguarding support in a local area. Aspects of the data and other available information

should be used as a ‘can opener’ to ask questions rather than att empting to draw generalised conclusions.” 

NHS Data 2021

Cornwall Council’s performance team have reviewed

their performance framework to reflect the new

requirements for their statutory Safeguarding Adults

Collection (SAC) returns. Making Safeguarding

Personal (MSP) data will be routinely collected and

quarterly updates provided as part of the SAB

Performance Framework. This will evidence the

extent to which people engaging in safeguarding

outcomes feel their outcomes are being met.

The SAB will maintain a focus on MSP within all our

workstreams and with particular focus on the findings

of the commissioned Healthwatch report next year. 

We have provided the data available for 2020/21

and will consider what this and future comparable

data tells us in the future.
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8. Safeguarding Adults Board Budget Monitoring 2020/21 

                                                                                 2020-21             Latest       Actuals &       Variance
                                                                                    Latest           Profiled        Accruals
                                                                                   Budget         Budge to
                                                                                                                Date                        
                                                                                            £                       £                      £                     £

March 2021

Total Employee Costs (incl. Independent           174,658            174,658           147,587         (27,071)
Chair remuneration)                                                            

Transport Costs                                                          3,000               3,000                    36          (2,964)

Printing, Stationery, Insurance & Misc Exp            11,090              11,090               4,651          (6,439)

SARs Expenditure                                                    20,000            20,000             12,386           (7,614)

Engagement                                                             10,000             10,000              4,668          (5,332)

Conference                                                                  6,000               6,000                      0          (6,000)

Innovation Fund                                                                 0                       0              9,500             9,500

Training Costs                                                              4,342               4,342              3,993             (349)

Total Other Expenditure                                          54,432             54,432            35,234          (19,198)

Gross Expenditure                                                  229,090           229,090           182,821        (46,269)

Partnership Income

KCCG (NHS Kernow)                                             (35,900)         (35,900)        (35,900)                    0

Cornwall Council                                                  (146,000)        (146,000)       (146,000)                    0

RCHT                                                                        (10,250)          (10,250)         (10,250)                    0

Cornwall Partnership NHS Foundation Trust         (10,250)          (10,250)         (10,250)                    0

Isles of Scilly Council                                               (3,590)            (3,590)           (3,590)                    0

Devon & Cornwall Police                                      (21,600)          (21,600)         (21,600)                    0

Community Rehabilitation Community                (1,500)            (1,500)           (1,500)                    0

Funding brought forward from 2019/20                        0                       0                      0                    0

Total Income                                                        (229,090)        (229,090)       (229,090)                    0

Net Expenditure - Safeguarding Adults Board                       0                       0         (46,269)        (46,269)

The 2020-21 income and expenditure details are

provided below. As a result of the Covid-19 Pandemic, 

a number of workstreams were put on hold, such as the

planned conferences and face to face training which

also resulted in an underspend against projected costs.

During the majority of 2020-21, only two of the core

team posts were operational due to staff changes 

so there will be an increase in employee costs going

forward. There has also been significant activity related

to Safeguarding Adult Reviews – costs related to 

this will be reviewed on an ongoing basis.

In late 2019, SAB partners agreed a minimum reserve

required for the SAB to operate efficiently and agreed

that there should be a focussed period of investment

in time limited projects that promote partnership

working and innovation that will benefit and further

safeguard the people and social care sector in

Cornwall and the Isles of Scilly. The Innovation Fund 

is overseen by the Executive Group, where members

review bids for short term bids for projects that

support the SAB’s strategic priorities as set out in 

the Strategic Plan 2021-2024. Further details on 

the Innovation Fund application process can be

requested from the SAB team. We will provide

updates on projects undertaken within our annual

reports.
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9.  Safeguarding Adults Board membership 
     and att endance 2020/21

SAB Board member:

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 - Adult Social Care 

National Probation Service 

Carer’s representatives

Cornwall Council Housing

Providers representatives 

Cornwall County Councillors (optional for 

Cabinet Member as a guest)

Care Quality Commission - CQC

Cornwall College Group 

South West Ambulance Service (SWAST)

NHS Plymouth

att ended non-att endance

April July October January

Below is an overview of Partners att endance at the quarterly SAB Board meetings. Subgroup membership

and att endance is also routinely monitored to ensure the relevant agencies are represented at the right level.

Safeguarding Adults Board membership and att endance 
April 2020-January 2021:

South West Ambulance Service (SWAST) is an active SAB member, however there is agreement that they

att end a different SAB regionally as they operate across a number of local authority areas and do not have

capacity to att end all SABs Board meetings. The CIoS SAB team ensure that SWAST remains sighted on SAB

communications and invite a representative where SWAST have a specific role within agenda items.
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Contacting the SAB team

If you would like to comment on this report or would like to know more about the work of 

the Safeguarding Adults Board, please contact safeguardingadultsboard@cornwall.gov.uk 

You can also find further information about the Cornwall and the Isles of Scilly CIOS Safe-

guarding Adults Board and the Our Cornwall and the Isles of Scilly Safeguarding Children

Partnership at htt ps://ciossafeguarding.org.uk/ 

If you have a safeguarding concern, please redirect your email to Cornwall Council’s 

dedicated safeguarding teams: 

Safeguarding Adults  

Telephone: 0300 1234 131     

Out of hours telephone: 0300 1234 131- Option 1 (For emergencies only) 

Safeguarding Children 

Telephone: 0300 1231 116       

Out of hours telephone: 0300 1234 100 (Monday to Thursday 5.15pm (4.45pm on Fridays)

until 8.45am weekdays and 24 hours on Saturday/Sunday. 

10. Contact information


