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Important Contact Details 

If you need to report a safeguarding adults concern, you should call: 

 Adult Social Care First Contact: 0208 583 3100 

 Out of Hours – Emergency Duty Social Worker: 020 8583 2222 

If you need to report a crime: 

 In an emergency, dial 999 

 Non-emergency police number: 101 

If you would like advice in relation to safeguarding adults concerns, please call: 

 Safeguarding Adults Service 
o 020 8583 4515 
o safeguardingadults@hounslow.gov.uk 

If you would like advice in relation to Deprivation of Liberty Safeguards (DoLS), 
please call: 

 DoLS team 
o 020 8583 4950 
o dols@hounslow.gov.uk 

You can also visit: 

https://www.hounslow.gov.uk/info/20130/safeguarding_adults_at_risk 

2 

https://www.hounslow.gov.uk/info/20130/safeguarding_adults_at_risk


 

 
 

 
 

    
 

 

    
 

 

       
 

 

            
 

 

        
 

 

    
 

 

          
 

 

    
 

       

           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Contents: 

1. Introduction 

2. Who we are 

3. What we have achieved in 2021-22 

4. How do we know that what we are doing is working? 

5. What the statistics tell us about safeguarding 

6. Safeguarding Stories 

7. What we plan to do in the coming year 

8. Useful Contacts 

Appendix 1 – ‘DD’ SAR summary 

Appendix 2 – Extract from the Safeguarding Adults Collection 2021-22 

3 



 

 
 

  
            

                 
             

             
             

              
              

             
           

                 
         

    
 

              
          

          
            

              
         

              
   

   
           

             
          

            
               

            
           

             
            

              
 

              
          

             
              

           
            
             

            
           
            
           
             

  1. Introduction 

This annual report of the Hounslow Safeguarding Adults Board covers the period 
1st April 2021 to 31st March 2022 and is the seventh full annual report I have had 
the pleasure to present since my appointment as independent chair to the Board 
in August 2015. This was another year dominated by the pressures resulting from 
the covid pandemic with parts of the year spent in lockdown and continued 
pressures on staff in all agencies having to adapt to changed ways of working. 
The Board continued to meet during the year and sought assurance from all 
partner agencies that despite the pressures that adults in Hounslow were still 
being safeguarded. This annual report reflects agency emphasis during the year 
on dealing with priority issues associated with covid and it is to the credit of all 
safeguarding agencies in Hounslow that developmental activity continued 
despite the pressures. 

The annual self audits completed by Board agencies indicate a good level of both 
strategic and operational safeguarding across the partnership and highlight 
achievements and areas of challenge associated with Board priorities. These 
include a focus on financial abuse as well as strengthening the understanding 
and use of the Mental Capacity Act and preparing for the implementation of the 
Liberty Protection Safeguards Amendment Act. The positive achievements of 
each agency is highlighted in the body of the report together with their identified 
set of challenges. 

The network of Board sub-groups continued to drive the adult safeguarding 
agenda for Hounslow during the year despite the particular pressures on senior 
managers across all agencies. Service delivery pressures were exacerbated by 
workload issues around recruitment as well as absence due to sickness and self-
isolation. I attended the virtual sub-groups on a regular basis to monitor how they 
were functioning despite the pressures and to assess the progression of the 
Board work programme. The muti-agency case audits conducted by members of 
the Quality Assurance sub-group were effectively paused for part of the year due 
to staffing pressures. Individual agencies continued to maintain key elements of 
their internal safeguarding training by maximising the use of on-line events. 

The role of the board is to ensure that Hounslow has robust multi-agency policies, 
procedures and practice which promote the safeguarding of vulnerable adults. 
This is achieved through a blend of support and challenge with agencies prepared 
to be open and transparent with regard to their performance. During the year the 
Board was subject to an externally facilitated challenge event with individual 
board members having the opportunity to feedback on how they considered the 
board to be achieving its key outcomes. The feedback was very positive about 
the way the safeguarding partnership contributes to the standard of multi-agency 
working necessary to safeguard adults. Members continued to be generally 
satisfied with the operation of the board and its subgroups including agenda 
planning and with the degree of transparency and challenge evidenced in 
meetings. There were still concerns voiced on the understanding of some health 
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staff with regard to their duties under the Mental Capacity Act. The external audit 
of approximately 50 safeguarding cases with multi-agency involvement which 
has been commissioned by the Board should highlight any issues of practise to 
be addressed. A further area which members of the Board wanted to see better 
developed was engagement with service users who had lived experience of the 
safeguarding process. I am very pleased to report that the local authority 
commissioners have been working with the local Healthwatch to set up and 
support a user group who will be able to feed first-hand experience of the 
safeguarding process into the Board. It is envisaged that this group will also 
provide representation on the London user group sponsored by the London 
branch of the Association of Directors of Adult Social Services (ADASS). 

Engagement with people who have experienced the safeguarding process is 
essential in helping agencies to make further improvements and so enabling 
vulnerable people to feel safe. The Board has experimented with on-line feedback 
which has its limitations. Since last year, personal contact from adult services 
managers is being made with people at the end of a safeguarding event to check 
out their experience of the process as well as recording on the Council’s 
electronic case management system whether their desired outcomes have been 
met. However, not all sevice users will feel comfortable in giving critical feedback 
in this way. The new support group to be facilitated by Healthwatch will provide 
the independent element that is currently missing . 

The Board is committed to further develop its relationship with the voluntary and 
community sectors as well as with care providers. Adult Services are working with 
Ealing and Hounslow CVA to establish a post, funded by the council, to act as a 
conduit for safeguarding matters and to provide safeguarding training for 
volunteers. Local authority commissioners and Adult Services are planning 
regular joint events for residential and homecare providers. These plans have 
been delayed by covid pressures. 

I have consistently flagged up in previous reports that key members of the board 
and its sub-groups are increasingly working under pressure and with stretched 
resources. This was exacerbated due to the Covid pandemic. Driving forward the 
adult safeguarding system in Hounslow is very dependent upon a small number 
of experienced skilled individuals across the key agencies who take partnership 
working seriously and volunteer willingly for additional duties. I have also used 
this report in previous years to highlight that the main budgetary contribution that 
maintains the work of the board falls to the local authority. I have raised this 
unequal investment of resources with senior staff at the Clinical Commissioning 
Group many times but with no movement to-date and am now raising the same 
issues with the newly formed Integrated Care System (ICS). 

In conclusion, I feel relatively well assured through the work of the Adult 
Safeguarding Board that the multi-agency partnership is working well to maximise 
the safety of vulnerable adults in Hounslow. The areas that I would flag up for 
additional assurance going forward are: 

 To ensure that the actions identified in Safeguarding Adult Reviews 
(SARs) have been fully embedded in the work of individual 

5 



 

 
 

         
 

           
          

           
 

         
            

          
         

    

         
         

           
  

  
              

            
               

            
        

 
 

   
      

 

 

 

 

 

 

 

 

 

 

agencies. The SARs sub-group will conduct this review during 
22/23. 

 To action an external audit of cases subject to multi-agency 
involvement in the safeguarding process with the aim of receiving 
assurance on the standard of practise. This audit is now well 
underway. 

 To specifically identify multi-agency practise in the implementation 
of the Mental Capacity Act as part of the above external audit. 

 To obtain assurance from agencies that safeguarding services are 
not being compromised because of the recruitment and budget 
issues they are facing. 

 To obtain assurance that hospital discharge processes are 
safeguarding people being discharged from hospital by being fully 
compliant with the Care Act, the Mental Capacity Act and Human 
Rights legislation. 

This annual report and the linked business plan are intended to go as an 
information item to the Health and Wellbeing Board and the Council’s Scrutiny 
Panel. It will also be sent to the Accountable Officer for the ICS, the Commander 
of the Metropolitan Police Business Command Unit and the Chair of Healthwatch 
as well as the CEO of the Council. 

Hannah Miller OBE 
Independent Chair, Hounslow Safeguarding Adults Board 
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    2. Who we are 

Hounslow Safeguarding Adults Board is a group of local organisations who 

come together to prevent and intervene when local residents with care and 

support needs are at risk or subject to abuse (adults at risk). They include: 

 London Borough of Hounslow 

 Metropolitan Police Service 

 London Fire Brigade 

 Northwest London Clinical Commissioning Group 

 Chelsea and Westminster Hospital NHS Foundation Trust 

 Hounslow and Richmond Community Healthcare 

 West London NHS Trust 

 Probation Service 

 Her Majesty’s Prison and Young Offenders Institute Feltham 

 Hounslow Carers Partnership Board 

 Healthwatch Hounslow 

 London Community Rehabilitation Company 

 Hounslow Community Network 

The law1 says that each Local Authority Area must have a board and that people 
working in the partner agencies must share information (in most cases with the 
consent from the adult at risk), to protect local residents. The board must publish 
an Annual Report, Strategy and Business Plan. It must also publish a summary 
of Safeguarding Adults Reviews2 where it thinks an adult at risk died as a result 
of abuse, or has experienced significant abuse, to ensure that learning is shared 
to prevent similar situations in the future. 

The board has a range of sub-groups to carry out its work. 

 Quality Assurance Sub-Group – Ensures services are delivered to an 
agreed standard. 

 Safeguarding Adults Review Sub-Group – Assesses requests for 
reviews and monitors progress on action points. 

 Safeguarding Adults Managers Group - Provides advice and guidance 
on complex cases and thematic safeguarding concerns. 

The board must present a copy of its annual report to the Police Borough 
Commander (or equivalent), Chair of the local Healthwatch, Chair of the local 
Health and Wellbeing Board and Council Chief Executive. 

1 Care Act 2014 section 43 and Care Act 2014 section 45 
2 Care Act 2014 section 44 
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2.1 Who is an adult at risk? 

An adult at risk of abuse3 is someone who lives or uses services within the 
council and: 

a) has needs for care and support (whether or not the authority is meeting 

any of those needs), 

b) is experiencing, or is at risk of, abuse or neglect, and 

c) As a result of those needs is unable to protect him/herself against the 

abuse or neglect or the risk of it. 

The description of financial abuse has also been strengthened to include having 
money or other property stolen, being defrauded, being put under pressure in 
relation to money or other property and having money or other property misused. 

This means that we will need to be able to assist more people to live a full life free 
from exploitation at times that they are vulnerable and unable to protect 
themselves. 

3. What we have achieved in 2021-22 

3.1 Governance within the Safeguarding Adults Partnership Board 

The sub-groups have undertaken the following work. 

3.1.1 Quality Assurance Sub-Group 

The Quality Assurance Group ensures all agencies involved in safeguarding 
referrals are discharging their adult safeguarding duties towards Hounslow 
residents appropriately, using the multi-agency audit form, developed by this 
group. 

In 2021-22, the group have started working on developing a strategy to improve 
service user engagement by identifying and supporting users of services to 
represent the views of the community. This is being led by Hounslow Adult Social 
Care Services and supported by Healthwatch and is a priority area for the board. 

The group are commissioning a safeguarding adults external audit. This audit 

will focus on adult safeguarding activity from a selected group of board partner 

organisations. The purpose of the audit is to analyse safeguarding practice by 

3Care Act 2014 section 42 
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all key partners and to measure the impact of practice in improving outcomes 

for our residents. 

Picking up from the now disbanded Joint Training Sub Group, training continues 

to be a standing agenda item for this group, with a focus on providing 

assurance to the board that partners have effective training structures in place. 

The group also looks at the actions and recommendations which come from 
Safeguarding Adults Reviews; ensuring that they are properly allocated, 
monitored and implemented. 

More recently provider concern matters and key provider updates are shared, this 
giving the oppoutunity for key stakeholders to know about quality issues, outcome 
of CQC inspections and good news stories. 

3.1.2 Safeguarding Adults Review Group 

The Safeguarding Adults Review (SAR) Group is led by the Council, Police and 
CCG as the partners named as the core board members in the Care Act 2014. 
Senior Joint Commissioning Manager, West London NHS Trust, Hounslow & 
Richmond Community Health and West Middlesex hospital are also members. 

The SAR Group consider whether or not serious harm experienced by an adult, 
at risk of abuse or neglect, could have been prevented. Learning is identified to 
enable partners to improve their services and prevent abuse and neglect in the 
future. 

In 2020–21, the SAR Group screened seven referrals. Six of these cases were 
identified as requiring an external review. The reviews focussed on, financial 
abuse, alcohol/ substance misuse, risk management, familial/ self-neglect and 
multi-agency working. An additional four SAR cases were concluded in this 
financial year, two of which were completed as local SARs. 

The Safeguarding Adults Review policy can be found here. 

3.2 Contributions from key safeguarding board partners 

Partners have contributed the following reports on their progress in 2021-22. 

LB Hounslow Adult Social Care 

Adult Social Care has continued to prioritise the safeguarding of our residents in 

2021-22 despite the ongoing challenges of the Covid 19 pandemic, which has 

significantly impacted on our workload and on our workforce 

Achievements: 
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 We have continued to develop our virtual offering, by means of the 

Virtual Hub delivered by Careplace, providing residents, partner agencies 

and community groups with updated information about local resources. 

 ASC have worked with all HSAB partner agencies to review the 

Escalation Policy. 

 We are working with HealthWatch & our Commissioning partners to 

improve service user engagement by identifying and supporting users of 

services to represent the views of the community. 

 ASC continue to fund an Independent Domestic Violence Advisor (IDVA) 

post which has a specific remit to support victims of modern slavery 

and/or human trafficking, and the post holder works closely with ASC 

social work teams. 

 Work is ongoing to improve the clarity and accessibility of our 

information, by standardising all forms and by creating and maintaining a 

comprehensive database of policies, procedures, legislation & codes of 

practice. 

 The new Internal Review process has now been implemented and 

practice is being supported by a rolling programme of Learning Together 

training focussing on Internal reviews and delivered by Social Care 

Institute for Excellence. 

 ASC have pro-actively engaged with the Metropolitan Police to support 

the promotion locally of the Herbert Protocol, a scheme which promotes 

the safety of people with impaired mental capacity who may be 

vulnerable to becoming lost/missing. 

 A multi-agency audit has been commissioned, to provide independent 

information on the strengths and challenges of Adult Safeguarding 

enquiries across HSAB agencies. 

Challenges: 

 We are seeking to review the triage of all risk related referrals coming 

into the council whether or not they are issues which are subsequently 

passed to other more appropriate agencies. 

North West London Clinical Commissioning Group 

The Clinical Commissioning Group (CCG) as a quorate member of HSAB has 

worked closely with the Board to promote safeguarding adult agenda in Hounslow 

through attendance and making contributions at Board meetings. The CCG 

Designated Professional chairs the HSAB Quality Group. 

The CCG continues to provide leadership across the health system and has 

worked in partnership with colleagues within and outside of the CCG to ensure 

that safeguarding evidently remains the cornerstone of their service delivery. 
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Achievements: 

 The CCG responded to the challenge presented by Covid19 and provided 
continuity of service across the NWL CCG footprint. To support NWL 
health economy in general and primary and acute health providers in 
particular, the CCG Safeguarding team provided an extended hours 
service (8am-8pm 7 days per week) via a single point of entry. This 
information was circulated to all our commissioned services. Due to 
pressure on commissioned services, during the pandemic the CCG 
suspended the requirement for commissioned services to complete 
quarterly Safeguarding Accountability Framework. Instead, the CCG 
Safeguarding team led the development of a system wide safeguarding 
leads forum which met quarterly. The Group focused on providing support, 
advice and supervision for the Safeguarding Leads in the NWL wide 
system. The forum developed shared learning events and supported the 
development of responsive, online safeguarding learning throughout the 
pandemic. 

 The CCG Safeguarding team has continued to be active member of HSAB 
SARs Panel to ensure that cases where there are concerns that agencies 
could have worked together better to meet the needs of the individual 
concerned are considered against the statutory SAR criteria. Where SARs 
have been commissioned, the CCG ensured that learning from completed 
reviews are shared across the health economy to drive improvement in 
practice. In December 2021, the CCG organised and facilitated training on 
themes and learning from SAR. 

Challenges: 

 Covid-19 and its huge pressure on the health economy meant that the 
CCG had to suspend receiving quarterly safeguarding assurance from 
commissioned services to enable them have capacity to deliver urgent and 
critical health care to the population. However, the CCG safeguarding 
team worked closely with the Quality team to screen Serious Incidents for 
safeguarding issues. The CCG safeguarding team also attended 
commissioned services’ quarterly safeguarding committee’s meetings 
which provided opportunities to monitor the organisation compliance with 
their safeguarding responsibilities. 

 Ensuring that regardless of Covid-19 pressure, GPs and primary care staff 
across the NWL remained compliant with the Mental Capacity Act 2005 
when delivering care and treatments to their patients who may lack mental 
capacity to consent to the treatment and or professional health advice 
being offered. In this regard, the safeguarding team delivered level 3 
safeguarding adults training sessions which encompassed MCA as 
reported above. 
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Chelsea and Westminster Hospital NHS Foundation Trust 

West Middlesex University Hospital is part of Chelsea and Westminster NHS 
Foundation Trust. It is the only acute hospital based within the borough of 
Hounslow. It provides A and E and associated medical inpatient and 
outpatient treatment, maternity services and accommodates an Urgent Care 
Centre on site. 

The consequences of Covid-19 pandemic on the safety and well-being of adults 
at risk of abuse with care and support needs will continue to emerge over time. 
National evidence indicates that mental health and domestic abuse are areas of 
particular concern and will continue to be a focus next year. 

Achievements: 

 The Trust Adult safeguarding team's responsibility includes supporting an 
organisational culture where all staff are aware of their personal 
responsibilities for safeguarding and information sharing. 

 With this in mind, during 2021/22 the Team have initiated a quarterly 
newsletter that is distributed and available on the Trust Adult Safeguarding 
mini-site on the intranet. It has focused this year on learning from statutory 
reviews and a focus on effective use of the Safeguarding functionality 
within the hospital electronic clinical notes system. 

 The safeguarding team worked closely with discharge leadership during 
the year and this work will remain a priority for 2022/23 providing 
transparency between Trust governance of the discharge process and 
safeguarding. 

Challenges: 

 Understand issues relating to safe hospital discharge processes and how 
safeguarding pathways are transparently linked to Hospital Discharge 
Governance pathways. 

 Work with Tissue Viability Team to improve understanding and use of the 
Pressure Ulcer Protocol in assessing Safeguarding risk associated with 
Pressure damage. 

 Work with Domestic Abuse team to develop awareness of domestic abuse 
of older adults. 

 Develop and enhance the quarterly Safeguarding Adults newsletter. 

 Achieve level 3 training Adult Safeguarding and Prevent training 
compliance. 

 Continue to work with relevant teams to explore options for integrated 
learning addressing safeguarding risks across the life span. 

 Continue to consolidate opportunities to increase availability of 
supervision. 

 Ensure the voice and views of individuals at risk of abuse or neglect and 
those who support them is heard to improve the outcomes for individuals. 
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Joint Commissioning Team, London Borough Hounslow 

Following on from last year, the Commissioning team continues to have a 
representative at the Safeguarding board and sub groups linked, the role has 
been to provide key provider performance update and highlight areas of concerns 
and in recent times the Board have had the opportunity to hear about positive 
outcomes as well as providing assurance of the safety and effectiveness of the 
services commissioned. 

The focus continues to be around outcomes for the residents through the contract 
monitoring process and ensuring that any concerns relating to the care and 
support provided are addressed timely and monitored. 

A monthly provider intelligence meeting takes place with representatives from 
CQC, Adult Social Care, Safeguarding (LBH/CCG), Commissioning & Contracts, 
this meeting enables representatives to share concerns, updates, service 
improvements and outcomes of concerns. The information from this meeting is 
then presented on a quarterly basis to the Hounslow Safeguarding Board, the 
current reporting format is an excel sheet however moving forward it has been 
agreed that a dashboard style report will be produced and shared with key 
stakeholders, SLT, Lead Members and Councillors. There is a clear escalation 
process should information be shared prior to the Board meetings. 

Achievements: 

 Proactively working with Healthwatch Hounslow in developing a yearly 
plan of deep dives and enter and views. 

 The creation and operation of the care home support team (HRCH), 
increasing intelligence available on care homes. 

 We have adopted the ADASS standard when referring residents out of 
area to another borough adass-guidance-inter-authority-safeguarding-

arrangements-june-2016.pdf 

Challenges: 

 Provider Concerns; how LB Hounslow address concerns about how 
providers support residents within the borough. We continue to identify 
providers who face significant safeguarding or quality alerts and where the 
solutions take several months to resolve. 

 Significant number (ten or more) new Supported Living providers have 
registered in Hounslow in recent months. This reflects a projected growth 
in demand and some providers will be commissioned by the Council but 
not all will be. 

 Challenges around recruitment within provider services 
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Metropolitan Police Service 

The Met has risen to significant challenges over the past year, not least Covid 19, 

which has meant that we have had to use our resources creatively and effectively 

to meet the safeguarding needs of Hounslow residents and adapt how we work 

with our partners. The use of technology has ensured that the essential services 

and meetings have been able to continue in a positive way with no detriment to 

the vulnerable adults we work with. Our specialist units continue to investigate 

incidents and offences of domestic abuse and crimes and incidents involving 

vulnerable adults. 

Achievements: 

 Successful implementation of Priority Offender Unit in November 2020. 
Role to work with all strands of Public Protection to identify and arrest 
those with the highest risk of offending or who pose significant harm to 
vulnerable members of the community. 

Challenges: 

 Large number of direct entry Investigators across domestic abuse teams. 

 1st cohort approaching two years’ service and becoming detectives. 

 Continued professional training has been implemented including central 
training days and courses. 

 Covid 19. managing staff sickness and welfare matters as a result of staff 
and their families contracting the virus. Staff returning to the workplace 
from remote working and dealing with legacy safeguarding issues from the 
(to date) three lockdown periods, in particular to safeguarding matters 
coming to light. (For example, Domestic Abuse) 

 Missing Person investigations management and accountability, 
particularly around initial investigation and risk assessment. 

 Following a missing persons review a new system was implemented 
whereby all missing persons are assessed and investigated in the Local 
Resolution Team. (LRT) 

 Implementation of LRT initial investigation. DCI Oversight to ensure 
ownership and accountability in the form of accountability meeting chaired 
by Supt, Safeguarding. 

West London NHS Trust 

West London NHS Trust remains a member of the Hounslow Safeguarding Adult 

Board and the associated subgroups. We have supported the joint reviews of 

safeguarding cases reporting to the Hounslow Safeguarding Adult Review Group 

and maintained a good working relationship with board partners. 

Achievements: 
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 Domestic Abuse: The Trust recruited a Domestic Abuse Coordinator to 
support our response to domestic abuse. In addition, we developed a 
policy specifically for staff who are experiencing domestic abuse. 

 Safeguarding Adult Training: Compliance has increased, and we continue 
to facilitate training, including bespoke sessions as requested. 

 Raising Awareness: The team attends meetings with staff to support 
awareness and ensure safeguarding is embedded in practice. 

Challenges: 

 System recording: We are using three systems. We are ensuring all 
systems have the safeguarding adult forms in place. 

 Safeguarding adult audits: there has been a delay in developing audits 
due to staffing shortages. 

 Triangulation of data: This is an area we need to explore further to ensure 
that the data is accurate. 

Hounslow and Richmond Community Healthcare (HRCH) 

Another very challenging year in community healthcare, with the impact of system 

pressures continuing alongside the planned return to business as usual and an 

ever-growing Safeguarding agenda. This has required a collaborative 

refocussing on how the Adult Safeguarding Team can work ‘smarter’. HRCH 

Safeguarding Adults Safeguarding Lead has been an active member of the SAB’s 

QA subgroup and SAR Subgroup, using the Learning Together training and 

support of partner colleagues to guide reflection on and quality improvement in 

practice. We are using a staff survey and our resumed MCA process mapping, to 

use this knowledge and plan ongoing targeted support to busy staff balancing 

risks with rights in the coming year. 

Achievements: 

 Facilitation by Adult Safeguarding of virtual multi-disciplinary 

professionals’ meetings for patients with complex needs including self-

neglect, as well as advice and support for individual clinicians have been 

prioritised: safeguarding prevention and positive outcomes have been 

achieved. 

 A searchable library of 7-minute summaries and other bite size learning 

resources have been added to the Trust extranet to support staff access 

to advice and support 24/7. 

 Monthly DoLS dip sample audits are enabling learning and quality 

improvement in preparation for LPS consultation, planning and training. 

Challenges: 
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 Maintaining professional curiosity, holistic risk assessment and reporting 

of concerns has remained a challenge during this year as staff constantly 

re-prioritise caseloads to maintain safe service levels. 

 Adult safeguarding training in line with the Inter-Collegiate Document has 

been impacted by pressures on front line staff but is progressing well on a 

reviewed trajectory to full compliance. 

 MARAC research, information sharing and recording in line with planned 

time targets is an ongoing challenge as case numbers remain high and 

other risk based case work cannot be planned. 

London Borough of Hounslow Community Safety 

2021-2022 marked the end of the first year of the Safer Communities Strategy 

2021-2024. Some of the achievements from year one includes. 

 Creation of a new area-based Safer Communities Operational Team to 
strengthen a local response to crime through the engagement of 
communities in neighbourhoods. 

 Commenced two pilots focused on implementing a preventative/public 
health approach called Keeping Ivybridge Safe, Together and another 
involving members in the west of the borough. 

 London Borough of Hounslow and the West Area Basic Command Unit 
agreed a co-ordinated response to critical and serious incidents 
(Metropolitan Police Service definitions used). 

The Community Safety Team continue to respond to the high demand for 

domestic abuse/violence services, reverted back to face to face work, which 

includes the reopening of the One Stop Shop and are leading on the 

implementation of the new duties for local authorities outlined in the Domestic 

Abuse Act 2021. 

London Fire Brigade 

London Fire Brigade have continued to support the HSAB throughout the last 

year and have been responsive to requests from partner agencies to assist those 

at Risk of Fire or threats of arson. We have continued to support the community 

through contact in our response and prevention activities highlighting those at risk 

or in need via our person at risk system. 

Through our prevention activities we have had no fire deaths in the Borough in 

the last financial year. We have continued to respond to those in need of Home 

fire safety visits throughout the pandemic. 
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Covid has been a challenge with regards to affecting our crewing through 

sickness and self-isolation. With regards to physical resources Covid has also 

had an impact. There is a current national shortage of Smoke Alarms so we have 

had to manage our stock levels and station allocations carefully to ensure that we 

could maintain a timely response to those highlighted as vulnerable. 

London Ambulance Service 

The London Ambulance Service (LAS) is committed to safeguarding. Although 
they are not an active member of the Hounslow Safeguarding Adults Board as 
they are unable to regularly attend meetings, they have invested in the board, to 
ensure the Trust is compliant with standards and provides the highest level of 
care for its most vulnerable patients. 

3.3 Improved engagement with the people to whom we offer a service 

3.3.1 Engaging residents using services 

People who have used safeguarding services and/or their carers are asked to fill 
in a user feedback form about their experience. In 2021-22 there were nine 
feedback forms completed. The majority of the feedback was positive. For more 
information please see section 4 of this report. 

3.3.2 Supporting Family Carers 

A representative of the Carers’ Partnership Board sits on the board. 

3.4 Letting people know what safeguarding is 

A key part of the board’s prevention work is to try and empower people to protect 
themselves from abuse and neglect by ensuring they are informed about their 
rights, know how to keep safe, and can recognise abuse of themselves or 
another. 

Our performance indicators have shown that we are receiving a low number of 
referrals from black and minority ethnic (BAME) communities relative to 
population. Therefore, one of the key priorities of the board is to increase 
awareness of safeguarding amongst these communities. 
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The ‘Abuse’ leaflet from our previous campaign is available to download from 
CarePlace (Safeguarding adults from abuse, neglect and domestic violence) and 
the LBH website. Two pages of A guide to Adult Social Care in Hounslow are 
designated to identifying what counts as 
abuse, exploitation and neglect together with 
signposting sources of support including the 
online reporting tool. A link to the online form 
is also included in the permanent footer of 
every ASC GovDelivery eBulletin sent out 
including ‘Information for carers’ and ‘Happy 
and Healthy in Hounslow 60+’. 
The adult safeguarding website has 
information for residents and professionals. 
You can use it to make a safeguarding 
referral, find information about the 
Safeguarding Adults Board, download the 
safeguarding leaflet, or read safeguarding 
policies and procedures. The site can be 
found at: 

www.hounslow.gov.uk/info/20130/safeguarding_adults_at_risk 

3.4.1 Voluntary and Community Sector engagement 

The board continue to try to work with the VCS and there are two seats on the 
board for representatives of the Hounslow Community Network. 

3.5 Modern Slavery 

3.5.1 Modern Day Slavery, Trafficking Advocate Report 2021 

Adult Social care continue to fund the post of the Modern Day Slavery (MDS) and 

Trafficking Advocate who is co-located within the team. This co-located 

partnership encourages a sharing of information and a smarter and more 

informed response to referrals and enquiries. 

This co-location also enables the advocate to collaborate with the First Contact 

Team who, in general, would initially receive referrals for people identified as 

experiencing or at risk of MDS. The First Contact Team would complete their own 

checks, such as, is the person known, National Referral Mechanism (NRM) status 

etc and would then share the referral with the MDS Advocate for longer term 

support. Self-referrals direct to the MDS Advocate or referrals from other services 

are also accepted. 
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The advocate has a good working relationship with Adult Social Care and 

consults with them on cases that require this. Other working relationships have 

been established with some partner agencies in the borough to raise awareness 

of the issue and the service available, but this work is to be explored further to 

ensure it remains current especially with possible emerging MDS risks escalating 

due to the economic climate. 

Modern Slavery in itself is a very well-hidden issue and the advocate has 

identified that, in terms of the response is the challenge to identify the signs of 

MDS amidst the backdrop of having just come out of a global pandemic, and now 

the consequences of the current economic crisis., it could be that exploiters are 

able to develop even more sophisticated ways of controlling their victims and 

preventing them from accessing support. 

In response to the above concerns, In February 2022, the MDS Advocate 

organised a series of online webinars on the topic of Modern Slavery and how 

partner agencies can work together to support those who have been impacted by 

this issue. 

3.5.2 Modern Day Slavery Case Example 

Male- A was referred to our service by Adult Social Care. 

A, a citizen of the Seychelles travelled to South Africa where he sought political 

asylum, from South Africa he travelled to the UK. 

He was detained at the airport by immigration services and then claimed British 

citizenship on the basis that the Seychelles was a former colony. 

Once leaving the airport A stayed in a local hotel but, eventually, was unable, to 

fund this accommodation and became homeless. A was approached by a man 

on the street and was asked if he needed help. The man offered him a place to 

stay at his home and An accepted. 

A moved in and very quickly was forced into domestic servitude, abuse then 

escalated to emotional, psychological, and financial abuse. A became very 

frightened and controlled by the man. A was forced to contact family members 

aboard and request money that was then handed over to the man. The man said 

that A owed him enormous amounts of money for allowing A to stay with him. He 

would make threats to physically assault A if he refused to comply or ‘disobeyed’ 

orders. All of A’s calls were monitored and he was rarely able to leave the house. 

A felt very trapped without any idea about what he could do. 
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A had some medical issues and one place that he was allowed to attend alone 

was the GP. At a particular visit the GP became concerned for A’s health and 

sent him to the hospital. 

Whilst at the hospital A disclosed to staff details of what he had been experiencing 

and said that he was terrified about returning to the man’s house. Adult Social 

care were contacted by the hospital, who then also informed the Modern-Day 

Slavery/trafficking Advocate of A’s plight. 

Initially Hounslow Out of Hours Duty were contacted to negotiate accommodation 

for that evening, arrangements could not be finalised, so Hounslow Domestic and 

Sexual Violence Outreach service sought alternative accommodation for A. 

The following day A met with the Advocate and provided further details of his life 

and current circumstances. The Advocate liaised with Adult Social care, keeping 

them informed of the situation and a discussion was had regarding completing 

the NRM with A. 

Later that day the Advocate assisted A with contacting the Home Office who 

placed A in a hotel outside of Hounslow whilst his NRM was reviewed. 

4. How do we know what we are doing is working? 

4.1 What do adults at risk think? 

Resident engagement is a challenge across many Local Authorities and 

Hounslow is no different. We have sought numerous ways to do this. We still 

seek to get resident feedback following Safeguarding Enquiries, requesting that 

a questionnaire is completed either with the Social Worker or independently. This 

has had a mixed response. We are working with Hounslow Healthwatch to see 

if they can assist us with setting up a group for residents with lived experience of 

safeguarding processes which can feed in both to our Hounslow Safeguarding 

Adults Board but also to the London Safeguarding Board. 

4.1.1 Compliments and complaints 

Residents who have been through the safeguarding process and/or their carers 

are asked to fill in a feedback form at the end of the safeguarding process. This 

form is available to fill in online at the Hounslow website and is also available in 

hard copy and easy read format. Anonymised responses are monitored by the 

band the Quality Assurance Sub-Group and will be used to improve services 

where applicable. 
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The form was launched in February 2017. Nine responses to the questionnaire 

were received between 01st April 2021 and 31st March 2022. The results are 

shown below. Although the responses are generally positive, we will continue to 

develop our engagement and explore other methods to understand and improve 

the experiences of our service users. 

4.1.2 Community Social Work 

Adult Social Care has successfully implemented the core assessment function 
outlined in the Care Act 2014. There has been a refocusing of activity in the last 
year to ensure we also seek to prevent and delay need. This has involved 
presenting clear information about the services that residents can access 
independently. The main vehicle for presenting this information is CarePlace, a 
web based directory. 

CarePlace online ASC directory 

Did you feel listened 

to during 

conversations and 

meetings with people 

about helping you 

feel safe? 

Did you get the right 

information during the 

concern? (This could be 

spoken or written). 

Were you able to 

understand the 

information given to 

you during the 

concern? 

How happy are you 

with the service you 

received? 

How happy are you with 

the way people dealt 

with the concern 

throughout? 

Do you feel that you 

are safer now as a 

result of the help from 

people dealing with 

the concern? 

I was I got a lot of I was able I am very I am very I feel a lot 

always 
5 

information 
5 

to 
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happy with 1 happy with 
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safer now 
0 

listened to understan 

d all of the 

the end 

result (11% 
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dealt with the 
(56%) (56%) 

informatio 

n 

(40%) 
) concern 

(22%) (0%) 
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how people 

dealt with the 

3 now 4 

(33%) (11%) the 

informatio 
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(20%) 
(44% 

) 
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I was not I did not get I was not I am not I am not I feel not 

listened to very much able to very happy 
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very happy much 

very 1 information 2 understan 3 with the with how 2 safer now 1 

much d much of end result people dealt 

(11%) (22%) the 

informatio 

n 

(30%) 
(22% 

) 
with the 

concern 
(22%) (11%) 

I was not 

listened to 

at all 
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(0%) 

I did not get 

any 

information 

0 

(0%) 

I was not 

able to 

understan 

d any of 

the 

informatio 

n 

-

I am not at 

all happy 

with the 

end result 

2 

(22% 

) 

I am not at 

all happy 

with how 

people dealt 

with the 

concern 
1 

(11%) 

I feel not 

at all safer 

now 
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(33%) 

I did not 

get any 

informatio 

1 

n 
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Not 
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(0%) 

Not 
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(11%) 

Not 
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0 

(0%) 

Not 
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(0%) 

Not 
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(11%) 
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CarePlace is an online advice and information directory run by Hounslow Council 

in partnership with 5 other London Boroughs. Established to help deliver the 

resident information requirements of The Care Act 2014, it covers adult social 

care, work, money, health & wellbeing, carer support, housing, leisure, and 

safeguarding. 

Our main Key Performance Indicator for the directory is the SiteImprove Digital 

Certainty Index (DCI) score calculated by SiteImprove. SiteImprove is a tool that 

measures site quality (how often updated, readability, broken links, and 

misspellings), accessibility and search engine optimisation (SEO). 

We ended 2021/22 with a DCI score of 88.7% (our target score was 90%). The 

Government benchmark figure for the year was 81.6%. 

Maintaining the directory continued to be challenging during the pandemic as 

many organisations reduced their services, closed them completely or delivered 

them via different channels. We used the CarePlace alert system to communicate 

each organisation’s status at the top of each page where appropriate. As services 

reverted to ‘normal’, we began to remove the alerts. 

We have used the directory’s pages, news section and homepage banner to 

promote various campaigns and awareness days including Covid information, 

domestic and sexual violence services, care worker recruitment and mental 

health support. We worked with the LBH Communications team, using Twitter 

and Facebook to signpost CarePlace content. 

GovDelivery email bulletins and subscribers 

Carers information sheet 1934 subscribers, down from 1954 in March 2021. 

Four editions were published and distributed during the year. In all, the 

information sheet has been running for over four years. 

The Happy & Healthy in Hounslow 60+ programme did not run during 2021/22 

and so bulletins were not required. 
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Gazebo Pop-up ASC info shop appearances 

The Gazebo Pop-up Info Shop paused during 2021 but was relaunched in the 

New Year with events at the Vineyard Church Food Bank in Feltham and at 

Hounslow House. 

Print publications 

Printed booklets were scaled back during the pandemic as distribution was 

challenging, the Pop-up Shop was not operating, and partner organisations were 

not engaging with residents face-to-face. PDFs were available to download from 

CarePlace and the LBH site. A Guide to Adult Social Care was updated to include 

COVID 19 information, changes to services and sources of support. 
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5. What the statistics tell us about safeguarding in Hounslow 

The following information is taken from the Safeguarding Adults Collection (SAC) 
which is published on NHS Digital. The way in which data is defined is different 
from the day to day reality of people experiencing and responding to adult 
safeguarding concerns. This report uses the Safeguarding Adults Collection so 
that a consistent account is portrayed. 

The graph below compares the number of safeguarding enquiries made (a 
concern which progressed to an enquiry) in 2021-22 broken down by age group. 

It shows that Hounslow compares well with London and is comparable with three 
of the other councils in the benchmarking group, in all groups apart from 85 and 
over. The quality assurance group will be asked to look at the referral rate for 
this group. We need to understand why Hounslow is receiving significantly lower 
numbers of referrals as compared with other areas. 

S42 Safeguarding Enquiries per 100,000 by Age Group 2021-22 
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S42 Safeguarding Enquiries by Gender Percentage 2021-22 
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Hounslow Ealing Merton Hillingdon Redbridge England London 

Men Women 

The above chart shows percentage of safeguarding enquiries for each gender to 
provide useful comparison. 

The referral rate comparing the numbers of men and women referred, suggests 
engagement with men in Hounslow has increased slightly from 2020-21 when it 
was at 39%. 

The overall pattern of engagement with residents is similar to other London and 
local comparator boroughs. Comparative data looking at groups with other 
protected characteristics is not available. 
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Hounslow Ealing Merton Hillingdon Redbridge England London 

S42 Safeguarding Enquiries by Ethnicities Percentage 2021-22 

White Mixed / Multiple 

Asian / Asian British Black / African / Caribbean / Black British 

Other Ethnic Group Undeclared/ not known 

The above chart shows percentage of safeguarding enquiries for ethnicity groups 
to provide comparison. 

The graph shows that we are struggling to engage with Asian/ Asian British and 
other ethnic groups, but this is a common concern with other Boroughs also. 
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More work will need to be done to raise awareness of hidden demand in these 
communities. 
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Hounslow Ealing Merton Hillingdon Redbridge England London 

S42 Safeguarding Enquiries by Primary Support Reason 2020-21 

Physical Support Sensory Support 

Support with Memory & Cognition Learning Disability Support 

Mental Health Support Social Support 

No Support Reason 

The above chart shows percentage of safeguarding enquiries by Primary Support 
Reason to provide useful comparison. 

A total of 771 concerns were raised in 2021-22. This is a significant decrease 
from 2020-21 (864). 595 concerns progressed to an enquiry. Of these 104 were 
repeat referrals as compared with 127 in the previous year. Identifying repeat 
referrals highlights patterns which can be used to improve the response to 
individual adults at risk. The number of concerns that resulted in enquiries being 
made has decreased: 668 enquiries were made in 2020-21 as compared with 
686 in 2019-20. 

The key points arising from this return are: 

The consent of the adults at risk to open safeguarding enquiries is always sought, 
and in the majority of cases the adults at risk were found to have capacity. Not all 
adults at risk want safeguarding enquiries to proceed, especially where friends or 
family were involved in the abuse. Where residents ask us not to investigate, and 
have mental capacity to do so, we will respect that decision except in exceptional 
circumstances for example where others may also be at risk (public interest), or 
where the person is at high risk of serious harm or death (vital interest). 

There has been a significant decrease in referrals relating to people of working 
age, which is consistent with figures from the previous year. In terms of support 
needs, the largest number of referrals relate to those needing physical care and 
support. This remains consistent and probably reflects that this type of support is 
often required by our most vulnerable residents, whether in their own homes, in 
sheltered housing, in care homes or in hospital. 
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The majority of referrals relate to residents of white ethnicity. Our previous annual 
report showed that Hounslow’s ethnic mix and Black and Minority Ethnic (BAME) 
residents appeared under-represented in safeguarding referrals. Work to 
increase awareness and take-up in under-represented groups was undertaken 
and this position has now improved. 

Not all safeguarding concerns are found to be substantiated, and in some cases, 
enquiries are closed without further action at the request of the adult at risk. Of 
the safeguarding enquiries opened, 72% resulted in one or more actions being 
taken to protect that person, which is significantly lower than the 93% in the 
previous year. In 69% of cases risk/s were identified and reduced or removed as 
a result. 

The Care Act 2014 (Section 42) says that adult safeguarding should be available 
to people who have care and support needs, who are at risk of, or are enduring 
abuse and neglect and are unable to protect themselves because of the those 
needs. To some extent the information above reflects the group of people that 
are described in the data presented above. The publicity campaign and 
community development work described above are designed to try and reach 
more people within Hounslow. 

5.1 Audit 

An internal audit process has been established. 

5.1.1 Internal Audit 

The Safeguarding Adults Team is tasked with completing an audit of 10 
completed safeguarding episodes each month. There were a number of months 
where audits were suspended due to the Covid19 pandemic. A total of 22 audits 
have been completed in this reporting year with an additional 30 completed by an 
external reviewer. 

There was evidence of a clear rational for decision making, the application of the 
Mental Capacity Act and evidence-based practice 

Audit results are fed back to Safeguarding Adult Manager and teams with 
mandated actions which are then followed up within professional supervision. 
Training needs & learning from audits shared with wider Safeguarding Adult 
Manager group by the Principle Social Worker. Training and development 
initiatives are developed to address identified training needs. 

5.2 Independent Mental Capacity Advocates (IMCAs) 

Hounslow identifies above average (43% against a London average of 36%) 
number of adults at risk lacking capacity and a higher rate of those people 
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received support provided by an advocate, family or friend (38% against a London 
average of 13%). 

Percentage of Adults at Risk identified as lacking capacity 

and subsequently offered support 2020-21 

Hounslow Ealing Merton Hillingdon Redbridge England London 

Lacking Capacity Advocate Support Provided 
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50% 

60% 

Independent Mental Capacity Advocates (IMCAs) can support people who lack 
capacity to make specific decisions were there are no other suitable, unpaid 

4independent people who can : 

 Support and represent the person; 
 Consult with others; 
 Ascertain the person’s wishes, feelings, preferences and values; 
 Ensure all possible courses of action are considered; and 
 Check the framework of the Mental Capacity Act is followed. 

The person making the decision must contact the local advocacy provider when 
they are considering changes in accommodation or serious medical treatment. 
They may also ask for an IMCA to become involved when a care review takes 
place. 

Whether or not there is someone to support an adult at risk, a decision maker 
may also ask for an IMCA to become involved where an adult safeguarding issue 
is being considered. 

Why are they referred? 

An IMCA will only see a person who lacks capacity to make the decision about 
which they are being consulted. The impairment/disability of IMCA clients are 
listed below. Please note that the list includes non-mental capacity related 
disabilities and conditions. This is because clients may have more than one 
impairment/disability. 

4 Mental Capacity Act 2005 Code of Practice Issued by the Lord Chancellor on 23 April 2007 in 
accordance with sections 42 and 43 of the Act 
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5.3 Deprivation of Liberty Safeguards (DoLS) 

It is difficult to define a Deprivation of Liberty5: In practical terms it allows a 
hospital or care home to restrict someone’s (the Relevant Person) freedom of 
movement where they lack capacity, and it is thought be in their best interests. 
The Supreme Court said that the “acid test”6 is if a person: 

 Has a lack of capacity to make the relevant decision; 

 Is unable to leave the place in which they are accommodated; and 

 is under continuous supervision and control. 

This is both clearer than previous case law and includes far more people than it 
would have in the past. As a result, the council has seen a significant increase in 
referrals. 

Substantial progress has been made in managing the administration of requests 
received from Managing Bodies (nursing and residential homes). Potential 
deprivations are considered and referred at the point that placements are 
considered. A process of contacting Managing Bodies to proactively ask whether 
they have identified residents who should be referred is in place. We now have a 
better understanding of the people who should be subject to an authorisation. 

A combination of improved practice amongst provider organisations and 
increased rigour in the inspection process led by the Care Quality Commission 
has resulted in a sustained increase in the number of authorisations requested. 
The council (the Supervisory Body) has increased the number of signatories 
available, streamlined the authorisation process and invested in additional 
administrative support. While this has significantly reduced delays in authorising 
completed assessments, we continue to experience significant pressure in this 
area. 

Number of Authorisations - Requested/Granted 

2017/18 2018/19 2019/20 2020/21 

Deprivation of Liberty authorisations 

Requested 

618 593 614 596 

Deprivation of Liberty authorisations 

granted 

255 568 463 430 

NHS Digital - DoLS Applications and outcome by council, England 

5 http://www.scie.org.uk/publications/ataglance/ataglance43.asp 
6 P (by his litigation friend the Official Solicitor) (Appellant) v Cheshire West and Chester Council 
and another (Respondents) P and Q (by their litigation friend, the Official Solicitor) (Appellants) 
v Surrey County Council (Respondent). March 2014 
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DoLS Applications and outcomes by council, England 
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*2020-21 figures have been used in this graph due to the delay of the publication of 2021-
22 figures by NHS Digital. 

Please note that the sample size used by NHS Digital differs from that recorded 
by the Council and this is why the 2020-21 figures differ between the figures 
presented in the table and the graph. However, the NHS Digital table gives us 
an accurate comparison with our neighbouring boroughs. 

The Deprivation of Liberty Safeguards (DOLS) extended the IMCA role to act as 
a key safeguard to people who may be subject to this legislation. 

There are three distinct IMCA roles in the Deprivation of Liberty Safeguards. 
These are referred to by the Sections in the amended Mental Capacity Act where 
they are described. 

 Section 39A IMCA's: Supporting and representing people who are being 
assessed as to whether they are being or need to be deprived of their 
liberty. 

 Section 39C IMCA's: Covering gaps in the appointments of relevant 
person’s representatives for people who are subject to an authorisation. 

 Section 39D IMCA's: Providing support to a person or their unpaid relevant 
person’s representative in relation to their rights where a deprivation of 
liberty has been authorised. 

These roles have distinct powers and responsibilities. Collectively in the report 
they are referred to as the DOLS IMCA roles7. 

7 The Sixth Year of the Independent Mental Capacity Advocacy (IMCA) Service: 2012/2013 
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5.3.1 Deprivation of Liberty in Community settings 

The Deprivation of Liberty Safeguards (DoLS) came into force in April 2009 and 
form part of the Mental Capacity Act 2005. DoLS are designed to legally authorise 
restrictive care situations for people who lack capacity to consent to them, and 
who meet all the criteria – which include being resident in a care home or a 
hospital. A landmark ruling by the Supreme Court in March 2014 effectively set a 
new and much lower threshold for deprivation of liberty in all settings, and also 
made it clear that applications should be made to the Court of Protection to 
authorise the care of people who may be being deprived of their liberty in settings 
other than care homes or hospitals – including supported living projects, living 
with family members and receiving care in their own homes. The responsible 
organisation for making these applications is the agency providing or 
commissioning that person’s care needs. In the majority of cases this will be 
either a local authority or NHS body. 

The Mental Capacity (Amendment) Act (2019) set out the plans for the Liberty 
Protection Safeguards (LPS) which will replace DoLS. LPS will provide 
protections for people who lack capacity to consent to a wide variety of restrictive 
care situations, without the involvement of the Court of Protection. LPS will be 
authorised by NHS Hospital Trusts (for their own patients), by ICOs (where they 
fund the majority of the care) or by Local Authorities (where a Health organisation 
is not the Responsible Body and the person is an ‘ordinary resident’ of that LA). 
LPS was delayed by the demands of the Covid pandemic and is expected to be 
implemented in 2023 or 2024. 
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   6. Safeguarding Stories 

There is currently a substantial backlog of cases throughout England and Wales 
waiting to be dealt with by the court, so we are expecting significant delays before 
the court can make its rulings. 

HSAB has adopted regular use of 7-minute briefings for SAR cases and other 

safeguarding case examples, which can inform multi-agency safeguarding 

practice. 

The story below is real. We have changed any details that might identify the 

people concerned. We have included a range of examples in previous annual 

reports. 
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        7 Minute Learning Trauma Informed Practice in Organisations 

What is Trauma 

Informed Practice? 

 Four Rs 

 Realise the 
widespread impact 
of trauma. 

 Recognise the 
signs and 
symptoms of 
trauma for 
individuals involved 
in the system 

 Respond by fully 
integrating 
knowledge about 
trauma into policy 
procedure and 
practice 

 Actively resist re-
traumatisation. 

Why does it matter? 

 People who work with trauma 
can experience secondary or 
vicarious trauma. 

 Development of “ toxic stress” 
“burnout” 

 Limits “ mental bandwidth” 

 Normal response to pandemic-
anxiety anger fear 
hopelessness. 

What do we need to 

share /know? 

 Not treatment but 
designed to help 
people overcome 
barriers that their 
experience of 
trauma creates for 
them 

 You don’t have to 
be a therapist to be 
therapeutic 

 Destigmatisation of 
mental health issues 

What can organisations do? 

 Six principles 

 Safety – Both physically and 

psychologically safe 

 Trustworthiness and 
transparency-Leaders 
communicate openly and 
regularly .Decisions are 
transparent 

 Peer Support-Workers at all 
levels recognise that all workers 
will be experiencing toxic stress 
with individual responses 

 Collaboration and mutuality-
Everyone has a role to play 
regardless of seniority 

 Empowerment-Individuals 
differences recognised. 
Opportunities to speak up 

 Cultural historical and gender 
inclusion-Inclusive 
policies/protocols/processes. 

Trauma Informed 

Practice in 

Organisations 

What does it look like? 

 Can affect 
productivity, diminish 
creativity and 
optimism. 

 They may be at the 
root of why employees 
appear more angry, 
anxious, withdrawn, 
disengaged distracted 
or unproductive. 

Questions to consider? 

 What happened to you 
rather than what is wrong 
with you? 

 Can I recognise trauma? 

 Are we compassionate in 
our practice with our 
clients, colleagues and 
partner organisations? 

How does this relate 
to safeguarding? 

 Challenges with 
care quality in a 
burnt out 
workforce. 

 Organisation’s 
ability to engage 
individuals who 
have experienced 
trauma in an 
already stretched 
system 
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Safeguarding Story – Mrs A 

Mrs A is a mentally capacitous lady in her 60s who receives domiciliary care in 

her own home because of her physical health needs. A safeguarding case was 

raised after Mrs A reported she had been suspicious about money going missing 

from her purse when a specific carer, Ms X, visited. Mrs A counted the cash in 

her purse before carer X arrived, and left her handbag, containing the purse, in 

view when she left the room. She returned much more quickly than she would 

normally do and saw that Ms X had crossed the room to where her handbag was 

and had her hand in Mrs A’s bag. As soon as Ms X left Mrs A checked her purse 

and found £50 cash was missing. 

This was reported to the police who investigated but closed the case as the carer 

denied this happened and they stated it was one person’s word against another’s. 

Subsequently it was discovered that several concerning allegations had been 

made against the same carer by different and unconnected clients of the 

Domiciliary Care Agency. One mentally capacitated resident, Mrs B, reported that 

Ms X had visited her despite not being rota-ed to do so, and sat at the table ‘for 

a chat’ in a position close to Mrs B’s handbag but blocking it from view with her 

back. Mrs B heard the distinctive click of her purse opening so she immediately 

checked it when Ms X had left and found £140 missing. 

Ms C who is elderly and frail reported that Ms X had been asking her for £60 

because she said she couldn’t pay her bills. Ms C gave her £40 because she felt 

under pressure to do so but was then so distressed that she cancelled all of her 

care support because she had lost trust in carers. 

A Care Agency manager making a welfare check on a resident observed Ms X 

arriving at Ms D’s door with cooked food, despite being suspended from work and 

instructed not to contact clients or staff. Mrs D said Ms X had attended before 

bringing food which she had not asked for and did not want and requesting 

payment of £20. 

Police were presented with the linked reports against Ms X and asked to 

reconsider the charging decision. They have agreed to re-open the investigation 

and to look at the totality of the allegations concerning Ms X. The case is ongoing. 
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          7. What we plan to do in the coming year 

The board has made substantial progress during 2021-22. The priorities for the 
coming year are set out in the board strategy and three-year business plan. 

The key priorities for the coming year are: 

 Assuring that the Mental Capacity Act and the Liberty Protection 
Safeguards Amendment Act is clearly understood and applied into 
practice. 

 Identify and address key areas of concern where the lack of think 
family is leaving adults at risk. 

 Ensure there is a good understanding of financial abuse across 
partner agencies and the public. 

 Develop a multi-agency strategy for safeguarding engagement, to 
ensure the voice of the service user is heard. 

 Develop a multi-agency strategy for effective provider engagement. 

 Disseminate learning from SARs across all board agencies and 
feedback to sources. 
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   8. Useful Contacts 

Questions about the report 

If you have any questions about this report, please contact Mun Thong Phung, 

Director, Adult Social Care and Health 

Tel: 020 8583 3009 
Email: Mun-Thong.Phung@hounslow.gov.uk 

Safeguarding Training 

If you would like to access safeguarding training for organisations in Hounslow, 
please contact the Learning and Development Team. 

Tel: 020 8583 3098 
Email: angela.mcevilly@hounslow.gov.uk 

Safeguarding Referrals 

To raise any safeguarding concerns, you should call: 

 Adult Social Care First Contact: 0208 583 3100 

 Out of Hours – Emergency Duty Social Worker: 0208 583 2222 

If you need to report a crime: 

 In an emergency, dial 999 

 Non-emergency police number: 101 

If you would like advice in relation to safeguarding adults’ concerns, please call 

 Safeguarding Adults Service (SAS) 
o 020 8548 4515 
o safeguardingadults@hounslow.gov.uk 

If you would like advice in relation to Deprivation of Liberty Safeguards (DoLS), 
please call: 

 DoLS team 
o 020 8548 4950 
o dols@hounslow.gov.uk 

You can also visit www.hounslow.gov.uk/safeguardingadults 
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7

SAR 

7 MINUTE 

BRIEFING 

environment. All the remaining residents were dispersed to

died in a Nursing Home on 06 October 2017. 

1. 

an 

2. 

was 

3. 

4. 

Finding 1: Dysphagia 

awareness and care plan 

prioritisation 

home 

are 

4 

7 

APPENDIX 1 

Safeguarding Adult Review Briefing – “DD” 

Rationale for Safeguarding What happened? 

Adults Review (SAR) 1 2 
During one week in 2017, DD was one of four residents admitted to Hospital 

suffering from aspiration pneumonia. DD was also diagnosed with a grade 3The Hounslow Safeguarding Adults 
pressure ulcer on admission. DDs’ condition deteriorated on admission to Board (HSAB) regularly carries out 
hospital. He was risk fed (fed when appropriate) and struggled to take fluids. DD SARs. They are extensive pieces of 
remained at risk of swallowing problems caused by Dysphagia. work, that look in detail at cases when an 

adult at risk of abuse dies or has 
On 18th August 2017, the residential home was deemed to be an unsafe 

experienced serious neglect or abuse, 
other homes. DD 

and there is concern that partner 

agencies could have worked more 

effectively to protect them. They are 

intended to ensure that we learn from 
Terms of Reference 

cases. 3 
Care Planning: Was there 

appropriate care plan in Systemic provider failure? 
place to meet DDs’ assessed 

needs, and if so, was it Based upon the findings of the review, there is 
followed? 

some evidence that there were substantial 
Provider expertise: 

systemic failings within the provider location. Did the care home staff 
While the concerns at the individual care have the appropriate skills 
have been well-documented, there is less to deliver the care plan, and 

evidence to suggest that the same concerns support from 

systemic across the organisation or parent appropriately qualified 

colleagues sought to ensure company. Ratings of different locations range 
delivery of DDs’ care plan? 

from ‘requires improvement’ to ‘outstanding’, 
Support planning and 

with most services rated as ‘good’. 
review: 

Were social care reviews 

completed DD? 
Finding 3: Provider partnership Supervision and oversight: 

In the time leading up to 
For adult social care services to be effective there DDs’ admission to Hospital Dysphagia may describe a 
must be genuine partnership and openness between in August 2017, did the number of different swallowing 

agencies involved in DDs’ professionals, commissioners, and care providers. In 
disorders that may occur while a 

care maintain an DDs’ case there was a clear divide between 
person is eating or drinking, and appropriate level of professionals and the residential care provider, 
outcomes can be serious or supervision and 

leading to a lack of openness, transparency, and trust. 
fatal. Effective management of management oversight? 

Internal governance systems failed and quality 
swallowing difficulties can 5. Regulation and Quality 

concerns about practice went unreported. Assurance in 

commissioning: 
reduce hospital admissions and 

risks of choking, aspiration, 
Were the CQC or Joint 

respiratory arrest, and sudden 
Commissioning Team 

death. Within the provider there 
aware of any concerns 

Finding 2: Pressure areas safeguarding was a general lack of about the provider? 

5 
understanding of the 6. Systemic provider failure: protocol 
seriousness of risks associated Given that three other 

The notification of reportable incidents has become with swallowing difficulties, and people (the unit offered 

care to 7 people) were standard practice across registered providers of care, the importance strict adherence 
treated for a similar 

however at the time of DDs’ death, the pressure ulcer to care plans. A lack of 
condition was there any 

safeguarding protocol had yet to be published. Despite awareness and understanding of 
evidence to suggest 

an aggregation of care planning concerns, skin dysphagia, its symptoms, 
systemic issues within the 

breakdown, and development of a pressure ulcer, no treatment, and risks, may leave organisation prior to the 
safeguarding referral was made, either by provider or individuals at risk of choking, adult’s admission? 

professional. infections, aspirations, 

6 
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APPENDIX 2 

EXTRACT FROM THE SAFEGUARDING ADULTS COLLECTION 2021/22 

Please note Table SG1f collects counts of cases, not counts of 
individuals 

Table SG1f 

Counts of Safeguarding Activity Count 

Total Number of Safeguarding Concerns 736 

Total Number of Section 42 Safeguarding Enquiries 346 

Total Number of Other Safeguarding Enquiries 21 

The NHS Digital definition of Other Safeguarding Enquiries is as follows: 

Those enquiries where an adult does not meet all of the Section 42 criteria, but the council considers it necessary and proportionate to 
have a safeguarding enquiry. 

Whilst each council has the authority to decide what Safeguarding activity, they undertake for adults who do not meet the Section 42 

criteria, some examples could include safeguarding to promote an individual’s well-being as related to the areas in Section 1 of the Care 

Act, or for carers who do not qualify for Section 42. 

In practice the total number of section 42 (Care Act 2014) and other safeguarding enquiries are treated in the same way. This report 

combines both figures as concerns progressed to enquiries. We are therefore reporting 362 concerns progressed to an enquiry. 
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Table SG1a Age Band 

Counts of Individuals by Age Band 18-64 65-74 75-84 85-94 95+ 
Not 

Known 
Total 

Individuals Involved In Safeguarding Concerns 321 78 100 98 13 0 610 

Individuals Involved In Section 42 Safeguarding Enquiries 109 43 67 62 10 0 291 

Individuals Involved In Other Safeguarding Enquiries 13 4 1 3 0 0 21 

Table SG1b Gender 

Counts of Individuals by Gender Male Female Not Known Total 

Individuals Involved In Safeguarding Concerns 287 323 0 610 

Individuals Involved In Section 42 Safeguarding Enquiries 136 155 0 291 

Individuals Involved In Other Safeguarding Enquiries 10 11 0 21 
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Table SG1c Ethnicity 

Black / 

Counts of Individuals by Ethnicity White 
Mixed / 
Multiple 

Asian / 
Asian 
British 

African / 
Caribbean 

/ Black 

Other 
Ethnic 
Group 

Refused 
Undeclared 

/ Not 
Known 

Total 

British 

Individuals Involved In Safeguarding Concerns 318 10 128 45 51 0 58 610 

Individuals Involved In Section 42 Safeguarding 
Enquiries 

177 5 63 17 18 0 11 291 

Individuals Involved In Other Safeguarding 
Enquiries 

13 1 5 1 1 0 0 21 

Table SG1d Primary Support Reason 

Support 

Counts of Individuals by Primary 
Support Reasons 

Physical 
Support 

Sensory 
Support 

with 
Memory 

& 

Learning 
Disability 
Support 

Mental 
Health 

Support 

Social 
Support 

No 
Support 
Reason 

Not 
Known 

Total 

Cognition 

Individuals Involved In Safeguarding Concerns 224 2 11 66 102 37 168 0 610 

Individuals Involved In Section 42 Safeguarding 
Enquiries 

142 2 6 41 27 11 50 12 291 

Individuals Involved In Other Safeguarding 
Enquiries 

8 1 1 4 5 2 0 0 21 
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Section 2: Case Detail Tables 

All information recorded in these tables should be about the cases that concluded during the reporting year 

Multiples entries per enquiry are permitted in all of these tables. 

Some type of risk categories overlap with each other, please record all types of abuse that apply to each enquiry. 

Table SG2a Concluded Section 42 Enquiries Other Concluded Enquiries 

Counts of Enquiries by Type and Source of 
Risk 

Source of Risk Source of Risk 

Service 
Provider 

Other -
Known to 
Individual 

Other -
Unknown 

to 
Individual 

Service 
Provider 

Other -
Known to 
Individual 

Other -
Unknown 

to 
Individual 

Total 
Section 

42 

Total 
Other 

Physical Abuse 33 25 28 1 7 3 86 11 

Sexual Abuse 3 5 6 0 1 1 14 2 

Psychological Abuse 16 23 15 0 7 4 54 11 

Financial or Material Abuse 11 24 16 1 5 4 51 10 

Discriminatory Abuse 2 1 0 0 1 1 3 2 

Organisational Abuse 14 9 5 1 0 1 28 2 

Neglect and Acts of Omission 88 27 41 1 3 5 156 9 

Domestic Abuse 18 3 18 3 

Sexual Exploitation 0 0 0 0 0 0 0 0 

Modern Slavery 0 0 0 0 0 0 0 0 

Self-Neglect 24 5 24 5 
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Table SG2e Concluded Section 42 Enquiries Other Concluded Enquiries 

Risk Outcomes: Source of Risk Source of Risk 

Where a risk was identified, what 
was the outcome / expected 
outcome when the case was 
concluded? 

Service 
Provider 

Other -
Known to 
Individual 

Other -
Unknown 

to 
Individual 

Service 
Provider 

Other -
Known to 
Individual 

Other -
Unknown 

to 
Individual 

Total 
Section 

42 

Total 
Other 

Risk Remained 3 3 4 0 0 0 10 0 

Risk Reduced 57 30 40 3 6 6 127 15 

Risk Removed 42 12 12 0 2 1 66 3 

Section 3: Mental Capacity Tables 

Table SG3a 

Mental Capacity Table for Concluded Section 
42 Safeguarding Enquiries 

Age Group 

For each enquiry, was the adult at risk lacking 
capacity to make decisions related to the 
safeguarding enquiry? 

18-64 65-74 75-84 85-94 95+ 
Not 

Known 
Total 

Yes, they lacked capacity 29 13 36 35 5 0 118 

No, they did not lack capacity 50 16 34 28 5 0 133 

Don’t know 0 0 0 0 0 0 0 

Not recorded 0 0 0 0 0 0 0 

Of the enquiries recorded as Yes in row 1 of this table, 
in how many of these cases was support provided by an 
advocate, family or friend? 

25 10 34 32 5 0 106 
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