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Foreword
Welcome to the 15th annual report of the Salford Safeguarding Adults
Board which covers the period April 2018-March 2019.
We have taken a slightly different approach this year and produced a shorter,
summary report which I hope you will find useful.
Once again, I am very proud of the work of Salford’s Safeguarding Adults Board and
the strong partnership work that takes place here to protect adults at risk of abuse
or neglect from harm. At the core of the Board is the shared commitment of each
agency to support the people of Salford to live their lives free of violence, fear, abuse
and neglect.
The Care Act requires us to set out our strategic priorities and in 2018 we published
our 3 year strategy for 2018-2021. This report includes updates on progress made
over the last year against our strategic priorities. I am extremely pleased to report
that we invited representatives from Yorkshire and Humber ADASS (Association
of Directors of Adult Social Services) to visit Salford and conduct a Peer Challenge
of the Board. Whilst the actual site visit took place early April 2019, much of the
organisation and preparation took place prior to this. The team met with board
members as well as a range of professionals from statutory, non-statutory and
voluntary sector services. They also met with a member of the public. The findings
of the peer challenge were extremely positive and identified lots of good practice
that is happening. It also gave us some really helpful feedback on areas that we
may want to improve in the future, in order to continually develop the Board and the
work that is done to safeguard adults in Salford.
This year, the Board has commissioned one Safeguarding Adult Review (SAR).
Professor Michael Preston-Shoot was commissioned to lead this review following
the tragic death of ‘Andy’. The review was completed in January 2019 and identified
significant learning around self-neglect, the impact of poverty, complex medical
needs, bereavement and depression. Work will continue in 2019-20 to improve
identification of such cases and to strengthen our response to those who are selfneglecting and putting themselves at risk as a result.
If you have any suggestions about how we can improve this report, please do
not hesitate to contact Jane Bowmer, the Safeguarding Adults Board Business
Manager at jane.bowmer@salford.gov.uk
Dr Stephen Pugh
Independent Chair
Salford Safeguarding Adults Board
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What
does the
Safeguarding
Adults Board
do?
The Salford Safeguarding Adults Board
(SSAB) has a statutory responsibility or legal
duty to ensure that Salford has an effective
multi-agency response to address issues of
safeguarding adults at risk of abuse or neglect
and that measures are in place to prevent
abuse.
The board has a statutory responsibility to have
a three year strategy that reflects the views of
Salford people and to report back on its work each
year in the annual report. The board is also legally
responsible for carrying out reviews of serious
cases to ensure that lessons are learnt and to
ensure a more joined up partnership approach to
safeguarding issues.
More information about Salford Safeguarding
Adults Board can be found on our website:
The Terms of Reference
Current membership
The substructure of the board
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Vision
SSAB has zero tolerance for abuse.
The board will:

•
•
•

Ensure the voice of the service user informs everything we do
Respond to safeguarding concerns and provide the most effective safeguarding response possible
Evidence how the SSAB is making a difference

Outcomes
SSAB has identified the following outcomes that it would like to improve:
I see information about safeguarding adults’ issues in my community
I have opportunities to give my views and experiences of adult safeguarding to inform practice
I know how to seek support and advice on safeguarding issues
I know how to find clear information on how to report abuse and concerns

Key principles:
Empowerment - presumption of person-led decisions and informed consent
Prevention - it is better to take action before harm occurs
Proportionality - the least intrusive response matching the risk presented
Protection - support and representation for those in greatest need
Partnerships - local solutions through services working with their communities
Accountability - accountability and transparency in delivering safeguarding
Please see our website for more information about types of abuse and who is an adult at risk
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Multi-Agency working
It is essential that all partners work together on safeguarding adult issues, working to a shared policy
and procedure that enables a joined up approach that keeps the individual at the heart of the process
(The Care Act 2014 Statutory Guidance 14.137).

Salford Integrated Care
Salford has an Integrated Care System: by bringing the services of GPs, nursing, social care, mental
health, community based services and voluntary organisations into a more joined up system this
enables us to deliver more joined up services that are more person centred.

Statement of Acknowledgment
The successful functioning of Salford Safeguarding Adults Board (SSAB) would not be possible without
the committed involvement of our partner agencies.
As the SSAB continues to develop we aim to strengthen relationships to ensure we are working together
as efficiently as possible. The transparency and the generous sharing of information by our partners is
integral to this approach.
Compiled Agency reports can be found through the link below:
Compiled Agency Responses 2018 – 2019 (pdf, 1271kb)
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Salford Safeguarding Adults Board Three Year Strategy (2018 – 2021)
1. Why have we developed a strategy?
The Care Act 2014 requires Safeguarding Adults
Boards to develop a three to five year strategy.
This ensures priorities are identified that align:

•
•

To the needs of Salford’s community
With the work of other strategic boards

2. Context
The board’s previous strategy ran until April 2018.
The board worked hard to deliver good outcomes
against this strategy.
Previous work is outlined in the board’s annual
reports on the website
safeguardingadults.salford.gov.uk
3. How did we develop the strategy?
SSAB members met for a day to develop the
priorities.
We looked at:

•
•
•

Priorities identified through the community
engagement events.
Practice areas to prioritise through looking at
safeguarding data.
Priorities of the other strategic boards in
Salford and across Greater Manchester

4. Community engagement
This was done in partnership with Health Watch.
We spoke to 12 community groups and forums.
Groups represented different sections of the
community.
We conducted an electronic questionnaire.
We fed back to the groups how we were
addressing concerns raised.
Please see findings of the summary on our
website safeguardingadults.salford.gov.uk
5. How will we deliver on the priorities?
All the work will be done through multi-agency
working groups.
There are a number of sub-groups of the SSAB.
Additional working groups may be formed for
specific work.
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6. How will we involve the community?
We will feedback to the community groups we
engaged with about the new strategy.
We will seek to identify other groups to engage
with.
We will seek the views of our community about
the work we are doing.
We will seek feedback from adults who have
experienced safeguarding to inform our work.
Please contact the safeguarding board SSAB@
salford.gov.uk if your community group would
like to be updated and contribute to this work.
7. Reporting back
The strategy is for three years
We will update on our work in the annual report
each year.
We will put updates and information on our new
website.

Priorities 2018 - 2021
The SSAB developed an 18-month action plan for the first half of the 3 year strategy.
Strategic Priority

Objective

1. Communications and engagement

Improve engagement with all partners and sections of the
community to strengthen adult safeguarding in Salford

2. Person-centred approach

Ensure that the voice of the adult is central to
safeguarding adults practice in Salford

3. Complex safeguarding

Develop an integrated approach to identifying and
responding to emerging areas of safeguarding practice
across Salford

4. Performance and quality

Strengthen systems to understand our safeguarding
data to promote challenge, enable best practice across
partners and evidence making a difference

5. Working to prevent abuse

Prevention is a core strand of all work of the SSAB
including a focus on multi-agency training for identified
areas of practice

A summary of our feedback from Salford community that informed this strategy can be found on our
website.
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What we said we would do
Strategic Objective 1 Communications and Engagement
Improve engagement with all partners and sections of the community to strengthen adult safeguarding
in Salford.
What we said

What we did

Develop new website

New website is now fully functioning with a separate pages for the
public and professionals.
Salford Safeguarding Adults Board website
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Develop Branding

New branding with pictures, logo and revised leaflet and posters
which became available in October 2019. The branding has been
developed with significant consultation with community groups
and professionals.

Engagement with
community (on-going plan)

Salford safeguarding Adults Board is committed to ensuring
that it’s work is informed by the community through regular
engagement. An engagement strategy is going to the September
Board outlining different models for on-going engagement.

Communications Strategy

A communications group has been formed with representation
from safeguarding adults, safeguarding children and community
safety. This group is co-ordinating a joined up approach to raising
awareness of safeguarding issues across the strategic boards, for
example hate crime and domestic abuse.

Strategic Objective 2 Person-centred approach
Ensure that the voice of the adult is central to safeguarding adults practice in Salford.
What we said

What we did

Service User interviews

A process in place so that every service user or their
representative can be offered a range of ways to
give feedback including giving face to face feedback
with an independent engagement officer from the
Clinical Commissioning Group Engagement Team.

Develop a SU feedback process offering a
range of ways that service users and carers
can give feedback on their experience of the
safeguarding process
Provider led enquiries
Task and finish group to review
questionnaire findings and pilot results
and roll out a process for provider services
to oversee safeguarding enquiries where
appropriate to ensure a proportionate and
person centred response.
Self-neglect practice review
Identify additional measures required to
address this area of practice effectively (e.g.
training, amendments to policy or review of
services available)

Over the last 18 months practice for self-neglect
has been reviewed in a number of ways:

•

Through the feedback of practitioners attending
training
• Through feedback of practitioners from an online survey
• Through the learning form a Safeguarding
Adults Review (SAR Andy).
As a result of this, work is on-going to implement
new processes.

Application of the Mental Capacity Act
(MCA)

A multi-agency MCA task and finish group met a
number of times and achieved the following:

Identify additional measures required to
address this area of practice effectively as
identified in the practice review (e.g. agency
training reviews using CCG competency
framework, tools for practitioners, revised
guidance).

•

MSP provider audit

An audit was conducted and as a result of this
tools and briefing sessions are being developed to
support providers.

Conduct audit of provider services using
ADASS MSP tool - providers to identify MSP
action to be updated March 2019
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Provide –led enquiries is now integrated into the
safeguarding policy and procedures to ensure that
all response are proportionate and person-centred.

•
•

Explored tools to support practitioners, some of
which have been added to the website.
Commissioned bespoke training to identify
specific practice issues identified
Agreed to use the Bournemouth University
competency framework to support agencies in
ensuring their staff have the correct skills which
is now on our website.

Strategic Objective 3 Complex Safeguarding
Develop an integrated approach to identifying and responding to emerging areas of safeguarding
practice across Salford.
What we said

What we did

Establish a sub group across safeguarding
adults and children and a programme of
work to address emerging issues such as
modern day slavery.

A Complex Safeguarding sub-group is now meeting
regularly and work is ongoing to develop the terms
of reference for the group, priorities and work plan.

What is
complex
safeguarding?

Complex safeguarding refers to criminal activity (often
organised), or harmful behaviour linked to crime, involving
children, young people and adults who are at risk of
exploitaion due to vulnerabilities.
Salford is part of Greater Manchester’s Complex
Safeguarding hub and spoke model which is building on
existing structures to bring together expertise, knowledge
and skills to deliver services in a coordinated way in
relation to the following strands of exploitation:

•
•
•
•
•

Sexual Exploitation
Modern Slavery and Human Trafficking (including
County Lines)
Violent Extremism
Honour Based Abuse (including Female Genital
Mutilation)
Organised Crime Groups / Serious Youth Violence
(including Threats to Life)

More information can be found on the Salford Safeguarding
Children’s Partnership https://safeguardingchildren.
salford.gov.uk/professionals/complex-safeguarding
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Strategic Objective 4 Performance and quality
Strengthen systems to understand our safeguarding data to promote challenge, enable best practice
across partners and evidence making a difference.
What we said

What we did

Deliver the plan of work

The Performance and Quality sub group meets
every 3 months and reviews a dashboard with
much safeguarding data relating to safeguarding
performance.

Ensure that the Performance and Quality
sub group of the board delivers on its
work plan to analyse data relating to
safeguarding in Salford. The findings from
this work will then inform the work of other
groups to improve practice and outcomes
for individuals

A Case File Audit has been undertaken in order
to gain further assurance on the quality of
safeguarding practice. 5 particular areas of practice
which feature in their work plan were considered:

•

Time taken to complete the safeguarding
process
• Managed outside safeguarding given this now
accounts for 40-50% of all section 42 enquiries
• Independent Advocates
• Personal outcomes – feeling safer at the end of
the safeguarding process
• Self-neglect and how the new guidance is being
implemented
The findings of the audit gave assurance of
safeguarding practice in these areas and
highlighted some good practice.
For more information on what the data tells us
about safeguarding in Salford please see:
https://safeguardingadults.salford.gov.uk/
media/1233/safeguarding-board-annual-reportenquiry-stats.pdf
Conduct a Peer review
Gather feedback on how effective the
safeguarding adults’ board is.

View full Peer review report

Cross board governance

An Interboard protocol has been produced which
sets out how the four core strategic boards will
work together (SSAB, Safeguarding Children’s
Partnership, Community Safety Partnership
and the Health and Wellbeing Board). The aim
of the protocol is to maximise opportunities for
information sharing, joint working and reducing
duplication of efforts wherever possible. The
Independent Chairs and Business Managers will
continue to meet regularly.

Continue to align the work of the strategic
boards to ensure efficient and effective
working of cross cutting areas of practice
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Strategic objective 5 Working to prevent abuse
Prevention is a core strand of all work of the SSAB including a focus on multi-agency training for
identified areas of practice
What we said

What we did

Training - Implement training strategy for
Salford Safeguarding Adults Board (SSAB)
to offer appropriate training to partners

In 2018-19, the SSAB multi-agency training
focused on Self Neglect as this was identified as
a priority area. Four training sessions took place
attended by 131 professionals from over 21 different
organisations.
In December 2018, the SSAB along with the
Safeguarding Children’s Partnership and the
Community Safety Partnership held a joint learning
event which shared learning from different types
of case review. There were over 100 attendees and
positive feedback was received.

Multi-agency policy review – multi-agency
review of the safeguarding adults policy and
procedures

A task group was established to review the multiagency policy and procedures which are held on
the SSAB website. Work will continue in 2019-20 to
review and update the policy and procedures and
to improve the accessibility and navigation on the
website.

Improve communications – work outlined
under communications will also address
prevention

Work began to develop a new logo, new branding
and communications materials for the board. This
work will continue in 2019/20 and will include a new
leaflet, new posters and electronic versions which
can be used on the website and via social media
channels.
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Learning Lessons: Safeguarding Adults Reviews (SARs)
The purpose of a SAR is not to hold any individual or organisation to account but to learn lessons when
an adult in its area dies as a result of abuse or neglect, whether known or suspected; and

•

there is concern that partner agencies could have worked more effectively to protect the adult.

OR

•

an adult in its area has not died, but the SAB know or suspects that the adult has experienced
serious abuse or neglect.
In 2018/19 we completed one SAR (SAR Andy see below), however work has been going to finalise the
action plan for SAR JW.

SAR JW
JW died in hospital in November 2015 at the
age of 55. She experienced severe learning
disabilities, mobility and communication
difficulties. She lived in a residential home
in North Wales until its closure in May 2013
when she returned to Salford. Her home was a
supported tenancy where she lived safely for two
years although she was admitted to two different
hospitals in that period experiencing problems
with her unique physiology and her bowel
condition.
Salford's Safeguarding Adults Board
commissioned the Social Care Institute
for Excellence (SCIE) in February 2017 to
undertake a Safeguarding Adult Review into the
circumstances of JW's death with a focus on

SAR Andy
Andy died at home on the 24th April 2018 at
the age of 32. He lived alone and experienced a
number of chronic health conditions.
Salford's Adult Safeguarding Board
commissioned Professor Michael Preston-Shoot
to undertake a Safeguarding Adult Review to
better understand how agencies worked together
to support Andy and identify lessons learned
that would have potentially made a difference to
Andy’s experiences and outcomes. The review
covers the period from the 30th November
2016 to the 24th April 2018 and focussed on a
range of areas of practice including the impact
of poverty, self-neglect, understanding failure
to attend appointments, working with issues of
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how the risks for adults with learning disabilities
and complex needs are jointly identified and
assessed. The review covers the period from May
2013 to November 2015.
The review did not find that any action or lack
of action on behalf of those supporting JW were
responsible for her death. However, in terms of
lessons that can be learnt, the review did identify
that the agencies and practitioners involved with
the care of JW could have worked much more
closely together in a coordinated response to
her complex needs particularly at key transitions
such as her discharge from hospital. The review
also highlighted issues related to decision
making on behalf of JW within the context of the
Mental Capacity Act 2005.
JW SAR Report

fluctuating mental capacity and working with
multiple complex needs including chronic health
conditions and trauma.
This very detailed review, undertaken by a
national expert on adults who self-neglect,
identified that there were nine organisations/
agencies who were involved with Andy. The
review did not find that any action or lack of
action by any agency caused Andy's death. In
fact Professor Preston-Shoot comments that a
number of contacts with Andy represented good
practice. However, the review does find that
the agencies could have done more to try and
engage with him, be more persistent in their
efforts and coordinated their response better.
AR SAR Report

The Salford Safeguarding Adults Board (SSAB) Peer review 2019
The SSAB commissioned a Peer Review which took place in April 2019 and was delivered by ADASS Yorkshire and Humber. The aim was to provide
independent scrutiny to the working practices of the SSAB and recommendations for learning and improvement to the way Safeguarding was delivered in
Salford. The results of the peer review were generally very positive. The below areas were highlighted with strengths and areas for consideration ?

✅

1. Leadership, Strategy and Commissioning | 2. Outcomes for Service Users | 3. Effective Practice, Service Delivery and Performance Management | 4.
Working Together | 5. Case File Audit

1.

•
•

• 		
• 		
• 		

Open and receptive culture
Well managed and organised Board
Good examples of service quality 		
improvements
• 		 Functional integrated care organisation

•

•
•
•

✅

•

2.

•
•

• 		

•

Hearing the voice of the person and service
user views
		
Good
use of case studies
•
		
Good
Communication and Engagement
•
Strategy
• 		 Integration has led to better communication
and more

•

		 Structure and length of meetings
		 Develop relationship with other safeguarding
partnerships
		 Reflect on the role of the sub-groups
		 Develop a formal induction pack.
		 Measure an impact on service users and
families
		 Create a Community Voluntary Sector (CVS)
?
based sub group

		 Strengthen service user voice at board level
		 Wider engagement with diverse and hard to
reach communities
		 Focus on people who are still unsafe after
safeguarding input
		 Raise awareness of adult safeguarding in
the community

•
•
•
•
•

✅

4.
• 		
• 		
• 		
• 		
• 		
• 		

•
•
•
•

		 Is the service user voice reflected in training
programmes?
		 Improve sharing of learning from
Safeguarding Adult Reviews
		 More robust system of oversight concerning
serious incidents.
		 Performance dashboard should reflect all
agencies equally
		 Timescales should be clearly defined and
adhered to

?

•
•
•
•

		 Are Board members held to account?
		 Lack of clarity - one term used to describe
two different things?
		 Are the priorities of the SSAB known at all
levels?
		 Work on prevention needs to be developed
further
		 Compile evidence to show the management
of risk
		 Are partners as engaged as they should be?

•
•
•
•
•
•
•
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?

•
Comprehensive forms provide good detail.
Service users’ views and outcomes being
sought
Good evidence of joint working with blue
light services
Purposeful and persistent social work
practice
Recording is factual.
Users views were responded to sensitively
and effectively
Generally very good in respect of timescales

✅

•

A programme of work to
strengthen the inter-board
Protocol including joint
working, a combined forward
look and information sharing
arrangements.
The SSAB has commissioned
an external review of the board
partnerships and resource
requirements.
The board has consulted with CVS
members about the needs of their
organisations and partners.
Rebrand of SSAB communication
materials and promotional
campaign launch
An induction letter with links
to key information has been
produced.

What we are doing
The SSAB have incorporated the
recommendations from the peer
review report into the board’s action
plan for 2019-21. The board action
plan focus on five key areas and within
these areas we are looking to address
the recommendations identified by
ADASS Yorkshire and Humber. The key
areas that form the basis of the action
plan are
1. Communications and engagement
2. Person centred approach
3. Complex Safeguarding
4. Performance and Quality
5. Working to prevent abuse

✅

5.

•

•

•
•
Evidence of system learning for all partners,
Multi-disciplinary groups provide support for
professionals
Clinical commissioning group safeguarding
are ‘invaluable’
Each GP practice has a safeguarding lead
Strong partnership involvement at all subgroups
Supportive role for care homes is excellent
practice

•

?

•

Valuable multi-disciplinary training.
Intelligent use of data to improve practice
Self-Neglect and Hoarding area of best
practice
Valued Safeguarding Practitioners Forum
Performance Dashboard is in use and being
developed

In response to these results the SSAB
have put together an action log to
address the recommendations and
areas of consideration from the Peer
Review. Some of the ? actions are
already underway and include;

•

✅

3.

What we’ve done

•
•
•
•

Provider enquiries scheme needs to be
monitored
Clarity around interface between (hospital)
Adult Safeguarding team and Adult Social
Care.
Inconsistent use of language – pre and post
Care Act – is evident in recordings
Application of Mental Capacity Act could be
improved
Decision making should be more evident in
recording

?

Salford Care Homes Quality Improvement Network
Salford’s Quality Improvement Network (QIN) was created in 2017 to improve standards across Salford’s
care homes. This was following a report published by Independent Age in April 2017 looking at the
quality of care homes and ranked Salford 150th out of 151 local authority areas and 61.5% of care
homes in Salford were rated as requiring improvement or inadequate.
The QIN brings together managers from the services that work with care homes from the council,
CCG, GMMH and SCO as well as the CQC Inspection Manager. The QIN is jointly chaired by the Director
of Quality and Innovation at Salford CCG and the Director of Adult Social Care (Resources) at Salford
Care Organisation. It meets regularly to share information on care homes and supports them to make
improvements. By March 2019, the number of homes ranked good in Salford had risen to 33 and was
ranked at 85th in England, a significant improvement.

Deprivation of Liberty Safeguards (DoLS)
The Deprivation of Liberty Safeguards (DoLS) is a scheme to protect the human rights of Salford’s most
vulnerable citizens. They apply to people living in care homes or receiving treatment on hospital wards
who lack the mental capacity to agree to be there, who are under continuous supervision and control
(for their safety and care), and would be at serious risk should they attempt to leave the hospital or
home on their own.
The safeguards ensure that any interference with the person’s right to liberty under the European
Convention on Human Rights meets the following conditions:

•
•
•

It is in the person’s best interests;
It is necessary to prevent harm to the person;
It is proportionate to the harm that is being prevented.
More information about DoLS can be found here.

DoLS activity in Salford
In 2018/19, Salford City Council assessed 1878 applications for DoLS, including 516 cases in which
DOLS was already in place and a further DOLS authorisation was requested. This is an overall increase
over the previous year of 13% (1649 applications). The rate of increase has slowed since the “Cheshire
West” judgment of the Supreme Court in 2014. However numbers continue to rise and Salford has seen
an increase of 70% in the past three years.

Changes to legislation
The Mental Capacity (Amendment) Act received Royal Assent in May 2019. The Act will replace DoLS
with a new scheme of Liberty Protection Safeguards (LPS). This is based on proposals from the Law
Commission to reform the DOLS scheme. The Government commissioned this work as it recognised
that DoLS was becoming increasingly ineffective.
LPS will apply to anyone aged 16 and upwards who lacks capacity to make decisions about their care,
and whose support plan includes restrictions that amount to a deprivation of liberty.
LPS will work in a very different way to DOLS. Instead of the local authority being the single
“supervisory body”, each CCG, NHS hospital trust or local authority will be a “responsible body” for
LPS authorisations. The other major difference is that most of the assessments for LPS will be carried
out by the frontline staff of the responsible bodies (social workers, care co-ordinators etc), rather than
independent assessors as is the case for DoL.
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I don’t want her
to take my money
but I’m afraid to
say anything.
I can’t manage
without her help.

If you’re being abused or
neglected, contact us in
conﬁdence:
Call 0161 631 4777
Email worriedaboutanadult@salford.gov.uk
Visit safeguardingadults.salford.gov.uk

Keeping you
safe from harm

