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Purpose of Report To provide the Board with the Safeguarding  Adults Qrt 1 – 
2016-17 report. This report highlights the on-going work and 
progress in safeguarding adults in Dorset HealthCare University 
NHS Foundation Trust. 

Recommendation/Action for 
Committee 

 
 
 
Engagement and Involvement 

Previous Committee/s Dates 

For DHC to ensure that the  relevant recommendations from 
national inquiries, serious case reviews and safeguarding 
investigations are implemented in a way that supports practice 
at clinical level. 

 

Monitoring and Assurance Summary 
 

This report links to the 
Strategic Goals 

• To provide high quality care; first time, every time; 
• To be a valued partner and expert in partnership working 

with Patients, Communities and organisations; 
• To be a learning organisation, maximising our partnership 

with Bournemouth University and promoting innovation, 
research and evidence based practice; 

• To have a skilled, diverse and caring workforce who are 
proud to work for Dorset HealthCare; 

• To be a national leader in the delivery of integrated care; 
• To ensure that all of the Trust’s resources are used in an 

efficient and sustainable way; 
• To raise awareness within the Trust and externally of the 

impact that our work has on people and our environment, 
and take steps to reduce any negative effects. 

I confirm that I have considered each of Any action required? 
the implications of this report, on each 
of the matters below, as indicated: 

Yes Yes No 
Detail in report 

All three Domains of Quality     
Board Assurance Framework     
Risk Register     
Legal / Regulatory       
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People / Staff       
Financial / Value for Money / Sustainability      
Information Management &Technology      
Equality Impact Assessment      
Freedom of Information      

 
 

2  



 
 

 

9 

CONTENTS 
 

Page No 
 
1.  4 

2. Service Improvement Relating To Safeguarding Adults 5 
3.  7 
4.  
5.  9 

6.  10 

7.  11 

8.  12 

9.  13 
Appendix 

1 
 14 

Appendix 
2 

Appendix 
3 

 17 

 20 

 
 

3  



 
 

 

1.0 SAFEGUARDING ADULT SERVICE 
 

1.1 The Safeguarding Adult’s team is comprised of one whole time equivalent band 8a 
Safeguarding Adult Lead (based at Shelly Road), one band 7 whole time equivalent 
Safeguarding Adults Advisor and one 0.4 whole time equivalent Safeguarding 
Administration Assistant, both of whom are based at Forston Clinic 

 
1.2 The Safeguarding Adults team’s workload continues to increase each quarter, 

particularly in providing advice and support to Dorset HealthCare (DHC), staff on 
safeguarding concerns, (Table 1) and in supporting Multi-Agency Risk Management 
Meetings for people who are self neglecting. 

 
Table 1 – Number of Advice Calls Provided by Safeguarding Adults Team 

 
 
 
 
 
 

 
1.5 The number and complexity of safeguarding concerns identified by DHC staff 

continues to increase (Table 2). In quarter 1 the Safeguarding Adults team and DHC 
staff have supported four whole home enquires, compared to four in the whole of 
2015/2016. 

 
Table 2 – Number of Safeguarding Concerns identified by DHC staff 

 
 

 
 

 
 

  
 
 

 
 
1.6 Additional workload pressures are being experienced by the Safeguarding Adults team 

due to the number of Safeguarding Adults Reviews and Domestic Homicide Reviews 
that are currently being undertaken across Dorset. 
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2.0 SERVICE IMPROVEMENT RELATING TO SAFEGUARDING ADULTS 
 
2.1 The Safeguarding Adults team has updated two internal policies, the Safeguarding 

Adults Policy and Procedures and the Policy On The Management Of Close 
Interpersonal Relationships Between Service Users Within Trust In Patient Units. 

 
2.2 The Safeguarding Adults team has started to write a Chaperone Policy to provide 

guidance, to staff, on the use of chaperones and procedures that should be in place for 
consultations, examinations, investigations and clinical interventions. 

 
2.3 The Safeguarding Adults team has worked with the Safeguarding Children’s team to 

review the integrated safeguarding training for Prison HealthCare staff. 
 
2.4 The Safeguarding Adults team and the Clinical Commissioning Group, (CCG), have 

provided four workshops for DHC staff on the use of Multi-Agency Risk Management 
Meetings for service users who self neglect. Evaluation of the workshops was very 
positive and staff have requested additional sessions to be provided, subject to the 
CCG funding additional events. 

 
3.0 SAFEGUARDING ADULTS REVIEWS (SAR) AND DOMESTIC HOMICIDE 

REVIEWS (DHR) 
 
3.1 The Associate Director of Nursing and Quality represents DHC at the DHR and SAR 

panel. Current cases are summarised in appendix 1. There are currently one SAR and 
five DHRs under review. One case was presented to the DHR panel in June but will 
not be proceeding, as it did not meet the DHR criteria. This case will be subject to a 
case audit. 

 
Safeguarding Adult Review 

 
RD14 – Dorset Safeguarding Adults Board 

 
3.2 A SAR was commissioned in July following the completion of a whole home enquiry 

into a Dorset Care Home; seven residents were identified to have suffered harm whilst 
living in the care home. The Care Quality Commission (CQC) had previously rated the 
home as inadequate in four out of five domains. 

 
3.3 Partner agencies have commented on a draft overview report. A draft action plan was 

discussed at the SAR panel on the 7 July 2016. A task and finish group will be formed 
to revise the action plan so that the actions reflect the author’s recommendations. 
Actions are anticipated to be multi-agency with DHC being requested to work 
collaboratively with the CCG to develop a care pathway for people with contractures. 
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Domestic Homicide Reviews 
 

BDHR 3 
 
3.4 The victim was murdered by her husband, assisted by his son in May 2014. Both have 

received custodial sentences for her murder. DHC did not provide services to any of 
the adults identified in the case. 

 
3.5 An overview report has been written, multi-agency actions have been agreed in 

relation to domestic abuse policy, training and support to staff who are employed from 
overseas. The Safeguarding Adults Lead, supported by the Human Resources 
Department, is gathering information to evidence our compliance in these areas. 

 
DDHR 4 

 
3.6 The victim was murdered by her husband in 2015. She was known to DHC's Health 

Visiting Service.  A legal order for IMR's to be shared with children's services has been 
made. It is anticipated that a draft overview report and recommendations will shortly 
be circulated for comments. 

 
3.7 The Local Safeguarding Children’s Board, (LSCB), are undertaking a review of the 

case in respect of the children; DHC has submitted an IMR to the LSCB to inform the 
review. 

 
BDHR/SAR 12 

 
3.8 A 22 year old man was murdered by two adults who were known to him. The victim 

was known to have been in a relationship with one of the perpetrators who was 
subsequently in a relationship with the second perpetrator. Both have received 
custodial sentences for his murder. 

 
3.9 The first draft overview report has been written, agencies, including DHC, have 

provided additional information to the overview author. A second draft report will be 
circulated to partner agencies after the perpetrators have been interviewed. 

 
3.8 The Associate Director of Nursing and Quality, the Head of Children and Adult’s 

Learning Disability Services and the Safeguarding Adults Lead will meet in the summer 
to start to devise DHC’s internal action plan to address the identified learning for DHC. 

 
DDHR 5 

 
3.9 A 45 year old woman was murdered by a 49 year old man who she was in an intimate 

relationship with.  Both adults were known to DHC’ services. DHC has submitted 
scoping information to the DHR panel. The DHR is on hold pending the outcome of the 
criminal case. 
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BDHR7 
 
3.10 A 44 year old woman was murdered by 36 year man. There was a known history of 

domestic abuse over three years. The June DHR panel agreed that the case meets the 
criteria for a DHR. 

 
3.11 Both adults were known to DHC services, service managers have supplied 

chronologies of the services provided to both adults and a summary of care provision 
has been submitted to the DHR panel. 

 
BDHR 6 

 
3.12 A 25 year old woman who became sex worker was murdered by a client. The 

perpetrator had learning disabilities, and thought they had a personal relationship with 
her. The June DHR panel agreed that this case did not meet the criteria for a DHR, but 
will proceed to a case audit. 

 
4.0 SUB GROUPS FOR THE SAFEGUARDING ADULTS BOARDS 

 
Quality Assurance Sub Group 

 
5.1 The CQC and the CCG meeting to review providers of concern will now include 

establishments that provide care to young adults as well as care providers for adults 
only. Typically, these are schools, monitored by Ofsted, that care for young adults as 
well as children. Previously information from Ofsted has not been discussed at the 
meeting. Concerns have been raised that early warning signs may be missed and 
young adults may be placed at risk. 

 
4.2 A “mystery shopper” exercise will be undertaken by the sub group, to clarify if all three 

Local Authorities respond consistently to the same to theoretical safeguarding concern. 
Health may also be involved in the audit to clarify if all health organisations take the 
same actions. The safeguarding concern has been formulated by the health 
Safeguarding Adults Leads group. 

 
4.3 The Neglect Audit Report for the Local Safeguarding Children’s Board was shared, as 

the learning identified is also applicable to adults. Summary of recommendations 
included: 

 
• Lack of holistic information gathering and assessments. 
• Agencies working in silos. 
• Planning for future children’s welfare had no timescales and little 

consequences. Practitioners required relevant skills and knowledge in 
respect of direct interventions and tools to assist parents. 

• Lack of robust management oversight and scrutiny when plans were drifting 
• Lack of parental engagement; parents’ not sustaining change or when more 

permanent actions were needed to be taken for the child. 
• Links between risks of neglect and parental mental health appeared 

significant, in particular depression; Links between risk of neglect and 
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domestic abuse and to what extent parents were available to their child were 
not considered. 

• Lack of holistic assessment and support with parents with learning 
disabilities in respect of planning for their children at risk of neglect. 

• The Escalation Policy was not adhered to by agencies when there was 
dissatisfaction with Children’s Social Care response. The Multi-Agency 
Procedure refresh of Safeguarding Adults procedures will include escalation 
policy for safeguarding adults 

 
4.4 Nominations for a new chair for the sub group are being requested. 

 
Policy and Procedures Sub Group 

 
4.5 The Policy and Procedures Sub Group is reviewing the content of the Multi-Agency 

Safeguarding Policy and Procedure. Comments from provider agencies have been 
included within the policy refresh. The section on self neglect and hoarding is being 
reviewed to include more detail and to provide operational guidance. Hoarding tool kits 
will be included to support staff in this area of work. 

 
4.6 A memorandum of understanding between the Police and Trading Standards was 

discussed and noted by the group. This document is intended to provide guidance on 
how to identify and deal with safeguarding issues alongside investigating offences. 

 
4.7 Professionals have  increased awareness of sexual exploitation of children and young 

persons, which has raised the question if vulnerable adults are also exposed to similar 
risks? A Position Statement was discussed at the sub group and will be presented to 
the Safeguarding Adults Boards. The document will be linked to the work being 
completed by the Domestic Violence Strategic Group. 

 
4.8 New safeguarding adult’s leaflets, fact sheets and posters for raising public awareness 

on safeguarding adults are being reviewed by a task and finish group. Draft versions of 
all of the new documents will be presented to the Safeguarding Boards for approval. 

 
Training and Workforce Development Group 

 
4.9 Transfer of Learning from SAR’s and DHR’s is now a priority for the sub group. An 

initial meeting was held on the 4/7/16 to agree a proposal for presentation at the next 
sub group meeting. 

 
4.10 Nominated enquirer training is being progressed. The Safeguarding Adults Lead will be 

a member of a working group to determine learning objectives, content, target 
audience and methods of teaching. 

 
4.11 The Safeguarding Adults Lead will be a member of a working group to develop multi- 

agency learning on self neglect. An initial meeting is scheduled for September, after 
the Multi-Agency Policy and Procedures refresh has been completed. 
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4.12 A safeguarding conference is being planned for later this year. Proposals for a joint 
conference with the Safeguarding Children’s Boards is being considered by the Chairs 
of the sub groups. 

 
5.0 KEY PERFORMANCE INDICATORS (KPI) FOR CLINICAL COMMISSIONING 

GROUP (CCG) 
 

Learning Disability Service Provision 
 
5.1 Since Mencap’s Death by Indifference’ report, published in 2009, CQC developed an 

indicator to facilitate health care providers to assess their performance against the six 
criteria it includes. 

 
5.2 DHC completes the Department of Health’s Green Light self-assessment toolkit to 

support local efforts to improve Mental Health Services for people who also have a 
learning disability. The “Meeting the Needs For People Who Access Trust Services 
And Have A Learning Disability”, quarterly report details the outcome of the self- 
assessment and is submitted to the Executive Quality and Clinical Risk Group for 
approval. 

 
5.3 Directorates will be expected to complete the self-assessment tool kit and submit an 

exception report to the Head of Regulation and Compliance by 10 May 2016. No 
concerns have been identified in quarter 1. 

 
Prevent 

 
5.4 DHC’s Prevent Policy is now available on the intranet. Quarterly ‘Prevent’ returns are 

submitted directly to the CCG Quality and Adult Safeguarding Lead. 
 
5.5 The Home Office has revised their training framework , resulting in a significant 

increase in the numbers of staff who are now required to complete mandatory Prevent 
training. 

 
5.6 The Prevent lead is submitting a report to DHC’s July Joint Safeguarding Meeting to 

discuss possible options of increasing the uptake of training. 
 
6.0 SAFEGUARDING ADULTS INCIDENTS REPORTED BY DHC STAFF 

 
6.1 The scorecard information (appendix 2) has been collated and submitted to the Quality 

Assurance Sub Group for the Safeguarding Adults Boards. Categories included on the 
scorecard has been reviewed and will be presented to the next Safeguarding Boards 
for approval. 

 
6.2 In quarter 1, 85 incidents were reported, on the Ulysses incident reporting system, that 

detailed a safeguarding adults concern, of which 42 did not occur in DHC services, this 
is a slight increase to the previous quarter. 
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6.3 The majority of incidents report that harm has occurred to women . In 2015/2016, there 
was an equal split in the number of incidents that occurred between men and woman. 
At present, it is unclear if this is a developing trend or a once off occurrence. 

 
6.4 The majority of concerns related to neglect and self neglect. An increase in the number 

of concerns about self neglect and domestic abuse has been observed this quarter. 
The increase in self neglect concerns may indicate that staff are now more aware of 
the importance of reporting this type of concern so that a multi-agency response can 
be provided. 

 
6.5 In quarter 1 there has been 43 incidents reported that identified safeguarding concerns 

with an implication for DHC. As with previous quarters, the majority of concerns detail 
physical abuse between patients receiving care in mental health settings. 

 
7.0 SECTION 42 ENQUIRIES WITH IMPLICATIONS FOR DHC 

 
7.1 In quarter 1, there have been fourteen Section 42 Safeguarding Enquiries with 

implications for DHC services, seven of which continue, (appendix 3).  Concerns relate 
to pressure area care, consent to treatment, staff performance and physical abuse 
between patients. 

 
7.2 Seven enquires have been closed in quarter 1 and are detailed in the table 3. From 

July, action plans will be added to the nominated enquirer forms so that service 
improvements are clearly identified. Service managers will continue to be responsible 
for implementing lessons learnt. 

 
Table 3 – Closed Safeguarding Enquiries. 

 
 
 
 

Alleged Abuse Lesson Learnt/Changes to Practice 
April 2016 
Raised 19/1/16. Closed 6/4/16 
Concerns that staff not trained in 
using a defibrillator. 

Not substantiated. However, it was identified that staff 
completed the Defib training but had not used the 
skills in a clinical setting. Ward based learning was 
provided to reinforce training. 

Raised 29/1/16 Closed 6/4/16. 
Concerns were raised that DHC 
staff  were slow to visit a patient 
with a blocked urinary catheter and 
that he subsequently developed 
urinary sepsis. 

Not substantiated. No delays in care provision were 
identified. Nurses from the service now take the 
sepsis screening tool to patients with urinary catheter. 

Raised 22/4/16. Concerns were 
raised that DHC staff did not give 
appropriate pressure area care to a 
patient. 

Enquiry into the care provided evidenced that the 
patient regularly declined skin inspections and 
pressure area care. The patient was assessed to 
have the capacity to make this decision and had been 
informed of the associated risks. 

Raised 26/4/16. Closed 24/5/16. Enquiry did not identify any gaps in care. 
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Concerns were raised that 
pressure area care had not been 
provided 

 

Raised 26/4/16. Closed 23/6/16. 
Concerns were raised that DHC 
staff did not notice that a patient 
was dehydrated and showing signs 
of sepsis. 

Not substantiated. RCA completed and did not 
evidence any gaps in care. 

May 2016 
Raised 13/1/16. Closed 20/5/16 
Concerns were  raised that 
medication was left with a patient 
who then took overdose. 

Reviewed by Serious Untoward Incident process. 
Learning included the recording of advice telephone 
calls, the use anxiety rating tools and updated risk 
assessments, all of which to be recorded on Rio. 
Audit of records to be started on regular basis. 

June 2016 
Raised 3/6/16. Closed 08/06/16. 
Multiple concerns were raised 
about medication administration, 
End of Life care and staff bullying 
patients. 

Internal HR procedures were conducted and some of 
the allegations were substantiated. The staff member 
left the organisation during the investigation process. 
A written warning was issued and no appeal was 
raised. 

 
 

8.0 SIGNIFICANT EVENTS 
 

Large Scale Investigations 
 

8.1 Dorset HealthCare staff have worked in partnership with Local Authorities to manage four 
whole home enquiries, one in Dorset and three in Bournemouth and Poole. Concerns 
related to documentation, pressure area care, nutrition and hydration, assessment of needs 
and infection prevention and control. 

 
8.2 Three of the enquires necessitated DHC staff to complete health assessments for residents 

living in the homes. Community Matrons, District Nurses, Dieticians, Integrated Care 
Teams and Community Mental Health Teams were involved in completing the 
assessments and documenting the outcomes of the visits. 

 
8.3 The dramatic increase in the number and scale of the whole home enquiries has had a 

significant impact on the workload of DHC’s safeguarding Adults team and the clinical 
teams who completed the health assessments. 

 
Enquiries into Section 42 safeguarding Concerns in Care Homes 

 
8.3 Two of the whole home enquiries have demonstrated a need for a Safeguarding Adult’s 

Practitioner, (SAP) with a health qualification. Currently there is no SAP with a health 
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qualification that can undertake safeguarding enquiries into health concerns that have been 
raised in a care home. 

 
8.4 Prior to November 2015, Section 42 enquiries into health concerns that occurred in care 

homes were supported by the Specialist Nurse for Community Care Providers, who was 
jointly funded by DHC and Bournemouth Borough Council and Borough of Poole. This role 
ceased in 2015 when funding from the Local Authorities was withdrawn. 

 
8.5 The lack of a health professional to undertake Section 42 enquiries in care homes has 

been escalated by Borough of Poole to the Bournemouth and Poole Safeguarding Board. 
 
9.0 TRAINING 

 
Safeguarding Adults 

 
9.1 Safeguarding Adults training figures are included in  table  4.  Integrated  Safeguarding 

training includes awareness training on Domestic Abuse. Therefore training figures for 
Safeguarding Adults and Children encompasses Domestic Abuse training figures. 

 
Table 4: Safeguarding Adults Training Figures for Quarter 1 

 
 

Financial 
Year 

 
2016/17 

 

Quarter 4- Actual % 
Completed 

3 Year 
Update 

4 - Actual % 
Completed 

Initial 
Training 

 

Course Update Target
 

Group 
Trust 
Goal 

 
Total Staff 

 

Safeguarding 
Adults Level 
1 

3 yearly Non- 
clinical 
staff 

>95% 1385 1344 1381 
 

97% 100% 
 

Safeguarding 
Adults Level 
2 

3 yearly Clinical 
Staff 

>95% 3483 3129 3306 
 

90% 95% 
 
 
 

Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS) Training 
 
9.4 MCA and DoLS training is jointly provided, training figures for service areas are shown in 

table 5. 

 
 

12  



 
 

 

Table5–MCAandDoLSTrainingFiguresbyServiceArea 
 

MCA training % compliance + notional % compliance as at 30.06.2016 
Area Target Outstanding Completions % Compliance Booked (within OS) Notional completions Notional % Compliance 

AMH CMHT 94 35 59 62.8% 11 70 74.5% 
OPMH CMHT 62 14 48 77.4% 5 53 85.5% 
TOTAL CMHT 156 49 107 68.6% 16 123 78.8% 
        
Crisis - West 17 14 3 17.6% 1 4 23.5% 
Crisis - East 17 14 3 17.6% 2 5 29.4% 
TOTAL Crisis 34 28 6 17.6% 3 9 26.5% 
        
OPMH Inp 39 10 29 74.4% 1 30 76.9% 
AMH Inp 130 56 74 56.9% 4 78 60.0% 
TOTAL Inpatient 169 66 103 60.9% 5 108 63.9% 
        
CAMHS 55 34 21 38.2% 1 22 40.0% 
        
End of Life 534 451 83 15.54% 9 92 17.2% 
        
TOTAL 948 628 320 33.76% 34 354 37.3% 

 
 
 
 
10.1 RECOMMENDATIONS 

 
• To support the implementation of action plans that will be agreed by the current 

DHR and SAR panels. 
• To develop a database of safeguarding incidents raised by DHC staff  on the 

Ulysses recording system to replace the manual spreadsheet currently populated 
by the Safeguarding Adults team. 

• To add an action plan to the Nominated Enquirer Report 
• To support the development of the new intranet to ensure that information on 

Safeguarding adults is relevant and appropriate 
• Continue support to the sub groups and task and finish groups of the Boards 

 
This report has been prepared based on information available at the date of publication 
and data changes after the time of publication may impact on the accuracy of the 
publication of writing. It is not possible to ascertain if the data will change in the future. 

 
 
 
 
Fiona Holder 
Safeguarding Adults Lead 
July 2016 
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Appendix 1 – Overview of DHR and SAR in Quarter 1 

 
Case Start Date Process Overview Current Position Report 

Published 
Action Plan 
Agreed 

Date 
Closed 

DHR 
BDHR 6 13/05/2016 DHR 25 year old woman became 

sex worker. Perpetrator had 
learning disabilities, became 
one of her clients and thought 
they had a personal 
relationship. The perpetrator 
stabbed her on the 23/06/16 
and she died of her wounds. 

Reviewed by panel on 
19/06/16. Agreed case 
did not meet criteria for 
DHR. 

N/A N/A 19/05/2016 

BDHR7 11/05/2016 DHR 44 year old woman murdered 
by 36 year old man. Known to 
have history of domestic abuse 
over 3 years. Perpetrator hit 
her in the head at train station, 
which was captured on CCTV. 
Paramedics called to the home 
by the defendant and victim 
taken to hospital. Found to 
have black eye and skull 
fractures. The victim died at 
14.35 on 4/5/16 

DHR panel agreed that 
case meets the criteria 
for a DHR. Request for 
initial scoping exercise 
to be made to all 
agencies. Service 
managers have 
supplied chronologies 
and summary of DHC 
care provided to panel. 
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DDHR 5 11/01/2016 DHR 45 year old woman murdered 
by 49 year old man whom she 
was in an intimate relationship 
with. Victim known to 
Blandford CMHT, Steps to 
Wellbeing. The perpetrator 
was known to Blandford CMHT 
and CJLS 

Criminal case 
continuing. Request to 
secure and preserve 
records received. 
Scoping information 
sent to DHR panel. 

   

BDHR/SAR 
12 

18/11/2015 DHR/SAR A 22 year old man was 
murdered by 2 adults who 
were known to him. The victim 
was known to have been in a 
relationship with one of the 
perpetrators who was 
subsequently in a relationship 
with the other perpetrator 

IMR's completed by all 
agencies. Draft 
overview report has 
been written. Overview 
author has requested 
additional clarity from 
some partner agencies. 
Information on clarity 
received from all 
agencies. Follow up 
with the panel to be 
undertaken via e mail 
and no further meeting 
planned. Awaiting copy 
of revised report 

Report not 
published and 
there may be a 
delay as interviews 
to take place with 
perpetrators 

Associate 
Director of 
Nursing & 
Quality, the 
Head of 
Children and 
Adult’s Learning 
Disability 
Services and the 
Safeguarding 
Adults Lead to 
meet to discuss 
actions ahead 
of publication 
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DDHR 4 17/03/2015 DHR Victim murdered by her 
husband. Known to DHC's 
health visiting services and 
children receiving support 
from school nursing service. 
Legal order for IMR's to be 
shared with children's services 

First draft of overview 
report has been 
written. the LSCB are 
undertaking a review of 
the case in respect of 
the children and I have 
submitted the IMR to 
the LSCB 

   

BDHR 3 05/03/2015 DHR Victim was murdered by her 
husband who was assisted by 
his son in May 2014. Both 
received custodial sentences 
for her murder. DHC did not 
provide services to any of the 
adults identified in the case. 

Draft report has been 
circulated and 
amended. To be 
anonymised further to 
remove all indications 
of ethnicity 

Family have 
requested that 
report is not 
published 

  

SAR 
SAR RD 14 23/07/2015 SAR Home rated as inadequate by 

CQC, joint visit by Local 
Authority and CCG quality 
team identified concerns and 
raised safeguarding concerns. 
7 adults who were focus of 
safeguarding enquiries found 
to have experienced significant 
harm. 

Workshops for staff 
have been held and 
emerging themes 
identified 

First draft of 
overview report 
has been written, 
amendments have 
been requested. 

Task and finish 
group to review 
action plan 
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Appendix 2 – Scorecard for Quality Assurance Sub Group 
 

Bournemouth & Poole Safeguarding Adults Dashboard - Health/Police/CCG 
  

2016/17 
 

Indicator  Figure 
or per 
cent 

 
Q1 

 
Q2 

 
Q3 

 
Q4 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Number of 
safeguarding 

concerns raised - 
including age 

groups, gender, SU 
group, type of abuse 
Number relating to 
non Trust/own org 

activity 

Age groups - Total 123.00     
 18-64  15.00    
 64- 75  9.00    
 75-85  4.00    
 85+  14.00    
 Gender      
 Male  8.00    
 Female  34.00    
 SU category      
  

Phys Dis, Frailty  29.00    
  

Sensory Loss      
  

Mental Health  5.00    
  

Dementia  3.00    
  

Learning Disability  5.00    
 Type of abuse      
  

Physical 

Sexual 

Financial 

Neglect 

Emotional / Psychological 
 

Self neglect 
 

Verbal 
Domestic violence 

 6.00    
  3.00    
  3.00    
  15.00    
      
  9.00    
  1.00    
  5.00    
  

Location of abuse      
 Own home 

 
Care Home 

Other 

Hosp 

 30.00    
  9.00    
  2.00    
  1.00    
 Number of 

safeguarding 
concerns raised - 

including age 
groups, gender, SU 

group, type of abuse 

Age groups - Total      
 18-64  22.00    
 64- 75  7.00    
 75-85  9.00    
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 Number relating to 
Trust/own 

organisation activity 
85+  5.00    

 Gender      
 Male 

Female 
 22.00    

  21.00    
 SU category      
  

Phys Dis, Frailty 

Sensory Loss 

Mental Health 

Dementia/OPMH 

Learning Disability 

 6.00    
      
  14.00    
  17.00    
      
 Type of abuse      
 Physical Pt on pt  31.00    
 Physical St on pt 

 
Sexual (pt on pt) 

Financial 

Neglect 

Emotional / Psychological 
Self neglect 

 
Domestic Violence 

 2.00    
  1.00    
      
  8.00    
      
      
      
  

Verbal Abuse  1.00    
 Ward name etc      
  

Chalbury 
St Ann's - Alumhurst 

 
St Ann's - Chine  

St Ann's - Harbour 

St Ann's - Seaview 

St Ann's - Haven 

St Ann's Twynham 
St Ann's - Crisis 

Linden Unit 

 
Alderney - Herm 

Alderney - St Brelade's 

Alderney - Jersey 

Alderney - Guernsey 
Wimborne Hosp 

 
Community & Night Nursing 
Service 

 6.00    
  3.00    
  3.00    
  4.00    
  2.00    
  6.00    
  1.00    
      
  3.00    
  6.00    
  3.00    
      
      
  1.00    
   

5.00    

 Number of IMCA 
referrals made 

 
Total number      
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DoLS applications 

Total number applied  89.00    

Total number authorised  84.00    
 

No of Pt with an Authorised DoLS   
9.00    

No of Pt Awaiting DoLS 
Assessment 

  
65.00    

 No. of deaths of patients 
awaiting or under a DoLS 

  
3.00    

* PREVENT 
compliance - % of 
eligible staff trained 

 
National requirement 

 WRAP 
84.12%  * 

PREVENT 8. 
63% 

   

** DoLS training 
compliance 

Percentage of eligible staff 
trained in DoLS Safeguards 

  
342.00    

** MCA training 
compliance 

Percentage of eligible staff 
trained in MCA Safeguards 

  
342.00    

 
 

* The Home Office has set new targets for the groups of staff that required Prevent training so the 
amount of staff that require PREVENT training has increased.  Options of increasing uptake of 
training are being discussed by DHC. 

 
** MCA and DoLS training are combined within DHC. Numbers provided + total number of people 
attending training. 
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Appendix 3 – Section 42 Safeguarding Enquires with Implications for DHC in Quarter 1 
 

Alleged abuse Position/Outcome 

April 2016 

Raised 1/4/16 Concerns 
were raised that patients 
were not receiving 
appropriate pressure area 
care and thickened fluids. 

Thickened fluids did not relate to DHC staff. 
Enquiries continue into concerns about pressure 
area care. 

Raised 7/4/16. Concerns 
that staff member was 
rude to a patient 

Internal enquiry is continuing into the allegations. 

Raised 28/4/16. Concerns 
of physical abuse a patient 
by DHC staff member. 

Internal procedures are continuing. 

May 2016 

Raised 6/5/16. Concerns 
that a person was 
discharged from a 
community hospital with a 
chest infection. 

Nominated enquiry completed, no gaps in care 
identified. Staff from clinical setting now refer all 
patients with COPD to the long term conditions 
team. Local authority to confirm case is closed 

Raised 3/5/16. Concerns 
that anticipatory 
medications were given to 
a patient without consent 
being gained and without 
consulting with family. 

Enquiry completed no gaps in care identified. 
Nurse reports that verbal consent to give 
medications is always gained. Clinicians now to 
document patients’ capacity to consent to 
injections, who has been consulted and details of 
any best interest decisions that are made. Report 
and sent to Local Authority. 

Raised 20/5/16. Concerns 
that personal care was not 
provided. 

Internal enquiry continues. 

Raised 24/5/16. Incident of 
physical abuse between 
two patients 

Internal enquiry continues. 

 

 
 

20  


	SAFEGUARDING ADULTS REPORT
	Recommendation/Action for Committee
	Monitoring and Assurance Summary
	This report links to the Strategic Goals
	Any action required?
	Yes No

	CONTENTS
	1.  4
	1.0 SAFEGUARDING ADULT SERVICE
	2.0 SERVICE IMPROVEMENT RELATING TO SAFEGUARDING ADULTS
	3.0 SAFEGUARDING ADULTS REVIEWS (SAR) AND DOMESTIC HOMICIDE REVIEWS (DHR)
	Safeguarding Adult Review
	Domestic Homicide Reviews
	DDHR 4
	BDHR/SAR 12
	DDHR 5
	BDHR7
	BDHR 6
	4.0 SUB GROUPS FOR THE SAFEGUARDING ADULTS BOARDS
	Policy and Procedures Sub Group
	Training and Workforce Development Group
	5.0 KEY PERFORMANCE INDICATORS (KPI) FOR CLINICAL COMMISSIONING GROUP (CCG)
	Prevent
	6.0 SAFEGUARDING ADULTS INCIDENTS REPORTED BY DHC STAFF
	7.0 SECTION 42 ENQUIRIES WITH IMPLICATIONS FOR DHC
	8.0 SIGNIFICANT EVENTS
	Enquiries into Section 42 safeguarding Concerns in Care Homes
	9.0 TRAINING


	Financial Year
	2016/17
	3 Year Update
	Safeguarding Adults Level 2
	Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS) Training
	10.1 RECOMMENDATIONS
	Appendix 1 – Overview of DHR and SAR in Quarter 1
	Appendix 2 – Scorecard for Quality Assurance Sub Group
	Appendix 3 – Section 42 Safeguarding Enquires with Implications for DHC in Quarter 1


