Combined SSAB Partner annual report contributions 2018-19
Contents
1.
2.
3.
4.
5.
6.
7.
8.

Adult Social Care
Age UK Salford
Clinical Commissioning Group
Salford Community Voluntary Services
Greater Manchester Fire and Rescue Services
Greater Manchester Mental Health
Healthwatch
NHS Funded Care

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

ASC
Chris Jones

Key Areas For Consideration


Introductory statement of commitment (Please include changes to internal
governance arrangements, and details of new appointments related to safeguarding adults)

Mark Albiston has replaced Mary Clifton as Board member for adult social care
Within adult social care in 2018/19 a significant and detailed audit report was
produced looking at over 40 safeguarding cases in detail. This demonstrated that
safeguarding practice within adult social care was of a good quality apart from
concerns that were highlighted in respect of GMMH practice. This positive
assessment was later endorsed independently by the peer review who undertook a
smaller scale audit but with similar findings which was very encouraging.
Furthermore this achievement was in the context of further significant annual
increases in referral and safeguarding activity
There were also a number of service initiatives for example provider enquiry reports,
changes to the opportunities for service users to feedback, and changes to how
safeguarding in care homes is organised all of which contributed to service
improvements in adult safeguarding. These improvements and others are outlined in
further detail below



Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal (Developing more personalised approaches to how we protect
individuals at risk from abuse).
There have been a number of developments supporting and/or evidencing a more personalised
approach as follows
 Pilot work on developing a process and format for care providers to undertake lower level
safeguarding enquiry reports developed over the year with a gradual but very significant
increase in reports completed. Appropriate delegation to care providers (e.g. where there is
no evidence of wider organisational abuse) is included in the statutory guidance to the Care
Act.
o The pilot identified that the process worked best in residential settings where the
responsibility of undertaking the enquiry could be, in many cases, delegated to the
home manager to complete. The process worked in that setting a) for practical
reasons such as the staff involved, the records and the adult all being on site b) for
personalised reasons in that the adult would be much more likely to know the
residential manager than an external section 42 officer.
o However in the domiciliary setting those factors were clearly less likely to apply and it
also proved more challenging to undertake within a set timescale. The process
clearly required the care provider manager to focus on the adult’s preferred
outcomes as well as ensuring ongoing safety and also includes an external check via
a section 42 officer that the adult was satisfied.

o







It was also fedback anecdotally by staff that the process often seemed to engage the
care provider more positively in addressing the issues, feeling less that safeguarding
was a process applied sometimes in a negative context against them and therefore
leading to better outcomes. The process has very recently now been mainstreamed
The vast majority of safeguarding enquiries in standard care homes are now undertaken by
the safeguarding, review and extra care team This change commenced in April 2019
following a pilot in the Broughton area which provided a more efficient, effective, consistent
and proportionate approach.
o Although it is early days the roll out across the city appears to have delivered the
same outcomes. This should in general enhance the quality of the safeguarding
process in those settings for adults who will be amongst the most at risk.
o Another positive outcome is that it has proved possible to screen out a significant
number of safeguarding referrals for example by more consistently applying the
thresholds for safeguarding- on average an estimated 1-2 referrals a week that
would have previously been taken through the process are intercepted.
o The change has also helped to promote far greater use of the provider enquiry
report as it has been much easier to deliver this and address any issues within the
one team. More consistency of approach should result in a more personalised
service as taking cases unnecessarily through the safeguarding process is unlikely
to be a particularly helpful experience to service users and their families.
Performance data such as the safeguarding dashboard and audit data provides evidence of
more personalised safeguarding practice and a modest improvement on already high
percentages from previous years. For example
o the number of people asked about their outcomes has gradually moved up to 85%
from 80% this time last year
o a similar percentage are asked about their experience at the end of the process for
example whether they feel safer and whether their outcomes have been met.
 There has been exploration of reasons why a small percentage of people are
not asked

it is clear there are mainly valid reasons for this particularly in
respect of it not always being possible or appropriate to ask adults
about their outcomes at the end of the process
 this is often because adults lives move on and they do not always
want to re-engage which also needs to be respected if we are truly
providing a personalised service
Feedback from service user interviews whilst low in number have provided a number of very
moving and humbling examples of the massive impact in lives some social work staff have
achieved and certainly demonstrate very personalised practice

.2 Prevention (Please tell us about any specific prevention activity not specifically included in the
sections below)
During 2019 the drugs and alcohol service ceased to undertake their own section 42 enquiries with
the role transferring across to either the integrated teams or GMMH as appropriate. It had become
apparent that the service was not appropriately structured to deliver the service and it would be
better for the service to maintain a role of identifying abuse and supporting action to address it rather
than also undertaking the enquiry process given they had very few staff trained and it was
challenging to keep the service updated on best practice
The QIN (Quality Improvement Network) has over the last 12 months helped support significant
improvements in care quality as evidenced by the continued reducing percentage of homes rated as
inadequate or needing improvement from 36% to 22% with no homes rated as inadequate by March
2019 compared to 4 in July 2018. Improvements to care quality should logically prevent or reduce the
risk of organisational or other abuse within a care home setting. It is perhaps relevant that the last
home that was subject to intensive safeguarding activity was Beech House which was also rated as
inadequate and subsequently decided to close. Adult Social Care has had a key role amongst the
other partners who attend the QIN in helping support the success of this work. This work was also
recognised as an exemplar of excellent practice by the recent SAB Peer Review.
.3 Policy and Procedures (Do you have a Safeguarding policy and procedures? Does it link to the
SSAB policy and procedures?)
Adult social care procedures are embedded in the multi agency procedures on the board website
Various improvements have been made to the adult safeguarding document which is a
proforma/working tool that takes staff through all areas of the safeguarding process, supports them to

ask all the right questions and consider all the relevant issues over the course of a safeguarding
enquiry.
There have been specific enhancements added to capture feedback from the adult at the end of the
safeguarding process in terms of their personal experience. It will be possible to run reports from
these so that any themes can be picked up and considered in terms of further enhancing the
process/adults experience. The pro forma also reminds staff to inform adults or their representatives
of other ways they can feedback including completion of an online survey, questionnaire and
independent face to face interview
At the end of the adult safeguarding form an extra question has been added in relation to SARS
which prompts the safeguarding chair in all formal enquiries to consider if they should refer for a SAR
i.e. whether the case met the criteria and should be flagged up as a potential SAR .
Changes have also been made to existing procedures to incorporate the use of the provider enquiry
report, giving guidance on when it is appropriate to use and promoting its use as a standard option to
be considered
The minute taking process has also been updated following a pilot to manage safeguarding meetings
in a different way. This was developed to address an unfortunate trend which had developed of
minutes becoming lengthier and less focussed as minute takers tried to capture all contributions. It
was identified that in some cases meetings would benefit by more rigorous, focused chairing
practice. Safeguarding chairs were therefore asked to summarise the key points from all participants
feedback, give the opportunity for their summary to be challenged but for the minute taker to minute
their summary rather than the full content of the participants views. This approach resolved the issue
and minutes quickly became shorter and more relevant. Action points were also taken at the end of
the meeting and circulated very quickly in advance of the minutes so participants were clear much
more quickly regarding any actions ascribed to them. The new process rolled out to all the teams in
the latter part of 2018 and beginning of 2019

.4 Training (Please tell us about safeguarding training you have done during the last year)








During 2018/19 there were 2 x 2 training days for new section 42 officers which
resulted in approximately 40 new staff being able to undertake formal safeguarding
enquiries.
There was also 1 one day training course on chairing the adult safeguarding
process which resulted in approximately 20 new staff being trained up to lead the
process
There has also been much work around developing better understanding of mental
capacity, assessing capacity and appropriate use of deprivation of liberty
safeguards. This has involved members of the MCA/DolS team briefing care home
staff and also visiting the integrated teams and presenting in team meetings. This
activity is all contributing to enhancing staff’s ability to confidently and appropriately
assess mental capacity
The safeguarding forum for section 42 officers was restarted in 2018/19 and has,
with the support of the Board, established itself, receiving positive feedback from the
Board. The forum is bi monthly and encourages at least one representative per team
to attend to raise issues that are being identified at an operational level as well as
deliver some input on themes that are being noted at a management level. So for
example recently:
o the advocacy service delivered a presentation on their service; this included
the opportunity for attendees to raise some concerns re the quality and
consistency of some advocacy input which was taken on board, and also to
develop a realistic understanding of the role and remit of the service. There
was also the opportunity to look at some advocacy case studies to promote
sharing of ideas and best practice.
o Other topics covered in some detail have included the options for customer
feedback and feedback on performance data making this more relevant and
understandable to front line staff. Attendees take back the learning to their
own team meetings
More social work staff attended the remaining multi agency training on self neglect
leading to a situation where apart from new appointments almost all adult social care
staff have attended the 1 day course

.5 Performance (Please tell us about any developments in how you measure /review performance
relating to safeguarding)


A fundamental internal audit of over 40 safeguarding cases was undertaken and completed
in July 2018. This was followed by a detailed report which analysed a significant number of
aspects, including issues such as
o time taken to complete a safeguarding enquiry,
o the clarity of the record,
o the clarity of all decisions made,
o whether cases with the outcome “ managed outside safeguarding” were provided at
least as good outcomes as cases going via the more traditional safeguarding
process of case conference,
o a focus on whether safeguarding interventions took proper account of adults
preferred outcomes,
o the extent to which preferred outcomes were met
o whether adults felt safer than they did at the outset of an enquiry.
The overall conclusion of the audit was that work was undertaken effectively, at the
service user’s pace in a personalised fashion, and that the quality of the
safeguarding work was good. Recording quality and decision making generally was
also assessed as good.
There was just one area of significant concern in that in the mental health sector it
became apparent that 2 of the community mental health teams had ceased to use
the agreed method of recording adult safeguarding. This issue is being addressed as
a matter of priority by GMMH and it is assumed their report will provide more
detailed commentary on what work is happening to address this issue



The independent peer reviewers audited 14 cases at the end of March 2019.Initial feedback
endorsed in a number of ways the conclusions of the internal audit making the following
comments
o Purposeful and persistent social work practice –ensuring rigour in the process
o Recording is factual
o People were being asked their views and these were being responded to sensitively and with
impact
o Generally very good in respect of timescales



There were a limited number of areas the peer review felt warranted further attention and
which will be looked at for example better evidencing the use of the Mental Capacity Act
Data from the 2018/19 dashboard was similar in many aspects compared to the 2017/2018
dashboard however issues to highlight include
o an 8% increase in safeguarding alerts. This comes on top of a 24% increase in alerts
in 2017/18- (see SAC return data).
o the number of new safeguarding enquiries started in 2018/19 increased by about
20% which is clearly a very significant increase in the safeguarding workload
o Safeguarding cases completed in 2018/19 reduced by 12%.It could be that the
reduced completion rate is due to the increased workload with cases possibly taking
longer to complete given the increased numbers





The following statistics presents an example of consistency but also 2 areas which do
indicate an improvement
o In 18/19 there were 67%of alerts led to a safeguarding enquiry compared to 68% in
17/18- it may be in future years the % reduces as we try to ensure that fewer care
quality issues are treated as low level safeguardings
o Performance on the use of advocates which improved significantly in 2017/18 has
sustained itself
o 46% were “managed outside safeguarding” i.e. enquiry work didn’t result in a case
conference in 46% of cases compared to 41% in 17/18. Cases managed outside
safeguarding could be seen as a proxy measurement in many situations for cases
being managed in a more personalised way so a 5% increase is positive
o Outcomes fully achieved rose from 49% to 59% which is also positive
o There has been a significant reduction in the numbers of safeguarding enquiries
relating to incidents in care homes from 37% in 2017/18 to 30% in 2018/19. This is

again felt to be positive and a possible indication that alerts are being more carefully
screened to distinguish lower level care quality issues from safeguarding.
An explanation for this may be that as most safeguarding alerts raised in care homes
are now managed by 1 team there is more consistency of decision making around
thresholds for safeguarding intervention. This does not mean that issues are not
being addressed but that they are hopefully being addressed in a more proportionate
manner-.

.6 Partnership (Developing/building on multi-agency practice and working with the community)







Work on developing an equivalent role to the children’s “LADO” has involved close
partnership with children’s safeguarding and the board. The plan has been to develop an
advice and management role ( relating to Persons in a Position of Trust-PIPOT) to cover a
potential gap around the safe management of adults who work with adults at risk whose
behaviour whilst not causing direct harm to an adult at risk raises questions about their
suitability to work in the sector. This work is at an early stage
The development of the provider enquiry report has involved partnership work with the CCG
and board
The QIN is completely reliant on the positive engagement of a wide range of partners
GMP representative attended team managers meeting to address concerns re changes in
GMP organisation and to provide clarity re who to contact if issues arise
Work with the fire service identifying adults who are at risk who also smoke and could be
high risk in terms of accidental burns Work with health colleagues on pressure ulcers

.7 National & Local Developments in respect to Safeguarding within you organisation
 Implementation of the national guidance on pressure sores and encouraging the use of a
screening document by the health service has been taken forward. It is hoped the screening
tool will be adopted formally in the near future. There are real personalised benefits of doing
this as taking adults and families through a safeguarding process can be frightening and
unnecessarily worrying if it turns out there is absolutely no evidence of neglect and the care
has been good



What difference has it made? What is the impact? What is the evidence?

-

Please note any key work you have done to evidence the impact e.g. Practitioner Survey
findings, event evaluations, inspection feedback, re-shaping services/commissioning,
performance data etc.

It is difficult to measure the impact of the many changes listed above. However the audit work
referenced above and the performance dashboard do strongly support an assessment that in general
the safeguarding work that is undertaken is of good quality and sensitive to the wishes of the adults
involved.
The work of the QIN referenced above has helped to improve the care experience of adults in
residential care and is evidenced by a marked improvement in CQC ratings.
There is also growing evidence of a reduction in safeguarding concerns and enquiries in residential
care settings. Whilst there is a need for caution until such time as it is clear the reduction in numbers
is sustained, it may well be that all the various improvements listed earlier ,for example the fact that
most safeguardings in the care home sector are overseen by one team, the roll out of the provider
enquiry report etc. are all having a really positive impact ensuring a more proportionate response
than might have been possible when this work was carried out by a more disparate group of teams
As stated above the provider enquiry report process should also improve the experience for adults
given its potential to deliver a more personalised response.
The safeguarding system appears to be continuing to cope overall with a large and increasing
number of alerts year on year and whilst it can be difficult to definitively interpret all the data and
auditing information suggests that this has been managed without any obvious deterioration in the
quality of the response.
The peer review endorses the summary above referencing in
 “Purposeful and persistent social work practice
 Factual recording
 Generally very good in respect of timescales



People being asked their views and these were being responded to sensitively and with
impact”

The peer review also makes a few suggestions for improvement several of which are already in
process



Key Challenges

-

-

Please note any particular areas that challenges that you have been working on in the last year
PIPOT ( learning from children’s safeguarding experience of this role and starting to address an
unknown number of situations where an employee working with adults at risk might pose a risk
as a result of attitudes and/or behaviours occurring in their private life
Implementing pressure sore screening guidance and practice as produced by the Chief Social
Worker Lyn Romeo
Aligning safeguarding processes with SRFT e.g. datix. It is unclear at this stage whether this will
improve or have an adverse impact on safeguarding
Ensuring developments in GMMH to improve adult safeguarding practice internally do not result
inadvertently in creating information sharing difficulties that leave adults at more rather than less
risk and also ensuring that the welcome attempt to address recording practice and other changes
in GMHH do not inadvertently create a two tier safeguarding service in Salford with GMMH and
adult social care developing separate services that no longer match each other
Concern that the changes in GMP and dissolution of the PPIU do not lead to a deterioration in
the service provided by GMP to adult safeguarding
Continuing to promote the appropriate use of advocates so the % used improves further- it may
warrant a specific audit of cases not referred where superficially at least it appears they should
have been to better understand what is actually happening and what the reasons might be
Action plans arising from SARS and/or the SAR panel



Key Safeguarding priorities/actions 2019-20

-

-

-

-



Monitor and improve the numbers of adults who provide feedback on their experience of
safeguarding
o analyse responses in order to identify any common themes reported by service users
that might result in changes to service delivery
Monitor the improvements in residential care and safeguarding to support these being sustained
LPS Prepare for the changeover from the DoLS system due to take place Oct 2020
Further promote the use of the provider enquiry report/complete work going around the care
homes explaining its purpose and how to complete
Continue to contribute to changes in procedures
PIPOT Complete the work on developing a process and procedure. Identify resources to
undertake this role
Pressure sore screening. Complete work to encourage SRFT to endorse screening as the
preferred approach rather than taking all pressure sores through a safeguarding process
Continue to work with GMMH on the documentation of safeguarding activity, access to training
and access to IT systems
Continue to monitor the impact of the changes in GMP on adult safeguarding locally sly
Continuing to promote the appropriate use of advocates so the % used improves furtherconsider if it is necessary to undertake a further audit of cases not referred for advocacy
Consider implementing a system of more routine review of safeguarding work building on the
work of the safeguarding audit completed by the quality and performance team

Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)

Mrs A aged 79 presented herself at a housing office asking for rehousing to get
her and her husband away from their son who lived with them and was
financially abusing them to the extent that they had become at risk of fuel

disconnection and were generally struggling with bills. Mrs A was anxious that
her son was not prosecuted and that he was also not made aware of her report
as she feared for the consequences of this. Mrs As wishes were entirely
respected.
There was nothing to suggest the son was a risk to anyone other than his
parents. Further enquiries from the social worker allocated resulted in it
becoming clear the housing department would not rehouse the couple as they
were not overcrowded and didn’t meet any housing criteria for rehousing.
However the social worker identified that extra care housing could be a
possibility as the husband certainly had care needs.
By supporting an application for priority for extra care housing this enabled the
couple to move ostensibly because of their joint ages and frailty but in reality to
remove themselves from the son and make it impossible for him to carry on
badgering them for money and stealing from them. He had no awareness of the
real reasons nor did anyone need to tell him which was just how Mrs A wanted it.
After 3 months on the waiting list Mr and Mrs A moved into their new flat.
They are both very happy there. The son has not visited but if he had the staff at
the accommodation would have kept a close eye on any contact. Mrs A was
fairly quickly within a few months, getting all outstanding bills paid and they are
now much more comfortable, able to spend what they want to on food etc.
~~~
A staff member from a day centre reported anonymously that she was concerned
about the behaviour of a manager at the centre whom she alleged was bullying
and isolating a particular service user with learning difficulties. This also involved
threatening him with withholding food and going to bed early because of
allegedly “bad behaviour”. The staff member appeared genuinely concerned
about the manager’s behaviour which she also said included bullying staff
A formal safeguarding enquiry started which ultimately confirmed that bullying
had occurred and furthermore that a wider culture had developed on the unit
where oppressive behaviour had become the norm. It should be noted that it is
not unusual for such allegations to be malicious coming from staff members who
are disaffected seeking to cause trouble for a manager but all such cases are
looked at very carefully and in this case the concerns being raised turned out to
be validated. Several managerial staff were suspended and retraining was
provided to the remainder of the staffing led by a replacement manager.
Undertaking the enquiries and addressing the issues was a very challenging task
which cannot be done justice in such a short summary but fortunately the senior
management of the company were supportive and acted appropriately once the
findings of the enquiry were made clear. This did make the task of ensuring the
ongoing protection of the man and other day centre attendees a bit easier than it
could have been.


Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

-

Hyperlinks for more information

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

AGE UK Salford
Cath Barningham

Key Areas For Consideration


Introductory statement of commitment

Adult Safeguarding remains a high priority for Age UK Salford who work in
partnership with other agencies to provide a network of measures aimed at
providing a duty of care to all vulnerable persons through implementing procedures
to safeguard their well-being and protect them from harm.
The Director of Care and Support Services is a member of Salford’s Adult
Safeguarding Board and also represents Salford VCSE sector as a vocal
representative for the impact and implementation sub group.


Key Safeguarding achievements for 2018-19

Age UK Salford has been commissioned by the Greater Manchester Combined
Authority Partnership to lead an innovative approach to tackling malnutrition, first
developed in Salford, across five additional boroughs of Greater Manchester.
We have now trained a wide range of front-line staff and volunteers to talk to older
people about their diet, appetite and weight loss and to use the Paperweight
Armband, a simple strip of paper designed in Salford which can be used to instantly
check if someone is at risk of malnutrition. After initial trials the programme is now
being rolled out to five areas in Greater Manchester – Bolton, Bury, Oldham,
Rochdale and Stockport.
We have also launched an e-learning tool about malnutrition and swallowing
difficulties. This can be used by carers and members of the public who would benefit
from learning more about the issues and the role they can play to support someone
who may be at risk.
So far, the programme has achieved:
• almost 3,000 people have been reached through awareness raising
• more than 600 people have been trained to use the signposting questions and the
Paperweight Armband, with a potential reach of 29,156 older people per year
• signposting questions and/or Paperweight Armband have been used with 1626
people
• 111 people have been identified to be at risk of malnutrition
Over the next 12 months we will continue to recruit ‘nutrition and hydration
champions’ to use the Paperweight Armband and questions about weight loss in
their daily conversations with older people.
We are following up with people at risk to evaluate the impact of these
conversations and the advice given to improve food and drink intake.
We are promoting the e-learning tool in particular within care home settings to
improve the knowledge and understanding of malnutrition, dehydration and

swallowing difficulties and improve practice around care provision for these basic
needs.
Ultimately we aim to reach 40,000 people across Greater Manchester to discover
cases of malnutrition which might otherwise go undetected; and respond before the
most serious impacts take hold.


What difference has it made? What is the impact? What is the evidence?

Working with the Partnership, we raised awareness of the issues in nutrition and
hydration awareness week during March 2018.


Key Challenges

-

Please note any particular areas that challenges that you have been working on in the last year



Key Safeguarding priorities/actions 2019-20



Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)



Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

-

Hyperlinks for more information

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2017-18
Organisation:
Board Member Details:

NHS Salford Clinical Commissioning Group
(CCG)
Francine Thorpe: Director of Quality and
Innovation
Elizabeth Walton: Designated Nurse
Safeguarding Adults, MCA and Prevent
Lead
Jacquie Purser: Head of Continuing
Healthcare

Key Areas For Consideration


Introductory statement of commitment (Please include changes to internal
governance arrangements, and details of new appointments related to safeguarding adults)

This proforma provides an overview of the key developments, progress, achievements and
subsequent challenges in respect of safeguarding adult’s in Salford in accordance with
relevant statutory responsibilities and on behalf of NHS Salford Clinical Commissioning Group.
Salford CCG is statutorily responsible for ensuring that the organisations from which services
are commissioned provide a safe system that safeguards adults at risk. Salford CCG is
required to provide assurance that activity within all commissioned services, meet national
agreed safeguarding standards. This continues to be reflected in local policy and procedure
and in the integrated Quality and Safety Strategy (2018 – 2020).
SCCG’s Safeguarding Team remains committed to continuous improvement of the quality of
safeguarding arrangements across Salford, accepting the challenges this brings and
embracing opportunities to provide a preventative approach to safeguarding adult’s at risk.
Continued, effective collaboration with the Local Authority Safeguarding Adults Board and
key partners has continued as a throughout 2018/19.
18/19 Governance Arrangements –
Greater Manchester:




The regional Chief Nurse is accountable for safeguarding across NHS England North to the
Chief Nursing Officer, NHS England.
The Director of Nursing for the Greater Manchester Health and Social Care Partnership
(GMHSCP) is responsible for supporting and providing assurance on the safeguarding adults
at risk as well as children and looked after children.
The Greater Manchester Safeguarding Networks have delegated authority to act on behalf of
the CCG Executive Leads in all matters relating to safeguarding and are accountable to
Greater Manchester Health and Social Care Partnership Directors of Nursing (DoNs) and the
Quality Board (see governance structure image 1).

NHS Salford CCG:


The Chief Accountable Officer is the Accountable Officer for safeguarding adults at risk. This
duty is delegated to the Director of Quality and Innovation who has been appointed with the
authority to make commissioning decisions on behalf of the CCG and is the CCG Executive
member of SSCB and is an active member of the SSAB and joint safeguarding Board.







The Director of Quality and Innovation has oversight of the work of the CCG Safeguarding
Team within the Quality and Innovation Directorate. The Designated Nurses report to the
Director of Quality and Innovation but have direct access to the Chief Accountable Officer as
required.
Image 2 outlines the line of accountability from the Designated Nurse function within SCCG to
the Chief Accountable Officer.

Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal (Developing more personalised approaches to how we protect
individuals at risk from abuse).
-

The CCG continue to ensure inclusion of MSP within all adult safeguarding training and for
2018/19, has been included within the development of Level 3 adult safeguarding for GP
practices. In addition, the CCG safeguarding team will broaden the concept of MSP by utilising
this as a fundamental approach to any new initiatives and projects. The views of service users
entering the IRIS programme continue to be collated/ reported on. An example of more recent
feedback is as follows:

IRIS Patient feedback (since April 2018)
% of IRIS Patients who agree or strongly agree that they pleased that their
Doctor / Nurse asked them about domestic abuse
% of IRIS Patients who agree or strongly agree that they are pleased that they
have been referred to a specialist domestic abuse worker
% of IRIS Patients who agree or strongly agree that they feel listened to by the
advocate-educator
% of IRIS Patients who agree or strongly agree that they found the support
provided by the advocate-educator helpful
% of IRIS Patients who agree or strongly agree that they now know where to
go for support
% of IRIS Patients who agree or strongly agree that they now know how to
access support
% of IRIS Patients who agree or strongly agree that they feel safer as a result
of the support
% of IRIS Patients who agree or strongly agree that they feel more confident
% of IRIS Patients who agree or strongly agree that they feel more able to cope
% of IRIS Patients who agree or strongly agree that they feel good about
themselves
% of IRIS Patients who agree or strongly agree that they feel optimistic about
their future
% of IRIS Patients who agree or strongly agree that they visit their doctor/nurse
less than before
% of IRIS Patients who agree or strongly agree that they feel their health and
wellbeing has improved

98%
98%
96%
98%
100%
100%
97%
100%
100%
89%
89%
73%
84%

‘’I feel lighter- I feel more relaxed. I was extremely anxious but you reassured me in a
number of ways’’
‘’Thankyou so much for all you have done for me. You really have been an inspiration and
helped me so much. What a difference you have made to my life- from IRIS patient finishing
the positive you programme’’

-

As the new chair of the GM Adult Safeguarding Network, the Designated Nurse Safeguarding
Adults has supported development of the GM strategy, strategic priorities and objectives.
Objective three focuses directly on ‘develop opportunities for a Greater Manchester approach to
improving communication and engagement to ensure the ‘voice of the adult’ is central to
safeguarding adult practice’, MSP is captured within the work plan to support and strengthen this
approach in 19/20.

.2 Prevention (Training, Policy and procedures and performance e.g any developments in how you
measure/review performance relating to safeguarding)
-

Following the publication of the Adult Safeguarding: Roles and Competencies for Health Care
Staff from the Royal College of Nursing. The CCG developed a level 3 adult safeguarding
training package for GP Practices for delivery in 2019/20.

Primary Care Training 18/19
-

-

The CCG continue to have strong engagement with Primary Care which reflects in the outcome
of training uptake.
During 2018/19 the CCG continued to include and enhance the expectation around adult
safeguarding training within the Salford Standard with a requirement of all practices to achieve a
minimum of 80% of all Practice staff trained in Adult Safeguarding (Level 2). This key
performance indicator will remain in the Salford Standard for 2019/20 and will incorporate both
Level 2 and Level 3 Adult Safeguarding Training.
In addition the CCG Safeguarding team also offer a range of safeguarding training sessions
including Prevent and Mental Capacity Act / Deprivation of Liberty Safeguards. In 2018/19 the
CCG included an expectation within the Salford Standard for a minimum of 50% of clinical staff to
complete both Prevent and MCA / DOLS training. For 2019/20 this has been increased to 80% of
GPs, Advanced Nurse Practitioners and Practice Nurses to complete this training. 80% of all
clinical and non clinical staff will also be expected to complete IRIS training (refresher training
every 3 years).

-

GP Safeguarding Training 2017-2019
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NB all practice staff and GPs are required to repeat Adult Safeguarding training every 3 years.
A full evaluation of the training delivered in 2018-19 has been undertaken and the report is
available. This evaluation highlights that the overall percentage of those who rated their
understanding of the subject they attended training for was as follows:
• Pre-course – 57% of attendees rate their subject knowledge as Poor, Fair or had no
understanding
• Post-course – 95% of attendees rate their subject knowledge as Good or Excellent

Salford Identification and Referral to Improve Safety (IRIS)
-

The Salford IRIS has been commissioned by the CCG until March 2020. The scheme has now
been implemented across all Salford GP practices. The aim of the IRIS programme is to support
primary care with identification and response to domestic abuse. Evidence of engagement can

be demonstrated with continuously increasing IRIS referral rates (see chart below). The majority
of referrals to IRIS are currently not known to DVA services.
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CCG Safeguarding Training
-

The Chief Accountable Officer has a strong commitment to supporting compliance with
mandatory training across SCCG.

-

SCCG staff compliance with Level 1 Safeguarding Adults training has been recorded at 97.4%
during 18/19.

-

During 2018-19, Prevent training has continued to be mandatory for all CCG staff, with staff
compliance for this training recorded at 92.4% which shows a continued increase year on year.
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The CCG have continued to recognise the Care Home Sector as a crucial partner and as such
have continued to offer and provide adult safeguarding training and safeguarding and record
keeping training to the whole of this sector.
A total of 49 Care Home staff were trained during this period. During 2019/20 it is anticipated
that this offer will continue in response to Safeguarding contractual standard requirements.

CCG Safeguarding Policy


During 2018/19, the CCG Safeguarding Policy and procedures were reviewed in light of changes
reflected within safeguarding related legislation and guidance.

Safeguarding Activity


The CCG continued to provide a representative on the SAB Performance and Quality sub group
to assist the SAB in the provision of assurance of the quality of safeguarding arrangements
across Salford.



The total number of adult safeguarding referrals submitted to the Adult Social Care Contact
Centre totals 31, 18 of these from Primary Care in Salford resulted in safeguarding enquiries.

Police Welfare Notifications and Ambulance Welfare Notices






Vulnerable Adult Referrals (Police Welfare Notifications) are formal notifications sent through to
Adult Social Care from Greater Manchester Police where concerns for a vulnerable adult are
identified during police enquiries. As a result of findings from safeguarding enquiries, it was
agreed that these notices should be shared with the individuals registered GP.
Vulnerable Adult Referrals from North West Ambulance Service (NWAS) are formal notifications
sent through to Adult Social Care where concerns for a vulnerable adult are identified during
ambulance call outs. As a result of findings from safeguarding enquiries, it was agreed that
these notices should be shared with the individuals registered GP.
The table below shows the numbers of referrals that have been received and forwarded by the
CCG safeguarding team to the relevant GP Practice to support earlier intervention where health
related vulnerabilities have been identified.

Police Welfare
Notices
Ambulance Welfare
Notices

2016-17
378

2017-18
1692

2018-19
2723

N/A

515

1390

MCA in Primary Care




Throughout 2018/19 the CCG safeguarding team supported the development of a Greater
Manchester Primary Care MCA Policy and distributed this to all Salford Practices. Training
around MCA has continued and is well embedded within the Salford Standard which has
ensured that 77% of Practice staff are trained around the MCA. Electronic Capacity assessment
forms and best interest decision making forms are now available to all GP practices.
Quality of application of the MCA is monitored through the annual quality improvement and
assurance tool. As a result of this, the CCG are supporting the funding of an innovation project
which will develop and pilot a new method for the delivery of Mental Capacity Act training, which
provides trainees with enhanced, experiential learning through realistic and interactive decisionmaking scenarios during 2019/20.

Salford SAfeguarding and QuaLity Provider NeTwork (SAINT)
The CCG Quality & Improvement Nurse has been included as a new key member of SAINT
This role has enabled safeguarding themes to be addressed with care home managers
individually through joint Quality and Safeguarding visits and disseminating learning to all
members via SAINT in areas such as wound care and associated documentation.
The CCG Care Home Pharmacist is also a core member of SAINT and has done focused
sessions on Covert Medication and the Mental Capacity Act and PRN medication Protocols

SAINT has been a focal forum for the implementation and training of the IDDSI guidelines
and continues to provide feedback and liaise with the community SALT team on behalf of
managers
Making Safeguarding Personal is a primary focus of SAINT & materials have been provided
to assist in improving MSP within Salford care homes, a SAINT meeting was used by the
SSAB as a focus group to help assess the training needs of care home managers in this
area
SAINT is continually providing update and support to members surrounding the DOLs/LPS
changes
GP Safeguarding Leads Forum





The CCG safeguarding Team currently operate a GP safeguarding leads forum with a lead
representative for each of Salford’s GP practices.
The forum was developed to provide an opportunity to share learning from safeguarding reviews
including SAR’s and a base for dissemination and discussion around strategic safeguarding
elements.
In 2018-19 an 89% compliance rate of practices attending the forum was achieved,
demonstrating the commitment from GP’s to improving the standards of safeguarding
arrangements within their practices.
Examples of where GP’s have contributed to the safeguarding adults agenda include:
 Review of SARs and associated action plans for 18/19.
 Supported the ongoing development of the safeguarding quality improvement and
assurance tool.
 Contributed to the review of processes for managing and monitoring police welfare
notices and ambulance welfare notices in Primary Care
 Contributed to the redesign of the Primary Care safeguarding annual quality
improvement and assurance tool.
 Disseminated learning from local SAR’s and DHR’s

Safeguarding Accountability & Assurance - Providers


The ‘Greater Manchester Safeguarding Children, Young People and Adults at Risk – Contractual
Standards 2018-2019 is a GM developed document which is reviewed annually via the GM
Safeguarding Networks. This document contains the safeguarding audit framework/ standards
used to monitor all NHS and Non NHS commissioned providers of health care.



These standards have continued to be included in all commissioned health care provider
contracts (including Care Homes with Nursing) during 2018/19 to provide assurance around
safeguarding arrangements in our commissioned services and evidence and action plans are
scrutinised and monitored by the Designated Nurses on behalf of the CCG where full
compliance is not achieved.

.3 Partnership (Developing/building on multi-agency practice and working with the community)

- The CCG Designated Nurse for Adult Safeguarding is the current chair of the Implementation and
Impact Network (IIN). The IIN is accountable to the SSAB and responsible for overseeing the
business of the SSAB, helping partners work together to effectively progress and develop SSAB
business priorities and objectives across Salford

Development of the Quality Improvement Network (QIN)
The CCG have been a key partner in establishing the Quality Improvement Network (QIN) in Salford
as a result of a joint ambition to improve the quality of these services using a more formalised
targeted and integrated approach. Some of the outcomes of this are outlined below:


At the end of 2018/19 there were 19.5% of care homes rated as Requires Improvement or
Inadequate, which comfortably beat our target of 28% with no homes rated as inadequate.
All homes in Salford achieved a ‘Good’ rating for the Caring domain.




The Salford Care Homes Excellence Program was launched to empower Provider Managers
to make implement their own quality improvement, support partnership working and
development and support system wide programmes for quality improvement across Salford.
Three Salford homes are represented on a Greater Manchester training program to improve
on leadership capability within the sector.

During 2019 / 20 the QIN aims to develop a comprehensive care home quality improvement
strategy that moves beyond CQC ratings and encompasses those matters that impact
on the quality of life of care home residents. It will bring together the skills and
experience of the Quality Improvement Network members, the care home managers
and, where possible, residents of the care homes and their families to develop the
strategy.
GM Adult Safeguarding Network


-

From January 2019, the CCG Designated Nurse has taken over chairing for the GM Adult
Safeguarding Network. As a result, the network has established clear strategic priorities and
objectives for 2019/ 20 which align with the strategic priorities for Salford.
Some of the successes for 2018/19 include:
Enhanced adult SG supervision arrangements across GM
Delivered a GM response to the MCA (LPS) Bill consultation & Adult Safeguarding: roles &
competencies for healthcare staff
Secured a GM seat on the SANN
(contributing to developments of the work plan)
Reviewed the ADASS MSP audit tool for CCG’s/ health

2.4 National & Local Developments in respect to Safeguarding within you organisation


The CCG Designated Nurse currently fulfils additional functions to assist in supporting Salford to
develop safeguarding arrangements. These include:
 Peer Reviewer for ADASS/ LGA – completing reviews across York and Humberside and
providing opportunities to share best practice.
 Home Office Peer reviewer for Prevent.
 Chair of the Greater Manchester Safeguarding Adult Network
 Co opted member of the Safeguarding Adult National Network (SANN)

Learning Disability Mortality Reviews (LeDeR)







Salford CCG is part of the national LeDeR programme, commissioned by the Health Quality
Improvement Partnership on behalf of NHSE and led by Bristol University. The LeDeR
programme was established as a result of the Confidential Inquiry into Premature Deaths of
People with a Learning Disability 2003, which found that people with learning disabilities are four
times as likely to die of preventable causes compared with the general population.
The LeDeR Programme aims to help reduce premature mortality and health inequalities for
people with learning disabilities in England through local reviews of deaths of people with
learning disabilities.
The CCG have provided a Local Area Coordinator (LAC) and deputy LAC within the
safeguarding team to facilitate development of this program.
Since December 2017, the CCG are reviewing all referred cases of individuals (with a Salford
GP) with a learning disability who have died.
Learning from the reviews will be disseminated via a local LeDeR Steering Group and will feed
into the Greater Manchester steering group where themes and lessons learnt will be centralised
to support improvements in care and service provision to some of our more vulnerable adults.



What difference has it made? What is the impact? What is the evidence?

-

Please note any key work you have done to evidence the impact e.g. Practitioner Survey
findings, event evaluations, inspection feedback, re-shaping services/commissioning,
performance data etc.

NHSE CCG Safeguarding Accountability & Assurance

-

Salford CCG has maintained its rating of ‘outstanding’ by NHS England for the fourth consecutive
year which is a fantastic achievement.

-

SSAB priorities are reflected in the GM adult network priorities

-

The CCG Designated Nurse is currently the chair of the Greater Manchester Adult Safeguarding
Network. As a result, this has enabled an opportunity for the SAB identified priorities to be
aligned to those of the Greater Manchester Safeguarding Network allowing greater influence at a
Regional and National level. This will be further enhanced in 18/19 as the Salford CCG will also
be a representative on the Safeguarding Adult National Network.

-

Training feedback

A full evaluation of the training delivered in 2018-19 has been undertaken and the report is available.
This evaluation highlights that the overall percentage of those who rated their understanding of the
subject they attended training for was as follows:
•
Pre-course – 57% of attendees rate their subject knowledge as Poor, Fair or had no
understanding
•
Post-course – 95% of attendees rate their subject knowledge as Good or Excellent

Primary Care and Care Home Training Feedback:

(02) Evaluation
(03) Evaluation
(11) Evaluation
(12) Evaluation
Report 18-19 - Adult Safeguarding.pdf
Report 18-19 - Care Home
Report
Safeguarding.pdf
18-19 - MCA DOLS.pdf
Report 18-19 - Prevent.pdf

-

Salford Standard/ Primary Care Safeguarding Annual Audit

-

Throughout 2018/19 the CCG Safeguarding team have continued to seek Safeguarding
assurance from primary care via the Salford Standard and through the annual safeguarding
audit.

-

There was a 100% response rate from practices from the audit in 2018/19 and all practices have
engaged with safeguarding quality assurance visits. The visits have supported the enhancement
of safeguarding arrangements within practices in line with CQC regulations, associated national/
local safeguarding legislation and guidance.

-

Safeguarding is an integral component of the Salford Standard for Primary Care and places
focus upon further quality improvement of safeguarding arrangements.
For 2019/20 the Safeguarding KPIs included within the Salford Standard have been reviewed
and includes the following core standard requirements:

-

-

Developing the GP Safeguarding Lead Role – Attendance at GP Safeguarding Lead
Forums and dissemination of information within practice
Patient Records and Safeguarding Reports – Ensuring correct read coding applied to
patient records
Completion of the annual Safeguarding Assurances

Safeguarding KPI’s:
-

All General Practices to engage with and embed the IRIS project to support Domestic
Abuse Identification
All practice staff (GPs, clinical and non-clinical) to complete appropriate Safeguarding
Training (including Adult Safeguarding, MCA and Prevent Training)
100% completion of MARAC requests and requested Initial case conference
reports



Key Challenges

Please note any particular areas that challenges that you have been working on in the last year

-

SEE BELOW



Key Safeguarding priorities/challenges and actions 2018-2019

Develop a Safeguarding Strategy outlining CCG intentions for integration 2018 – 2020

The CCG Safeguarding Team will develop and deliver an annual safeguarding and quality
programme. During 2018-2020 this will focus on;
- Defining and developing integrated safeguarding assurance processes.
- Developing safeguarding quality reassurance processes in line with the annual contractual audit
standards.
- Continuing to discharge statutory safeguarding responsibilities on behalf of the CCG.
- Continuing to discharge statutory safeguarding responsibilities on behalf of the Safeguarding
Boards.
- Maximising the CCG contribution to the Safeguarding Boards strategic plans to ensure that
statutory requirements are undertaken.
- Continuing to develop and strengthen statutory arrangements for Looked after Children in Salford
- Strengthen safeguarding arrangements including compliance with the Mental Capacity Act in
Primary Care.
- Ensure compliance with the Prevent Duty within NHS Salford CCG and across health partners.
- Support compliance with the Mental Capacity Act across the Salford Health Economy.
- Establish effective safeguarding arrangements with GMH&SCP and fulfil key priority and
statutory requirements.
Key adult safeguarding priorities 2018/19:
Continue to maintain the CCG responsibilities to the Assurance and Accountability Framework
(2015) and sustain and improve upon the achievements in 17/18.
Continue to support the CCG’s statutory responsibilities to the SSAB in line with the Care Act
(2014), Prevent Duty (Counter Terrorism and Security Act, 2015) and the Mental Capacity Act
(2005) including pending legislative changes.
Maintain effective safeguarding arrangements with GMHSCP and fulfil priority and statutory
requirements.
Continue to work collaboratively with strategic partners to support the implementation of
organisational and Salford Safeguarding Boards priorities
Continue to work collaboratively with strategic partners to support the implementation of
organisational and SSAB priorities.
Ensure Making Safeguarding Personal remains at the heart of our processes.
Further develop and support quality assurance and safeguarding processes across Salford in
health as part of integration.
To ensure that recommendations from all completed case review processes are implemented
across the health economy.
Define and develop integrated safeguarding assurance processes in line with contractual
safeguarding audit standards.
To support integration of the work within the CCG Safeguarding Team of the children & adults
agenda including transition and complex safeguarding.
To continue to manage and implement the IRIS project within all GP practices in Salford.

To further develop and sustain the LeDeR program across Salford
To continue to work with GP Practices in further developing their contributions to safeguarding
processes including but not limited to domestic abuse
To maintain and drive quality improvement around the application of the Mental Capacity Act in
Primary Care and strengthen arrangements of the Act.
Monitor and identify the relevant legislative changes as a result of the Law Commission
proposals for DoLs and ensure the CCG meets the relevant statutory requirements.



Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)



Supporting Images (Do you have any graphs or images to illustrate achievements?)

Image 1: GM Governance Structure
Image 2: CCG safeguarding team
governance structure


Where to find additional information:

-

Hyperlinks for more information

http://www.salfordccg.nhs.uk/
http://www.irisdomesticviolence.org.uk/iris/
http://www.bristol.ac.uk/sps/leder/

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

Salford CVS
Michelle Warburton
Voice & Influence Manager
Michelle.warburton@salfordcvs.co.uk
Tel: 0161 787 7795 Ext 220

Key Areas For Consideration


Introductory statement of commitment (Please include changes to internal
governance arrangements, and details of new appointments related to safeguarding adults)

The post of Voice & Influence manager was created in June 2018 to take a strategic
lead on behalf of Salford CVS on Safeguarding Children & Adults, Community
Safety and Inclusion.
Salford CVS are also funded by Salford City Council to deliver Safeguarding training
to VCSE organisations


Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal (Developing more personalised approaches to how we protect
individuals at risk from abuse).
Not applicable
.2 Prevention (Please tell us about any specific prevention activity not specifically included in the
sections below)
Not applicable
.3 Policy and Procedures (Do you have a Safeguarding policy and procedures? Does it link to the
SSAB policy and procedures?)
Salford CVS support VCSE organisations to develop effective Safeguarding Policies &
Procedures and agreed a template for this with the SSAB
.4 Training (Please tell us about safeguarding training you have done during the last year)
Salford CVS have delivered 9 Adult Safeguarding Training Courses to 48 Voluntary, Community
& Social Enterprise Sector organisations (training a total of 143 people).
We also delivered modern slavery training internally to Salford CVS Staff

.5 Performance (Please tell us about any developments in how you measure /review performance
relating to safeguarding)
.6 Partnership (Developing/building on multi-agency practice and working with the community)
Salford CVS deliver VCSE Voice & Influence forums called VOCAL which provides
representation to SSAB Board and Sub Groups

.7 National & Local Developments in respect to Safeguarding within you organisation



What difference has it made? What is the impact? What is the evidence?

-

Voluntary, Community & Social Enterprise Sector in Salford have improved Safeguarding,
Policies, Procedures and Practise



Key Challenges

-

Please note any particular areas that challenges that you have been working on in the last year



Key Safeguarding priorities/actions 2019-20
 To deliver Safeguarding Adults Training to VCSE organisations in Salford
 To support VCSE organisations with the development of Safeguarding
Policies & Procedures
 Continue to provide Strategic representation from Salford CVS and from
VOCAL Forums
 Support Salford Safeguarding Adults Board to harness the energy of the
VCSE Sector in promoting and supporting priorities



Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)



Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

https://www.salfordcvs.co.uk/adult-safeguarding

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

GMFRS
Andy Pownall

Key Areas For Consideration
Introductory statement of commitment
Greater Manchester Fire and Rescue Servicer (GMFRS) is a pan GM organisation
employing 2100 staff across the service. In Salford we have five operational fire stations
as well as our Headquarters which is situated in Swinton Safeguarding is a corporate
responsibility of all staff and attendance at Safeguarding Boards is undertaken by senior
managers from the prevention and Protection Directorate. The internal governance of
Safeguarding is co-ordinated by two senior officer groups. One group meets to look at
operational issues and discuss cases, whilst the other group is Strategic and responsible
for Corporate Governance and Policy Implementation

Key Safeguarding achievements for 2018-19
Please reference general safeguarding adults achievements within your organisation,
please give specific reference to the following:
Making safeguarding personal –GMFRS is striving to incorporate MSP into our
refreshed Safeguarding Policy and Procedure. This is proving quite challenging, but
further work is planned. However on the frontline there is renewed confidence that both
our uniformed and support staff undertake incorporate elements of MSP whilst engaging
with service users on a day to day basis. There is still work to be done to develop a
corporate response to MSP
Prevention
Training– All Salford Fire crews have had further one hour training and awareness
sessions. These sessions have built upon the success of previous Safeguarding training
carried out two years ago .The latest sessions have incorporated Self-Neglect, Complex
Safeguarding and Hoarding in particular. All the sessions also include real life scenarios
incorporating examples of fire crews addressing Safeguarding and their responses to
these issues
Policy and Procedure- As above GMFRS is presently focusing on developing the new
Policy and Procedure to reflect our transition into GMCA.
Performance – The above Safeguarding Awareness Training has resulted in a far more
confident and assured workforce. Adult Safeguarding referrals to Salford continue to
increase by over 40% during the past year in relation to two years ago. Therefore the
training and awareness raising is having a distinct effect on safeguarding referrals

Partnership – A bespoke partnership project has been set up directly between GMFRS and
Salford Adult Services in order to safeguard over 200 vulnerable individuals are an
increased risk of dying in a fatal fire
Salford Adult Care Project – SAFE (Safety and Fire Elimination)
This project incorporates below
 Last year we had 3 persons die in two fatal fires in Salford










Both persons had the same 4 characteristics- heavy smokers, unable to self- evacuate, on a
care package and both on care on call
I met with an Assistant Director in Adult Services and we devised a bespoke project
Adult Care identified 202 individuals with same 4 characteristics
We are carrying out a joint enhanced safe and well visit with a social worker with bookings
already for Safe and Well visits throughout June/July
I have trained over a 100 care workers across 4 care providers in Salford, they are all now
sending in new service users with care packages for safe and well visits
I have met three main landlords, Salix, city West and Pendleton Together stressing that as a
result of the joint visit a recommendation may be that the landlord purchases a mobile
sprinkler system or demystifying system. All three were happy with this
The project is being evaluated by Emma Dean a GMFRS specialist in Performance and
Evaluation methodology
The project has received support from commissioners of other services such as Mental
Health and Drug and Alcohol services so will be replicated later across service users from
these cohorts

National & Local Developments in respect to Safeguarding within you
organisation
GMFRS has two internal Safeguarding groups. . Firstly an operational group made up of
Designated Safeguarding Officers (DSOs) with the primary remit of discussing good
practice focussing upon Local Developments and referral numbers across GMFRS. The
second group is the Policy group with its main remit to look at new Policy and focus upon
National Developments in respect to Safeguarding

What difference has it made? What is the impact? What is the evidence?
The impact of the bespoke training to fire crews in Salford has seen safeguarding referrals
increase by over 40% in the last eighteen months. This training has made the crews more
knowledgeable and confident in both identifying Safeguarding and making referrals. All
staff are no aware of both the Safeguarding Policy and Procedure and their responsibility
to send in referrals

Key Challenges
1. The main challenge is to establish where our Safeguarding responsibility sits within
the GMCA. In other words do we have our own Safeguarding Policy or is it part of a
GM wide GMCA process. Further discussions are required to determine this
2. To ensure new entrants and recruits to the workforce are reasonably trained and
aware of Safeguarding
3. To keep track of the ever changing landscape of Safeguarding both across GM and
nationally

Key Safeguarding priorities/actions 2019-20
The main priorities over the next 12 months include
1. Further work on MSP
2. Look at Complex Safeguarding and tailor appropriate training to all staff on this
subject
3. Continue to upskill our workforce

Safeguarding Good Practice Case Studies
GMFRS received a referral for a Safe and Well visit from City West Housing in respect of
Ms D who lives in Irlam. Ms D lives alone and does not venture out of the house. A relative
does her shopping and tends to payment of bills etc

Ms D has severe mobility issues and also smokes in the house. On arrival to the house it
was apparent that the property was heavily cluttered and two of the rooms were at level 5
and 6 on the clutter rating index. The lounge was full with bags, boxes furniture and other
miscellaneous items. Likewise the bedroom was very similar. This meant that neither of
these rooms’ doors would close at all enhancing the fire risk within the dwelling.
The bed was covered with numerous burn marks from cigarettes and Ms D stated she did
drop cigarettes whilst smoking in bed.
The kitchen was also cluttered and quite small in size and presents as unclean and
dangerous with no safe space to prepare and cook food
A full extensive safe and well visit was carried out.
The following actions were taken out
 Smoke alarms were fitted in every room
 A bed pack and fire retardant blankets were issued
 Advice on safer smoking practices were issues and Ms D promised to try and
adopt to safer smoking practices and not smoke as often in the bedroom
 A deep fat fryer was issues as this allowed the option of safer cooking practices.
 Ms D said she would ask if relatives would help move items away from nearby the
doors so these doors could not be shut at night and reduce her overall fire risk
 Contact was made with the housing provider to establish if they would work with
Ms D to assist in reducing the amount of overall clutter in the house and ultimately
Ms D was prepared and willing to have a “deep clean” of the property to
completely reduce her clutter.
 A safeguarding referral was made to Salford Social Services in respect of Ms D
Outcomes








-

Ms D feels more confident and reassured about the future
Ms D is willing to address her issues in respect of clutter and hoarding and a letter
was sent to her housing provider outlining this fact. Ms D was also prepared to
have a “deep clean” of her property if the housing provider was willing to
undertake this
Ms D with the assistance of relatives will move items and clutter away from the
doors so they can be closed every evening to reduce her risk of fire
Ms D felt that the approach adopted by GMFRS staff was carried out with dignity,
compassion and a willingness to achieve what she desired. This in itself is MSP in
action on a frontline visit
Ms D was happy a safeguarding referral was made to Salford Council so that
other issues she has can be addressed.
A joined up approach between a number of partner agencies has contributed in
enhancing Ms Ds overall quality of life.

Supporting Images N/A
Where to find additional information:
safeguarding@manchesterfire.gov.uk
pownalla@manchesterfire.gov.uk

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

GMMH
Cathryn Buckley

Key Areas For Consideration


Introductory statement of commitment (Please include changes to internal
governance arrangements, and details of new appointments related to safeguarding adults)

Greater Manchester Mental Health NHS Foundation Trust (GMMH) delivers a range of integrated
mental health and social care services to a population of over 1.2 million people in Bolton, Salford,
Trafford and the City of Manchester. We provide 875 inpatient beds in total. Within this our adult
and later life inpatient bed numbers, which include psychiatric intensive care, stand at 451. These
services are provided on the following hospital sites:

-

Royal Bolton Hospital
Salford Royal Hospital – Meadowbrook Unit
Trafford General Hospital – Moorside Unit
North Manchester General Hospital – Park House
Wythenshawe Hospital – Laureate House

Inpatient rehabilitation and recovery services are provided at Bramley Street, Copeland Ward and
Braeburn House in Salford, at Anson Road and Acacia Ward in Manchester and at Honeysuckle
Lodge in Bolton (106 beds in total).
Our community services are wide-ranging and focussed on supporting people to maintain their
mental health and stay out of hospital. They include crisis care, home-based treatment, early
intervention in psychosis services, IAPT (Improving Access to Psychological Therapies) services,
community rehabilitation services, memory clinics and health and wellbeing services.
We also provide a range of more specialist or tertiary services across Greater Manchester, the North
West of England and beyond. These include substance misuse services (inpatient and communitybased), forensic mental health services for adults and adolescents, child and adolescent mental
health services, mental health and deafness services, health and justice services (in 11 prisons and
two secure children’s homes), community psychological therapies and perinatal (‘mother and baby’)
mental health services. The latter are provided from a specialist ten bedded unit at Laureate House
in Wythenshawe.

The Trust employs around 4,850 members of staff, who deliver services from more than
140 locations. Over a 12-month period, we see in the region of 53,000 service users.
Our Shared Vision and Values:
The Trust remains focused on delivering ‘Improved Lives and Optimistic Futures for People
Affected by Mental Health and Substance Misuse Problems’.
Our vision is supported by our shared values. They are at the core of our organisation and
our safeguarding arrangements and practice:
-

We inspire hope
We work together
We are caring and compassionate

-

We value and respect
We are open and honest

Safeguarding Governance Arrangements
GMMH has an established safeguarding structure led by the Executive Director of Nursing
and Governance as the Executive Lead for Safeguarding. Strategic and operational
safeguarding arrangements are delivered and supported by the Corporate Safeguarding
Team and Divisional Safeguarding Leads.
Director of Nursing
& Governance

Head of
Safeguarding

Children Lead

Adult Lead

Named Nurse

Deputy Adult
Lead

Team
Administrator

Associate Director
Nursing &
Governance

Named Doctor
Children

Divisional Leads

Named Doctor
Adults

Service Leads

Trainer

Child and adult safeguarding is monitored by the GMMH Joint Safeguarding Group.
Assurance is provided to the Trust Board via the Quality Governance Committee, and we are
accountable to Local Safeguarding Boards (LSB’s) through direct membership, and Clinical
Commissioning Groups (CCG’s) via Quality and Performance meetings.
GMMH is an established key provider and partner across the existing multi-agency
safeguarding framework. As a Trust we ensure that we have consistency of representation
at the LSB’s, sub-groups, and affiliated boards for children and adults. This ensures that we
are fully aware of the legislative requirements, local policies and procedures, thematic
analyses, and local priorities. We participate in Serious Case Reviews, Safeguarding Adult
Reviews, and Domestic Homicide Reviews, and disseminate lessons learnt, which are
integrated into our safeguarding training and briefings.
As a partner in the multi-agency safeguarding arrangements, GMMH are able to embed
working practices which ensure that the welfare of adults and children is paramount. The
roles within GMMH’s safeguarding and governance structures ensure that staff have access
to knowledge and expertise. This is consolidated through the delivery of an established
training strategy and a rolling safeguarding training programme, which is aligned to the
required competencies. Training has a focus on the welfare of the child and adult being
paramount, the voice of the child and adult, and the complex interplay between rights,
risks, and capacity.
 Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal (Developing more personalised approaches to how we protect
individuals at risk from abuse).
.2 Prevention (Please tell us about any specific prevention activity not specifically included in the
sections below)
.3 Policy and Procedures (Do you have a Safeguarding policy and procedures? Does it link to the
SSAB policy and procedures?)
.4 Training (Please tell us about safeguarding training you have done during the last year)

.5 Performance (Please tell us about any developments in how you measure /review performance
relating to safeguarding)
.6 Partnership (Developing/building on multi-agency practice and working with the community)
.7 National & Local Developments in respect to Safeguarding within you organisation

Safeguarding Achievements:
GMMH Safeguarding Team Achievements 2018/19:



Harmonisation/review of all
safeguarding policies and
procedures

Achieved over 85%
compliance with Prevent
Wrap training

Level 3 Adult Safeguarding
compliance increased by
28%.

Development of staff
safeguarding intranet page

Consolidated and
strengthened the
safeguarding arrangements
in our new organisation

Developed a Safeguarding
Case File Audit Framework
and Tool

Strengthened the process
for management of SCR,
SAR, and DHR’s

Level 3 Child Safeguarding
compliance increased by
32%.

Awarded monies from the
Trusts Dragons Den quality
improvement initiative to
develop short films for
staff/service-users in
relation to Making
Safeguarding Personal.

Our child safeguarding lead
was shortlisted for the
NSPCC Child Protection
trainer awards.

Worked with our Recovery
Academy to develop
training for parents/carers
on how to talk to children
about their mental
health/substance misuse
issues
New Domestic Violence and
Abuse Module launched.



Introduced a Performance and Quality sub-group of the Trusts Safeguarding Group
Meeting.



Developed an annual audit schedule to ensure that we regularly review the
effectiveness and impact of our safeguarding arrangements.

What difference has it made? What is the impact? What is the evidence?

-

Please note any key work you have done to evidence the impact e.g. Practitioner Survey
findings, event evaluations, inspection feedback, re-shaping services/commissioning,
performance data etc.







Evaluations of staff feedback following training sessions has been extremely
positive. Staff value the range of materials presented and opportunities to discuss
case examples.
Staff have greater access to safeguarding resources and guidance to enable them
to safeguard individuals.
Audits and evaluations of training and policies have provided assurance in relation
to the effectiveness and impact of the safeguarding tools and resources which we
share across the Trust.
Strengthened the governance and support arrangements available to staff across
the Trust.
Single point of access to the Trusts Corporate Safeguarding Team has ensured
effective and timely communication with our safeguarding partners.



Key Challenges

-

Please note any particular areas that challenges that you have been working on in the last year





To ensure the continued delivery of effective safeguarding arrangements, and
provide assurance that there are effective leadership, partnership working and
governance arrangements in place, following the formation of the new Trust.

Key Safeguarding priorities/actions 2019-20

 Performance and Quality
Strengthen systems to understand our safeguarding data, enable best practice, and
evidence the impact of our safeguarding systems and processes.
 Legislation
To be assured that current practice in relation to MCA/DOLS is in line with national
requirements and that the pending changes in law are effectively planned in readiness for
implementation in 2020.
 Supervision
To strengthen the supervision arrangements for staff to support, assure and develop their
knowledge, skills and enhance safeguarding practice.


Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)



Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

-

Hyperlinks for more information

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

Healthwatch Salford
Delana Lawson

Key Areas For Consideration


Introductory statement of commitment (Please include changes to internal
governance arrangements, and details of new appointments related to safeguarding adults)



Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal (Developing more personalised approaches to how we protect
individuals at risk from abuse).
.2 Prevention (Please tell us about any specific prevention activity not specifically included in the
sections below)
.3 Policy and Procedures (Do you have a Safeguarding policy and procedures? Does it link to the
SSAB policy and procedures?)
Yes
.4 Training (Please tell us about safeguarding training you have done during the last year)

.5 Performance (Please tell us about any developments in how you measure /review performance
relating to safeguarding)
.6 Partnership (Developing/building on multi-agency practice and working with the community)
Safeguarding
From November 2017 to April 2018, SSAB ran 10 engagement sessions, with Healthwatch
Salford, to find out what people think about safeguarding in Salford.
The aims of the engagement were:
•
To hear the views, experiences and key messages from service users, informal
carers and/or citizens of Salford
•
To hear the views of the community on priority areas of safeguarding adults at risk in
Salford, so that these views could be used to inform SSAB members when setting
the board’s next 3-year strategy
•
To seek the views from a range of community groups receiving services in Salford,
including hard to reach minority community groups
The feedback gathered at these events has enabled SSAB to put together a priority plan to
look at 5 key themes. A joint presentation was delivered by the HWS Chief Officer and SSAB
Business Manager to the Board and recommendations accepted and influenced the next
3-year strategy.
.7 National & Local Developments in respect to Safeguarding within you organisation



What difference has it made? What is the impact? What is the evidence?

-

Please note any key work you have done to evidence the impact e.g. Practitioner Survey
findings, event evaluations, inspection feedback, re-shaping services/commissioning,
performance data etc.



Key Challenges

-

Please note any particular areas that challenges that you have been working on in the last year



Key Safeguarding priorities/actions 2019-20



Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)



Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

-

Hyperlinks for more information

Salford Safeguarding Adults Board
Single Agency Annual Safeguarding Report Template 2018-19
Organisation:
Board Member Details:

NHS Salford CCG
Jacquie Purser

Key Areas For Consideration




Introductory statement of commitment I am head of NHS Funded Care and
manage a large team of clinicians who assess individuals care needs and then
arrange and monitor the delivery of that care. The Team deal with the most
vulnerable of Salford’s population and are sighted on many aspects of
safeguarding.
Key Safeguarding achievements for 2018-19

Please reference general safeguarding adults achievements within your organisation, please give
specific reference to the following:
.1 Making safeguarding personal All packages of care are individualised and ensure the person is
at the centre of decision making. They influence the type of care being delivered and
Commissioners empower the individual and support them if safeguarding issues are identified.
.2 Prevention The assessment of needs will often identify vulnerabilities in the individual and the
care/support plan will put in place measures to minimise risks. All risks are assessed and
options discussed with the individual and or their representative.
.3 Policy and Procedures Yes
.4 Training: I am a trained investigator and have updated in respect of the MCA, Mental
Health Act and Making Safeguarding Personal. Annual update in respect of adult and
children’s safeguarding

.5 Performance Via CCG safeguarding team
.6 Partnership Work with other agencies and also deliver multi-agency training regarding in respect
of our specialist field of practice.

.7 National & Local Developments in respect to Safeguarding within you organisation
The Designated Nurse has regional and National links with NHS England and cascades relevant
information within the organisation.



What difference has it made? What is the impact? What is the evidence?

-

Able to demonstrate that when issues regarding quality and safety are identified with care
packages, prompt and timely action taken. The support offered to professionals across the
agencies has reduced the number of concerns identified..



Key Challenges

-

When individuals are registered with a Salford GP but have a social worker from out of area.
Time taken by GMP to investigate cases and inform of the outcome.



Key Safeguarding priorities/actions 2019-20

Business as usual
 Safeguarding Good Practice Case Studies (these really bring the report alive and are
a valuable contribution that profiles your service)

Not able to supply without consent.



Supporting Images (Do you have any graphs or images to illustrate achievements?)



Where to find additional information:

-

Hyperlinks for more information

