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Foreword

Image 1: Mike Howard, Chair of the Hammersmith and Fulham Safeguarding Adults
Board

The Care Act 2014 states that every local authority must have a Safeguarding Adults
Board (SAB). The SAB is a partnership of organisations working together to prevent
abuse and neglect of adults in need of care and support.

If someone experiences such behaviour, they have a duty to respond in a way that
supports their choices and aids their wellbeing. The act also requires each SAB to
produce an annual report listing its activities, progress, and achievements.

Last year’s annual report described the Board’s response to the impact of the Covid
pandemic. These demands understandably led to the Board being reactive to the
extraordinary pressures and demands by placed upon member organisations and
their staff.

Last summer, | wanted the board to return to its purpose as outlined by the Care Act.
Thanks to the arrival of new members who brought different ways of thinking from
their experiences elsewhere, the SAB has embraced change in a relatively short
period of time.

The annual report mentions the new Quality in Practice sub-group which has started
to evaluate and use local data to better understand the discharge of safeguarding
responsibilities by all SAB members.
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We have also re-structured the Case Review Group. The group carries out an
important function of the SAB; to examine cases involving death or serious injury to
adults at risk of harm with a view to ‘learn lessons.’ This has resulted in the
commissioning of two Safeguarding Adult Reviews (SARS). The report goes into
detail about the death of ‘Alison’ and the second SAR will be completed later this
summer.

The report also outlines the work of the ‘High Risk panel’ another area of our work
benefitting from a ‘new pair of eyes’ and a change of approach.

The report does not mention the appointment last autumn, of our first board business
manager, Ceri Gordon, who has written this report.

Ceri has brought a dynamism and vitality to the work of the board, providing valuable
support to the sub groups and panels as well as being available to all members
giving them the benefit of her experience and knowledge. | thank her for her
commitment and enthusiasm.

Ceri was the driving force behind the SAB'’s first development day at the Dawes
Road Hub in Fulham in April. It was great to see so many people in person as
opposed to through a computer screen.

The day was well attended and one outcome was the development of the SAB
strategy for 2023-24 which is both summarised and included in detail in the report.

A key aspect of all safeguarding work is to listen to, and, whenever practical,
consider the wishes and experiences of those residents who have been victims of
abuse and or neglect: ‘Making Safeguarding Personal.’

So, over the next year, | want to work with partners to ensure that the board has a
meaningful engagement with the many residents of Hammersmith and Fulham who
either have or may have safeguarding needs- commonly known as the ‘Voice of the
User.’ This was, rightly, a key theme from our April get together.

Thank you to all the Board members for their contributions to our work over the past
year. | would like to give a special mention to Lisa Redfern, who retired in the spring,
from her role as Strategic Director of Social Care and was a founder member of the
board. Lisa did so much to launch the board, keep it going during the Covid years
and then agreed to the recruitment of a business manager.

| am sure you will join with me in wishing her a long and happy retirement.
Mike Howard

Chair of the Hammersmith and Fulham Safeguarding Adults Board, June 2023



Who we are

Safeguarding adults is about protecting someone’s right to live in safety, free from
abuse and neglect. It is also about preventing the abuse of adults who might be
unable to protect themselves because of their disabilities or care needs. We all have
arole to play.

The Hammersmith and Fulham Safeguarding Adults Board (H&F SAB) is a multi-
agency partnership that leads on adult safeguarding work in the borough, and is a
statutory body required by the Care Act 2014. Our membership includes a range of
organisations:

H&F Adult Social Care

North West London NHS (Integrated Care Board)
Metropolitan Police Service

H&F Housing

H&F Public Health

H&F Community Safety

West London NHS Trust

Central London Community Healthcare NHS Trust
Imperial College Healthcare NHS Trust

Chelsea & Westminster NHS Trust

London Fire Brigade

Carers Network

Probation services

Healthwatch Hammersmith & Fulham

HMPS Wormwood Scrubs

Department of Work & Pensions

H&F Trading Standards

Professionals and volunteers across our partnership aim to work collaboratively
to prevent and reduce harm to adults at risk in the borough. The SAB seeks to
support this work by ensuring that all residents and people who work with adults
at risk in H&F are able to recognise potential abuse or neglect, and know how to
respond. We also play a role in gathering assurance that adult safeguarding
arrangements are effective, and that we work within the principles of Making
Safeguarding Personal by putting the person at the centre of everything we do.

The local picture

The SAB seeks to make use of data to ensure that we are making evidence-based
decisions and understand how abuse and neglect impact on H&F residents. We
have produced a focused report which contains an overview of the demographic of
our borough and information about how adults at risk of harm are protected from
abuse or neglect through the use of section 42 safeguarding enquiries.



What we’ve been working on

Our focus in the last year has been on revitalising the work of the SAB, re-
establishing our purpose, and ensuring we are evidence-based.

Key to this work has been the creation of our new Quality in Practice subgroup, led
by Helena Peros (H&F Designated Professional Safeguarding Adults, North West
London NHS ICB) with co-chair Kay Carpenter (Manager of ASC Safeguarding Hub).
This group was established to gain a strategic overview of safeguarding adult activity
across the partnership and promote best practice and learning. This group has
already made an impact by reviewing the SAB’s use of local data and developing a
survey in order to better understand the views of operational staff in the borough.
The group has also reviewed the SAB’s compliance with the Care Act statutory
guidance, and this has highlighted the need to develop a local framework for
responding to allegations against Persons in Positions of Trust. A task and finish
group has been established to address this with hopes to conclude this piece of work
by September 2023.

Our Safeguarding Adults Case Review Group has also developed over the past year
and is now better established and structured, thanks to the leadership of Lisa
Redfern (Strategic Director, Adult Social Care) and Parminder Sahota (Director of
Safeguarding, West London NHS Trust) who co-chair the group. This has involved a
review of our terms of reference and the development of new checklists based on
the Safeguarding Adults Review Quality Markers.

Two Safeguarding Adults Reviews were commissioned in 2022-23, the first in the
borough (see below) and the group has helped to ensure we take a proactive
approach to learning from this process. We have also started to think about how we
capture the learning from non-statutory reviews, creating a 7-minute briefing based
on learning from a local case that centred on domestic abuse. The group has also
developed two new leaflets to support those involved in SARs, with one aimed at
family, friends and carers and another aimed at professionals.

NOTE: The leaflets can be found at Appendix 1 and 2

The High-Risk Panel, established in 2018-19, has also continued to operate with
leadership from Lloyd Palmer (H&F Borough Commander LFB) and Christopher
Nicklin (Assistant Director for Quality, Safety and Performance, Adult Social Care).
The panel has seen an increase in the number of referrals and has supported
decision making in a range of complex cases. The majority of the cases heard at this
panel relate to issues around hoarding and fire risk.

However, there is recognition that this panel may have a role in other types of self-
neglect cases which have reached a level of high risk, for instance where a person
may be neglecting their health to the extent that it presents a risk to their vital
interests. The SAB intends to review the remit of this group in 2023-24, which will
include consideration of panel membership to ensure that we have the right people
at the table to make informed decisions.



Individual agencies have also been working hard to improve the way we engage with
adults at risk in the borough, ensuring we are outcome focused and working in a
person-centred way.

Safeguarding Adults Reviews

Under the Care Act 2014, the SAB is responsible for the coordination of
Safeguarding Adults Reviews (SARs). These independent reviews are
commissioned where there has been an incident of serious harm or death involving
an adult at risk, and focus on capturing learning. They set out to establish what may
have gone wrong and to identify where agencies or individuals could have acted
differently or worked better together.

In 2022-23 the H&F SAB concluded its first SAR and we are now working to
implement the recommendations locally.

Alison

Alison was in her late fifties and lived with her civil partner. Alison had a long history
of substance misuse, and her drug use was considered as a significant contributory
factor in her multiple health issues. Alison was also a smoker and smoked around
twenty cigarettes a day.

A SAR was commissioned following Alison’s death in December 2021 as a result of
a fire in her own home. There were a number of agencies who had regular contact
with Alison, whilst others struggled to maintain engagement with Alison, who would
decline offers of support. This review sought to understand how professionals are
able to balance risk with a person’s right to choice and autonomy.

The review also considered the response taken to two previous fatal fires in the
borough, which has led to the creation of a local action plan.



What have we learnt?
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Importance of multi-agency working

The review has placed a spotlight on the importance of effective multi-agency
working. Multi-agency communication is key to reducing the risks for any case and
avoiding silo-working. Having an awareness of what other partners can provide to
mitigate risks also helps us to plan and share risks.

Improving understanding of fire risk and our responses

This process has also highlighted gaps in understanding of how we assess fire risk,
with some training provisions not being sufficient to cover fire risk in the home. In
addition, more work is needed to ensure that we have robust risk assessments and
that practitioners have an understanding of what they can do to mitigate any
identified risk.

Consideration of mental capacity

Whilst Alison was deemed to have the capacity to make decisions in relation to her
care and support needs, the review has led to reflection on how we understand
fluctuating capacity and executive functioning. This is particularly pertinent when a
person is known to be living with addiction.

NOTE: The full review can be found at Appendix 3 — Safeguarding Adults Review:
"Alison"

What will we do in response?

Partners within the H&F SAB partnership have taken a proactive approach to
learning from this review, with a number of initiatives already put in place.

Multi-agency working

The H&F SAB partnership is committed to strengthening the way in which we work
together to protect adults at risk. An example of this work is improved links between
the London Fire Brigade and other partner agencies including H&F Adult Social Care
and H&F Housing, where there now better relationships in terms of fire safety multi-



agency approaches. The concept of 'Making Every Contact Count' has been
introduced as part of this initiative, and this seeks to ensures that all professionals
make every possible use of the contact had with vulnerable people in our
communities, offering education and advice and, where appropriate, making referrals
to partner agencies where wider specific support needs can be offered.

In April 2023, the London Fire Brigade introduced a new system for conducting
Home Fire Safety Visits. This will allow them to prioritise the most vulnerable by
using new risk categories. Locally, the LFB are seeking to host multi-agency
sessions to offer further support and advice around the application of the new
process. The LFB are also considering how they can respond to the
recommendations that LFB take a new leading role within multi-agency meeting and
mental capacity assessments relating to fire risk, with discussions on how this will
look in practice.

Risk assessment and response

The care provider involved in Alison’s care has done a great deal of work to improve
responses to home fire safety, including the creation of a new, more robust risk
assessment tool. This work has been supported by the work of LBH&F
commissioning services, who have included fire safety as a standing item in monthly
contract monitoring. Commissioners have also sought to strengthen communication
links with the LFB, with regular updates and training opportunities shared with all
known providers registered in the borough.

Adult Social Care has also included a new prompt within their case records database
(Mosaic) to complete Person-Centred Fire Risk Assessments with a clearer
escalation process. The local authority has also committed to consideration of
Personal Protective Equipment to mitigate fire risk, with funds being allocated for this
purpose.

These efforts are supported by the London Fire Brigade, who have been delivering
multi-agency training to local partners focused person-centred fire risk assessment.

The Central London Community Healthcare NHS Trust has also responded to the
learning by dip sampling records of patients who are bedbound or had reduced
mobility, to see if a checklist has been completed and LFB home safety visit
requested.

Awareness

We have also created an action plan in response to the recommendations within the
report in order to monitor partner responses, and with a view to take collective action
in areas such as raising awareness of home fire safety and promoting expected best
practice in multi-agency working.

An example of this within partner organisations is the work of the Central London
Community Healthcare NHS Trust, who has sought to raise awareness of fire safety
through the development of posters, sticks and banner pens, and a specific page
within internal intranet safeguarding pages to create a specific page with QR code



for staff to easily access resources and information on fire safety. ‘Fire safety in care
settings’ awareness has also been added to the CLCH statutory and mandatory
training resource, and the team plan to expand on this by hosting lunch and learn
webinars and including fire safety as a topic at the CLCH safeguarding conference
planned for September 2023.

Other healthcare providers, such as Imperial College London NHS Trust, have also
been working with frontline staff to promote the importance of fire prevention, whilst

The West London NHS Trust has also launched a new self-neglect toolkit which
provides practitioners with specialist assessment tools and escalation options.

Another important area we need to consider is legal literacy, particularly when
working with someone who may have fluctuating capacity. This includes the
promotion of different methods and pathways that can be used to manage risk, as
well as consideration of case law and inherent jurisdiction. This will be a focus for the
SAB as we seek to embed the learning from this SAR.

SARs expected to be concluded in 2023-24

The H&F SAB are now in the final stages of our second SAR. This SAR focuses on
the death of a man who lived with a number of physical and mental health issues,
and substance misuse. He had also experienced homelessness and had been
previously detained in prison.

Initial learning from this SAR centres on:

« the importance of multi-agency working and effective communication

e how we assess the mental capacity of people who use alcohol and, or
substances

e how we engage with adults at risk who are difficult to engage.

Some of this learning will overlap with what we have learnt from Alison’s case. We
continue to consider how we can take a proactive to this learning.



What’s next

Our new strategy for 2023-24 focuses on preventative safeguarding practice and
learning from practice, with three priority areas.

Effective systems Creating a culture Communication and
and processes of learning partnership

Effective systems and processes
We will use an evidence-based approach to develop our responses to potential
abuse and neglect and areas of complexity.

Creating a culture of learning
We will promote continuous improvement in safeguarding practice by learning from
experience and supporting workforce development.

Communication and partnership
We will work seek to build active partnerships and expand our network.

This work will consider how we share learning from SARs and other review
processes widely across the partnership, with a clear methodology for reviewing the
impact on practice. We also want to explore how we expand our reach beyond the
immediate SAB membership, by engaging with the local voluntary and community
sector and raising awareness in H&F communities on how to spot signs of potential
abuse and neglect and seek support.

Self-neglect has also been identified as an important area for us in H&F, and this
also links to our plans to review the understanding and application of the Mental
Capacity Act by H&F practitioners and promote a deeper understanding of how this
legislation can be applied in practice.

We also want to focus on promoting the importance of multi-agency working in
safeguarding adults at risk, showcasing best practice in the borough as we do so.

Throughout all of this work, our aim is to keep those we seek to protect at the centre
of what we do. We want to do more to capture the voice of service users and
understand how abuse and neglect affects our communities.



To find out more about what we aim to achieve next year, please see our strategic
plan. H&F SAB Strategic Plan 2023-24.
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