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AGENDA
Part 1
Items during the consideration of which the meeting is expected to be open to members
of the public (including the press) subject to any statutory right of exclusion.
Item
1.

Page
Number

Apologies for Absence
To record any apologies received.

2.

Code of Conduct - Declarations of Interest
Relevant Authorities (Disclosable Pecuniary Interests) Regulations
2012
Members are reminded of their responsibility to declare any
disclosable pecuniary or non-pecuniary interest which they have in
any item of business on the agenda no later than when the item is
reached.
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3.

Warrington Safeguarding Children Board - Annual Report 2016/17
To consider a presentation by Richard Strachan, Independent
Chair, Warrington Safeguarding Children Board (WSCB), in
connection with the Board’s Annual Report 2016/17, a copy of
which is attached.

4.

Warrington Safeguarding Adults Board - Annual Report 2016/17
To consider a presentation by Shirley Williams, Independent Chair,
Warrington Safeguarding Adults Board (WSAB), in connection with
the Board’s Annual Report 2016/17, a copy of which is attached.

5.

1 – 40

41 - 80

Schedule of Meetings for 2017/18
To note the schedule of meetings for the remainder of 2017/18, as
follows:•
•

Part 2

20 February 2018
3 April 2018

Items of a "confidential or other special nature" during which it is likely that the meeting
will not be open to the public and press as there would be a disclosure of exempt
information as defined in Section 100I of the Local Government Act 1972.
NIL
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Section 1: Introduction

I am pleased to present the Warrington Safeguarding Children Board (WSCB)
Annual Report 2016 / 2017. This has been an eventful year due to the
impending legislative changes impacting on the role of LSCBs nationally
alongside the local structural changes we have experienced. This report
presents the work we have undertaken during this period and looks ahead to
the challenges the Board faces.
We have seen significant progress against some of our most demanding
priorities this year such as supporting partners to develop their joint response
to neglect. We have outlined this and other activity within the report to
demonstrate the key activity undertaken to provide assurance that children
and young people in Warrington are appropriately safeguarded.
The year ahead will be focused on continuing to strengthen our monitoring
and scrutiny of key indicator information and the safeguarding work of local
services. This will include undertaking significant work around the future
structure and governance of the local safeguarding partnership as new
statutory guidance emerges. We welcome this opportunity to ensure that the
WSCB moves forward with the most effective and efficient evidence based
approaches. I would encourage members of the local community to use this
annual report to understand the work of WSCB and invite them to contact us
with any feedback.

Richard Strachan
Independent Chair
Warrington Safeguarding Children Board (WSCB)
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Section 2: What is the Safeguarding Board
The WSCB is a partnership of agencies who work with children and young people in
Warrington.
Every area has to have one of these partnerships as the Children Act 2004 made it a statutory1
requirement.
Although these partnerships are all slightly different the Children Act 2004 states what
objectives, functions2 and membership3 should be.
According to this legislation WSCB has two basic functions:
1. to co-ordinate the safeguarding work of agencies, and
2. to ensure that this work is effective.
It does this through the partnership by bringing together senior leaders from lots of
organisations to decide what we need to do in our area; these become our priorities.

Section 3: How the Board works
The Board has an overarching business plan that outlines what we are coordinating, how we do
this and how we monitor the effectiveness of partners of the Board to safeguard and promote
the welfare of children in Warrington. The current business plan was agreed at the Board
Development Day in November 2016 and sets out the key priorities for the next two years:
1.
2.
3.
		
		
4.

Protecting children from neglect
Protecting children from domestic abuse
Promoting the safety and wellbeing of the most vulnerable including protecting children
at risk of sexual exploitation, missing from home, trafficking and at risk from misuse of
social media
Improving the quality and consistency of safeguarding practice

To manage this process, we have an Independent Chair who holds all of these agencies to
account for their activity to safeguard and promote the welfare of our local children and young
people.
There is also a safeguarding board team which makes sure that the board priorities are
progressed during the year. The team does this by supporting the various sub groups of the
board to progress projects identified by the WSCB. You can see the exact structure of the WSCB
on page 6. The Board has met on five occasions during the period 1 April 2016 to 31 March 2017
and this includes a development session in November 2016.

Sec. 13 Children Act 2004
Sec. 14 Children Act 2004 and Regulation 5 of the Local Safeguarding Children Boards
Regulations 2006
3
Sec. 13 Children Act 2004
1
2
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As the diagram shows the main board, a collection of senior managers from partner
agencies, oversee the work of the Board subgroups to deliver on the selected priorities. To
support them there is an Executive sub group which scrutinises the activity of the sub groups
(blue) and escalates any identified challenges and issues up to the main board. Alongside
these groups you can also see Pan-Cheshire groups (green). These are set up so that we can
work with other Boards in Cheshire to tackle challenging issues collaboratively. The Board also
contributes to other Pan Cheshire strategic groups, such as the Cheshire Anti- Slavery Network
and the Pan-Cheshire Protecting Vulnerable People Forum. These groups are creating the
opportunity to coordinate how we tackle challenges together most effectively.
The Board also has close links with other local strategic Boards and Partnerships including:
Warrington Safeguarding Adults Board, Warrington Children and Young People’s Partnership,
Warrington Community Safety Partnership, Warrington Health and Wellbeing Board and
Warrington Domestic Abuse Partnership.
As highlighted in our 2015 / 2016 Annual Report the Board has developed collaborative
arrangements with Warrington Safeguarding Adults Board; in June 2016 we reorganised our
Core Team with the introduction of a joint Board manager and a deputy children’s manager
and a deputy adults manager. We also amalgamated the children and adults Boards Learning
and Development sub-groups and held a joint Children’s and Adults Board development day in
November 2016.
Lay Membership of the WSCB
The Lay Members of the WSCB are active participants of board meetings and of sub group
meetings. As Warrington residents it is the responsibility of the Lay Members to ensure that
the safeguarding of the children of Warrington is given due regard in the day to day working of
the groups and organisations that provide services in our communities. We have good contacts
across the community but we still need to work hard to ensure that these are used effectively to
support the work of safeguarding children.
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Section 4: The safeguarding picture in
Warrington
In this section we provide an overview of the safeguarding picture in Warrington. Warrington
Safeguarding Children Board (WSCB) recognises that most children and young people in
Warrington do well, but that there are some children who need support at different times in their
life. As a partnership we are ambitious for delivering joined up help and support to respond
to the different levels of need of individual children, young people and their families. In
Warrington in 2016-17 we had a model for integrated working which sets out four levels of need
across a continuum, Level 1 Universal, Levels 2 and 3 Early Help and Level 4 Protection. WSCB
collates data and information from a variety of sources which provide intelligence on the
safeguarding picture in Warrington. Below is a snapshot of the data at each level.
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Early &
Targeted Help
• There were 1,678
referrals to Children’s Social
Care (Level 3)
• 74% (1,497) were assessed within
the stated timescale (45 days)
• Of these 1,440 were identified
Protection
as children in need
• This equates
to 324
		
• Cheshire
per 10,000 children
Constabulary placed
• 174 of these were
18 children into police
recorded to have protection
a disability
• 232 children were on a Child
Protection Plan
• 49 of these were repeat plans
• 4% of plans lasted 2 years or more
• There were 281 allegations against
adults working with children

l
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Early Help
• 328 CAF assessments
were completed
• 328 initial planning meetings
and 780 Review Planning (Family
Support) meetings were held
• There was a total of 636
children/young people
with a support plan
Universal
following an Early
• There are 44,509
children aged 0-17 living Help assessment
in Warrington
• Children’s Social Care were
notified of 6 children being
privately fostered
• 73 children were being home
educated

Le v e
l3
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What we know about all children & young people in the local area

What does this tell the WSCB?

So What Next

Our Children and young people population is
increasing, in line with this so is our BME
community and students with English as an
additional language.

• The Board is keen to ensure that our whole
community is effectively safeguarded. We
want to ensure that we have good links with
all of our community in order to understand
any vulnerabilities and issues.

However, the percentage of children living
within poverty remains stable over the last 3
years.
Our Children in Care population has
increased by 34%
The majority of our children in care have
received regular health and dental.
The number of children missing from
education for more than 12 weeks requiring
investigation is similar to the levels in previous
year.
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• We will work with our schools, partners and
communities to ensure that we are well
placed to identify any emerging issues,
patterns and trends.
• We will endeavour to ensure appropriate
multi-agency responses are developed
to tackle any emerging issues, patterns
and trends.

General safeguarding activity for children in need of support and
protection
Child in need and child protection rates
500
400

2015-16

300
200

2016-17

100
0

2016-17 Statistical Neighbour
Rate referrals
to Children’s
Social Care

Rate of
Children in
Need

Rate subject
to Child
Protection

The rate of referrals to Children’s Social Care is following the national trend of increasing.
It is positive that the Child in Need rate is increasing against a reducing Child Protection level
rate.
This is evidenced by a higher proportion of cases stepping down to child in need level rather
than resulting in children entering care.

Child protection plans
Emotional
20%

Neglect
39%

9%

Number of children subject to
repeat child protection

84

76

2015-16

2016-17

Physical
Sexual

32%

In 2016-17 the predominant category for
protection Plans was Neglect, followed by
Physical abuse concerns – confirming the
need for Neglect to remain a WSCB priority.

Our repeat Child Protection Plans have
decreased this year indicating positive
progress in reducing continuing significant
risk. This is monitored to ensure that cases
are not moving up and down the levels of risk
with unresolved issues. This can indicate
that risks are not being effectively addressed.
However, it can also reflect families struggling
with new identified risks.
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Trends in 2016-17 indicate repeat plans were as a result of:
1. Stepping up and down of cases
2. Carers failing to adhere to contact agreements with regards to individuals who pose a risk
3. New risks emerging i.e. from new adults entering the children’s lives
4. Change of the families circumstances or movement of families in and out of area
Our % of plans lasting 2 years or more has
reached year end in line with our statistical
neighbours but is an increase on 2015-16
highest rate.
Reasons around extended lengths of plans
across the year have related to issues of
ensuring sustained change can be evidenced
by parents and the need to gather sufficient
evidence to support a legal intervention.

% of child protection plans
lasting 2 years or more
2015-16
2016-17
3.9%
3.1%

Q1

LADO referrals & consultation
New referrals recorded

Consultations

183
151
105

Total 2014-15

99

Total 2015-16

4.0%

3.6%
2.3%

2.7%
1.7%

Q2

1.0%
Q3

Total 2016-17

Substantiated - supported by proof

8%

10

29%

29%

Q4

Statistical
neighbour
at year end

There has been a continued increase in our
Local Authority Designated Officer (LADO)
referrals in the year.

Outcome of LADO referrals
concluded 2016-17

34%

4.0%

Whilst statistical neighbours reported 300
referrals we have broken our cases down into
consultations and actual referrals accepted
which combined place us at a similar level.

72

46

5.4%

Unsubstantial - insufficient evidence
to prove or disprove
Unfounded - evidence was available
to disprove the allegation or information
has been misinterpreted
Malicious - a deliberate act to deceive

Cases classed as Consultation involve the LADO providing advice, explaining the impact
of situations on children, and supporting managers to devise relevant risk assessments and
management plans. This is a crucial area of the LADO role as it aims to prevent children from
experiencing harm from adults who work with them.
Themes stemming from LADO this year were:
• Awareness raising with sports coaches around safeguarding in their workplace to ensure
		 they have robust processes and responses
• Supporting low referring agencies such as Cheshire Police and Probation to recognise
		 and report concerns
• Development of leaflets for parents and those subject of allegations to ensure they
		 understand the process
The WSCB has been exploring its Early Help
data (including data regarding the use of the
Common Assessment Framework ) this year
as it wanted to understand the impact of early
intervention on Child In Need and Child
Protection levels given the increasing rates
earlier in the year.

Number of common assessment
framework undertaken

74% of children supported via early help
services by quarter 4 had maintained or
improved their outcomes.

200

Although the data suggests a positive trend
and impact we have identified reliability
issues with this data due to a change part way
through the previous year and this year in the
processes. The Local Authority revamp of
early help approaches in 2016-17 has led to
some more robust performance indicators.
Therefore, this will be a focus for 2017-18 to
ensure our monitoring can provide a clear
picture of the impact of Early Help work for our
children and young people.
The total number of children in care is
currently higher than we would like, rising
from 346 in March 2016 to 380 in March 2017.
The Families First Service is an innovative new
service, its purpose is to support the social
work teams by working with children who are
on the ‘Edge of Care’ with a view to preventing
them coming into care. This work is beginning
to have an impact on the number of children
entering into care. In 2016-17 this reduced to
153 from 175 (15/16) and 179 (14/15).

400
300

328

317

100
0

2015-16

2016-17

Children entering care
179

175

153

2014/15

2015/16

2016/17
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Progress against our priorities
Neglect
The majority of child protection plans in Warrington are in place due to neglect – 39%.
Sometimes the category of ‘neglect’ is as a result of other issues which result in parents
neglecting children, such as: alcohol (6%), drugs (8%) and mental health issues (8%).
51% of child protection plans also have background reasons which are a type of neglect, for
example failure to meet health needs, failure to prioritise a child’s needs or failure to protect.

Graded Care Profile training
attendance

12

124

This review was done by WSCB to see how
various agencies were engaging with the new
tool.
49
0

0

0

Police

Probation

WAPH

WASCL

YOS

0

14
WBC

0
CGL Pathways

CAFCASS

23
Bridgewater

140
120
100
80
60
40
20
0

A total of 210 staff, across the partnership,
have been trained in the use of the Graded
Care Profile6 and the Home Conditions
Assessment.

So what next?
• WSCB will continue to monitor the
implementation of the Graded Care
Profile tool across the partnership as a
means of ensuring all agencies are
identifying and intervening as early as
possible in cases of neglect.

Domestic Abuse
Information regarding children living in families
where domestic abuse is a factor is limited in terms
of being able to identify specific impacts and
outcomes from those cases coming into contact
with services.
We know that a total of 2,000 reports of domestic abuse
were received which included 416 children who were
identified as living in households where a parent was at
high risk of homicide or serious harm.

Police domestic abuse reports
2016/17
416

2,000

Police reports

17% of Child Protection Conferences have
domestic abuse as a factor. There has been a
reduction in cases identified as physical
abuse (down 7%) as professionals are
refocusing on recognising the emotional
abuse caused by living with domestic
violence.

Child Protection cases
conferences

Children involved

83%

17%
Domestic
Abuse

So what next?
• WSCB is keen to improve the intelligence around Domestic Abuse and children and young
people and have identified a project for 2017-18 alongside the Safeguarding Adult Board 		
and Domestic Abuse Partnership to improve the intelligence in this area, specifically around
outcomes and embedding a Think Family approach to Domestic Abuse.
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CHINA
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direct work for CSE
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What does this tell the WSCB?

17% INCREASE
0800 0121 700 IN VICTIMS
A VICTIM OF SINCE 2015
DOMESTIC 24%

Calls are free from landlines and most mobile networks

CHILDREN

JUST OVER

In 2016/17, there has been a 125% increase in all referrals to MCSETO7 compared to the
previous year. It is understood
that
the
significant
Slavery
is closer
than you
think. It happens allincrease in referrals for Children at Risk of
over the world including the UK. Find out
more at
modernslavery.co.uk
or to seek
CSE is to be a result of several
years
of successfully
raising awareness of CSE.
help or report slavery call the helpline.
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SEXUAL

EXPLOITATION

Figures are drawn from National Referral mechanism statistics 2016.
*victims’ referred to above are potential victims identified and referred to the National Referral Mechanism, who are then su
Figures
are drawn from National Referral mechanism statistics 2016.
fuller assessment.
*victims’ referred to above are potential victims identified and referred to the National Referral Mechanism, who are then sub
fuller assessment.
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Modern Slavery is the illegal exploitation
of people for personal or commercial gain.
Victims* are trapped in servitude, which
they were deceived or coerced into, and
feel they cannot leave.

VICTIMS OF
SEXUAL
LABOUR EXPLOITATION
41%
EXPLOITATION
Child Sexual Exploitation (CSE) & Missing Children
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profile for Cheshire and identifyARE
where
resources may be needed.
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The countries of origin were Afghanistan and
Iran.
17% INCREASE

FORCED
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they were deceived or coerced into, and
feel they cannot leave.
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JUST OVER

There have been 2 male young people referred
into the National Referral Mechanism (NRM) in
2016-17 where there were concerns
regarding
Modern Slavery is the illegal exploitation
of people for personal or commercial gain.
trafficking.
Victims* are trapped in servitude, which
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MCSETO has reported an emerging trend around the use of social media to engage, groom
and exploit the children being referred. So Online grooming is the primary model in CSE cases
seen in our area which is supported by intelligence from Catch22 through direct work with those
at risk of CSE.
Figures are drawn from National Referral mechanism statistics 2016.
*victims’ referred to above are potential victims identified and referred to the National Referral Mechanism, who are then subject to
fuller assessment.
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Despite the increase in awareness and reporting, males remain under represented in referrals
(27% male and 73% female), but are beginning to show signs of increasing.
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The average age for a female who was referred for being at risk of CSE was 13.9 years and the
average age for a male was 14 years.
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MCSETO have also been monitoring sources
of referrals to ensure all partners are
engaged. This has led to the identification of
limited referrals from sexual health services
leading to challenge from the WSCB to
provide assurance that CSE awareness and
processes have been embedded within these
service providers. This data has also shown
significant increases in referrals from
Cheshire Police.
Catch 22 are the commissioned service for
Warrington in relation to missing children and
direct CSE support work. There is always a
discrepancy between missing children and the
numbers seen by Catch 22 due to some
children refusing to engage. Moving forward
the WSCB will be monitoring the percentage
seen so that performance can be monitored
more robustly.
Previously we have been concerned that
Children in Care from Other Local Authorities
(CICOLA) are often placed in our area
impacting on resources available. The data
indicates that CICOLAs are requiring little
direct work for CSE but are being identified in
the cohort of children that go missing locally.
This is important to monitor to ensure that
there are appropriate resources available to
meet the need of all children at risk.

CSE & Missing Children in
CSE & Missing Children in Warrington
Warrington
in February 2017
February 2017

57

Children were reported
as missing to Cheshire
Police in February
2017. This is a 96.5%
increase on the
previous
month.

The 57 children
reported as missing
generated

65

missing episodes in
February 2017. This a
16% increase on the
previous
month.

8

New CSE referrals to
MCSETO in February
2017. This is a 79%
decrease on the
previous month.

57

Children were
assessed as being at
risk of CSE and being
monitored by
MCSETO
Of the 57
children

Child sexual exploitation is
a form of child sexual abuse. It occurs
where an individual or group takes
advantage of an imbalance of power to
coerce, manipulate or deceive a child or
young person under the age of 18
into sexual activity (a) in exchange
for something the victim needs or
wants, and/or (b) for the financial
advantage or increased status of
the perpetrator or facilitator.
The victim may have been
sexually exploited even if the sexual
activity appears consensual. Child
sexual exploitation does not always
involve physical contact; it can also occur
through the use of technology (DfE: 2017).

3

were subject
to CSE Plan.

In February
2017, the DfE
launched a new guide
for practitioners for
CSE which included a
revised definition
of CSE.

Forced marriage, Honour Based
Abuse and Female Genital
Mutilation
WSCB have worked with pan-Cheshire
partners this year to establish a harmful
practices sub-regional group to enable us to
build clear problem profiles in these areas
and develop interlocking strategies.
Moving forward we will be working with our
Pan-Cheshire partners to ensure the Board is
sighted on the impact of such issues locally
and regionally.

Warrington Safeguarding Children Board Annual Report 2016/17
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So what next?
• WSCB will continue to monitor agencies not referring into MCSETO to ensure all partners are
engaging effectively with local processes to identify and respond to CSE.
• MCSET8 will also raise awareness of the links between Social Media and CSE by ensuring
that all pupils across Warrington have access to age appropriate CSE information and
material.
• MCSETO will be revising their current processes to capture the further work being done with
those vulnerable and at risk of CSE alongside the outcomes from this work.
• In 2017-18 we will continue to support Police Modern Slavery operations and clarifying
pathways for support for these victims alongside ensuring that unaccompanied asylum
seekers do not become targets for this form of exploitation.
• The WSCB will refresh our Data Dashboard to include clear Modern Slavery indicators for
Cheshire so we can monitor the scale of the issue and the effectiveness of interventions for
those children and young people at risk.
• We will continue to work with Pan-Cheshire Partners to develop a robust response to risk
issues such as Female Genital Mutilation FGM), Forced Marriage and Honour Based Abuse
including training and strategies to maintain visibility of issues

Improving the Quality and Consistency of our Safeguarding Practice

WSCB monitors workforce developments in key roles and positions, including those in the Local
Authority, Police, Health Visitors and school nurses.
Locally and nationally children’s social care have over the past months and years had trouble
in the recruitment and retention of social work staff with the shortfall being made up by agency
workers.
As of 31st March 2017 there were 30 social worker vacancies out of 91 staff, with 24 roles filled
with agency workers.
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An important part of improving the quality
and consistency of our safeguarding practice
is getting practitioners across Warrington to
come and learn and share experiences
together.
In 2016 / 2017 the WSCB ran 26 multi-agency
courses, 12 domestic abuse courses, nine
lunchtime workshops and six GP training
events.
Another important part of improving the
quality and consistency of our safeguarding practice is holding multiagency case file
audits. During 2016 / 2017 the WSCB has
reviewed a total of 25 cases over 3 different
audits – see section 5 ‘Progress against our
priorities’ 4 Improving the quality and
consistency of safeguarding practice for the
findings.
Cases are graded by the auditors as either outstanding, good,
requires improvement or inadequate.
A total of 127 practitioners attended the audits to share their experiences and lessons learned.

Multi Agency audits
2

Inadequate
Requires
improvement

So what next?

7
9

Good

3

Outstanding

0

2

4

6

8

10

• The WSCB will look to enhance its
multi-agency training programme by
focusing on WSCB priorities and learning
from case reviews and audits. We will
also work with partners and focus on
safeguarding training delivered by single
agencies.
• WSCB will continue to offer scrutiny to
agency staffing issues and have requested
regular updates from Warrington Borough
Council in relation to their recruitment and
retention strategy for Children’s Social
Care
• We will look to ensure that our audits have
a robust process for ensuring lessons
learned are embedded in multi and single
agency practice
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Section 5: Progress against our priorities
The following sections summarise some of the key areas of activity for the WSCB to progress our
priority areas with identified future areas of focus for 2017-18.

1. Protecting children from Neglect
Why it’s important…
Within Warrington we know that Child Protection Plans under the category of Neglect are the
highest of all of the four categories. Although in quarter 4 our rates (90) compared well with our
statistical neighbours (140), the North West (157) and England (152) averages, WSCB want to
be able to develop a better picture of the pervasive nature of neglect across all support levels in
Warrington and monitor the impact of interventions.

What we have achieved…
• Refreshed Early Help approaches and
processes to support the Graded Care
Profile (GCP)9
Warrington Borough Council (WBC) has
introduced a new process towards the end of
2016 with a new and improved assessment
form (the Early Help Assessment). The new
process supports and complements the Boards
implementation of the Graded Care Profile
(GCP) and Home Conditions Assessment
Tools.
• Supported partners to adopt the GCP 		
within their own approaches
The Board has continued to review the
implementation of the Graded Care Profile
working with partners in identifying and
training appropriate staff. The Board has
identified a number of partners who had
not fully integrated the GCP within their
working practices and is working with
these agencies to try to fully understand
the barriers to the use of GCP.
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• Consulted on a revised Thresholds
document
WBC and Board partners have reviewed and
updated the Boards Threshold document. The
new document will be launched early in 2017
/ 2018.
• Sought assurances from partner agencies
that they have robust and effective means
in place to respond to neglect
As a result of discussions at Board and the
focus on neglect the following actions were
reported by partners to improve Neglect
responses:

PARTNERS NEGLECT ACTIVITY

Training

Processes

Commissioning

• Cheshire Constabulary
have trained staff to better
identify offences of neglect
to swiftly prevent and
detect cases

• The National Probation
Service revised their
Safeguarding policy and
practice guidelines on
home visiting to ensure
staff identify possible
neglect concerns

• Public Health have built
into commissioned services
the need to prioritise
protecting children from
neglect, including drug 		
and alcohol services, 0-19
services and sexual health
services.

• Bridgewater Community
Healthcare NHS
Foundation Trust gave all
clerical staff awareness
raising sessions to ensure
cancelled missed
appointments were quickly
reported in line with
lessons learnt from Case
M (see section 6)
• Warrington Borough
Council social work teams
received training about
adolescent brain
development to
understand the impact of
neglect and benefits of
early identification

• Community dental health
services ensure children
and young people who fail
to attend specialist dental
services are notified to the
safeguarding team and a
discussion takes place
with their lead health
practitioner to determine if
neglect is a factor
• There is evidence of the
Pre Proceedings Protocol
being use appropriately to
escalate and manage
cases where neglect is an
issue

• Warrington Clinical
Commissioning Group
(CCG) have a Named
Nurse for Primary Care
to support GPs in relation
to safeguarding, this has
increased GP participation
in identifying and
responding to neglect,
including early help
• Within drug and alcohol
services, numbers are
collected quarterly on
identifying those children
at risk to discuss at
meetings. Similar
processes are underway
for 0-19 and sexual health
services
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What’s next?

• Raise awareness and promote engagement across
agencies of the early help and intervention strategy
• Monitor and scrutinise partners’ activity in these areas
against defined outcomes through a refreshed dashboard
• Clarify the expectations of individual partners engagement
with the Graded Care Profile tool and monitor use and
impact
• Work with the WSAB to explore the possible connections
between neglect in early life and self-neglect in adulthood to
identify potential issues to tackle in transition and to
understand the impact of adolescent neglect.

2. Protecting children from Domestic Abuse
Why it’s important…

We have seen locally that developing a robust picture of families’ experiences of Domestic
Abuse is a challenge. Whilst we can see from data a 43% increase in children involved in
MARAC10 cases in 2015-16 we do not have a clear picture of the impact on outcomes for these
children. In order for the WSCB to be assured that approaches to Domestic Abuse are effective
and addressing the challenges we need to continue to monitor this area and a build a more
robust dataset that tells the whole story of the families’ experience.

What we have achieved…
• Introduction of the ‘Do you feel what I feel’
toolkit
Warrington Borough Council (WBC),
Barnardo’s and Cheshire without Abuse have
designed a domestic abuse awareness
training for frontline staff and managers in
private, voluntary and independent early
years settings which supports the ‘Do You Feel
What I Feel’ toolkit which will be used to
deliver guided activities to encourage very
young children to express their feelings and
ensure sensitive handling of disclosures from
children about domestic abuse.
• Implementation of ‘Lifeline’ Voluntary
Perpetrator Programme
Cheshire without Abuse in partnership with
Barnardo’s and Protagoras delivered Lifeline,
a one year Voluntary Perpetrator Programme
(VPP) with dedicated support for perpetrators’
children. The new programme has
demonstrated that it has reduced the risk to
the current victims and supported children to
become safe and develop their resilience.
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• Held Agencies to account for their
responses to Domestic Abuse via Serious
Case Review and Domestic Homicide
Review
During 2016-17 we concluded a Serious Case
Review and Domestic Homicide Review into
children that lost their mother due to Domestic
Abuse. Through these processes we identified
improvements that could be made to local
and national agencies approaches and have
worked to ensure these have been changed.
For example, we worked with Relate to ensure
concerns within couples relationships are
considered for the children in the home and
more robust referral processes have been
developed to escalate these concerns. For
more information the published SCR can
be found here (http://warringtonlscb.org/
professionals/serious-case-review/ ).
• Promoted Domestic Abuse Services to the
local community
We worked in partnership with Warrington
Domestic Abuse Partnership to promote
awareness of the Domestic Abuse services at
community events, such as Disability
Awareness Day, to encourage the local
community to be more aware of the support
services available.

• Supported the Domestic abuse sub-regional Board
We participated in Pan-Cheshire events aimed at better coordinating our approach to
Domestic Abuse across the Cheshire area. For example, working with partners to develop a
more consistent training response for frontline professionals across Cheshire.
• Encouraged partner agencies to explore their responses to Domestic Abuse
By focusing on Domestic Abuse the following activity has been reported by partners:

PARTNERS DOMESTIC ABUSE ACTIVITY

Audits

Policies and Training

• Bridgewater Community
Healthcare NHS
Foundation Trust
undertook a record
keeping audit
demonstrating staff are
utilising the domestic
abuse trigger questions
in assessment templates
with families ensuring
completion of a DASH
where relevant

• National Probation Service
(NPS) and Bridgewater
Community Healthcare Trust
have reviewed domestic abuse
policies to improve clarity

• Warrington Borough
Council undertook an
audit of Early Help cases
identifying domestic
abuse as a feature. As a
consequence of this an
action plan was produced
and has been shared
with all staff and informs
supervision and
appraisals. The action
plan was presented at a
WSCB Scrutiny Group.

Commissioning

• Warrington Borough
Council (WBC) identified
a need for specialist
support for cultural
needs for victims of
domestic abuse and
• NPS staff have also undertaken
commissioned groups
an E-learning programme
outside the authority to
followed by a 2 day face to face
undertake this work.
training on home visits and
child safeguarding and
• Female survivors of
domestic abuse to improve
domestic abuse have
responsiveness
benefited from three
group programmes which
• Cheshire Constabulary’s
improve their capacity to
Operation Encompass has
protect themselves and
continued to be rolled out to all
their children.
high schools and all pastoral
teams have received training.

• WBC ‘Gateway’ survivor
programme, WINGS
• Secondary schools Project
was delivered by Refuge
Listening and Telling School
for clients accessing
has been launched which
their Independent
raisies awareness in collective
Domestic Abuse Advisor
worship, form time, via Catholic
(IDVA) and outreach
Ethos and PSD lessons - this
services. Over 1,000
has received high pupil
victims were referred to
response rate
the service in the last
• Greater Manchester &
year and more than 65%
Cheshire CRC have rolled out
of victims are pregnant or
increased safeguarding and
have children
DV training
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What’s next?
			

• To monitor the effectiveness of the work undertaken with
perpetrators of domestic abuse and its outcomes for
children
• To monitor the implementation and effectiveness of the
‘Do You Feel What I Feel’ toolkit
• To support initiatives to be introduced by Warrington
Domestic Abuse Partnership (WDAP) which focus on female
survivors of domestic abuse and improving their capacity to
protect themselves and their children
• To work with WDAP to refine the local dataset to be able to
extract better intelligence and outcomes around local children
and young people experiencing Domestic Abuse
• Continue to embed the Think Family approach to Domestic Abuse
responses

3.		 Promoting the safety and wellbeing of the most vulnerable
Why it’s important…
We know that vulnerable children and young people can be exposed to a range of issues from
sexual exploitation , female genital mutilation (FGM), forced marriage and honour based
abuse or trafficking . In order for children to have the best possible life chances we need to
ensure these issues are recognised and responded to robustly.

What we have achieved…
• Increase awareness of practitioners and
young people around vulnerabilities
The youth service delivers a risky behaviours
programme in schools, working closely with
school nurses to deliver messages to young
people about keeping themselves safe and a
lunchtime youth advice bus has been
introduced which will visit schools across
Warrington
• Better understand our cohort of CSE
victims via Peer Review of CSE
As part of a Pan Cheshire programme of CSE
peer reviews Halton LSCB undertook a ‘peer
review’ with a theme of ‘Exploration of the
profile of male perpetrators and victims
between age of 16yrs and 25yrs in Warrington’.
The review took place on 14th and 15th
September 2016. The review identified the
following strengths: the work with the MASH
front door, WBC Dedicated Post, Excellent
Catch 22 worker, YOS involvement, training
was embedded, evidence of effectiveness via
referrals, the work undertaken by MultiAgency Missing, Child Sexual Exploitation
and Trafficking Operational Group and that
there are an appropriate number of checks
and balances in the system to ensure the
identification of CSE locally
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• Monitor Missing, CSE , trafficked children
referrals
Referrals to the Missing, Child Sexual
Exploitation and Trafficking Operational
Group has continued to increase with a 63%
rise in all referrals to MCSETO on the
previous year and a 134% (150:64) increase
in the referrals for Children at Risk of CSE on
the previous year. The significant increase in
MCSETO referrals for children at risk of CSE
is understood to be a result of several years of
successfully raising awareness with agencies
and the wider public
• Raising Awareness of FGM, Forced
Marriage and Honour Based Abuse (HBA)
We have worked with the Pan-Cheshire
Harmful Practices group to develop Harmful
practice training that will be available across
Cheshire from 2017-18. Alongside this we
have been supporting the development of
strategies relating to these areas to inform
frontline professionals of their responsibilities
in these areas. For example, the development
of the Pan Cheshire LSCB Trafficking Protocols
• Supported the aims of Cheshire AntiSlavery Network to raise awareness of
Modern Slavery (CASN)

In conjunction with CASN and the local anti-slavery network we have developed clear pathways
for referrals, a pan-Cheshire Strategy and a local recording system. This has helped raise the
profile of modern slavery as an issue alongside our local Modern Slavery training event for first
responders
• Raised partners awareness around these areas of vulnerability
Through the activity above and the focus on this range of issues we have raised partners
understanding of the need to engage in this area leading to the following reported activity:

PARTNERS PROMOTING THE SAFETY AND WELLBEING
OF THE MOST VULNERABLE ACTIVITY

Raising Awareness

Commissioning

• WBC Principal Manager for
Missing Children, CSE and
Trafficking has delivered CSE
Awareness raising sessions
to taxi drivers
• Cheshire Constabulary have
delivered a number of
assemblies to school children
across Warrington on CSE
and Internet safety
• ‘Healthy relationships with 		
Young People’ has been 		
delivered to support
practitioners to understand
the context of young people’s
relationships and sexual 		
health including the pressures
and expectations they face
around their sexual health
and wellbeing.
• Bridgewater Community
Healthcare NHS Foundation
Trust has delivered bespoke
CSE training to the Sexual
Health Service and processes
are in place to identify young
people at risk
• WBC now provide monthly
CSE Infographics for
professionals to raise
awareness of developments
and challenges in this area

• NHS England have
introduced the requirement
of the inclusion of a Child
Sexual Exploitation/Sexual
Abuse (CSE/CSA) lead
within standard national
contract from April 2016
and have distributed NHS
England CSE pocket guides
to all frontline health staff
including GPs, Pharmacists
and Dentists and promotion
of national “Seen and Heard”
campaign to all frontline 		
health staff
• Catch 22 are the commissioned
provider of CSE and missing
support services. They
undertook a review with
young people and families to
identify what they felt
Warrington could do better to
support young people to
avoid going missing and
families to better respond to
supporting the child. MCSET
are taking these findings
forward in 2017-18.

Practice
Ammendments
• Cheshire Constabulary has

now fully digitalised the
process of recording and
managing cases of people
reported missing from home.
• We have joined various local
existing forums to be able to
cascade awareness of these
issues. For example by
participating with Warrington
Ethnic Communities
Association we have
encouraged their awareness
of Modern Slavery which they
have now made a priority for
2017-18. We are also working
with local community groups
and leads to make
safeguarding training more
accessible and raise the
profile of vulnerabilities that
can lead to children and
young people becoming
victims of issues such as
sexual exploitation.
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					 What’s next?
							

• We will continue to monitor the delivery of targeted
CSE awareness raising sessions to taxi drivers and
night time economy staff
• Monitor the implementation of changes to the police
definition of missing with the removal of the absence
category
• Monitor the implementation of Pan Cheshire strategies
and protocols relating to missing, CSE, FGM, Forced
Marriage, Honour based Abuse and Modern Slavery
• Continue to ensure there is training available around all of
these harmful practices within Warrington for our frontline
professionals to ensure there is a high level of recognition and
response
• Continue to work with local community groups to raise awareness of these
issues and encourage them to promote awareness across Warrington
• Raise awareness with pharmacies and staff in the night-time economy
• Ensure we have robust data and intelligence across not just CSE but also the other areas

4. Improving the quality and consistency of safeguarding practice
Why it’s important…
The quality and consistency of front line practice are key to ensuring services really make a
difference to children’s lives by keeping them safer. The board is committed to supporting,
monitoring and assessing the work of frontline practitioners by the provision of appropriate
multi agency training and the undertaking of audits and reviews to identify good practice and
lessons to be learned.

What we have achieved…
• Continue to deliver appropriate multiagency safeguarding training
During the period April 2016 – March 2017,
WSCB delivered fifty three (53) multi-agency
courses on subjects ranging from neglect to
domestic abuse. Most courses ran at 86%
capacity throughout the year with several
courses running at over 90% capacity.
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• Ensure that WSCB training creates a
multi-agency learning environment to 		
support effective multi-agency practice
There was a total of 972 practitioners
attending courses with a further 183 attending
lunch time drop in sessions and 164 G.P’s,
nurses and other staff attending the CCG
training. A breakdown of where the agencies
course attendees were from can be found in
the following chart:

Attendancy by Agency

More than 98% of attendees rated the WSCB Training as good or excellent.
• Implement a full audit programme
The Board has conducted, in line with its
Learning and Improvement Framework,
2 audits in 2016-17 of multi-agency
practice focused on Neglect and
Domestic Abuse.

Findings from the July Audit
(Neglect) were:

				

• Continue to develop the Graded Care Profile
amongst agencies until it is embedded in practice –
A review of trained trainers in agencies was carried out
in 2016 and reported to Board. Subsequently a Graded
Care Profile expectations document has been developed in
the year to highlight agency responsibilities
• There were some excellent examples of the escalation of
incidents where ‘drift’ was becoming a factor

There were also general messages that were cascaded in audit
and review workshops, including:
• A need for a greater emphasis on the voice of the child
• A need for more enhanced practice of reflective management of
cases
• Earlier identification of ‘disguised compliance’ by parents was
required, which links in to the child focussed approach to cases
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Findings from the March ’17 Audit
(Domestic Abuse) were:
• A need to review the MARAC process, particularly around information
sharing and feedback to front line staff – WDAP are taking this forward
with a revised information sharing protocol and MARAC review via the
steering group
• A need for a more child focussed approach in dealing with domestic
abuse – The WSCB is focusing on “Think Family” in partnership with the
WDAP in 2017-18 to ensure all agencies are recognising the impact on
all family members
• A greater awareness and use of the DASH risk assessment tool amongst
agencies – 7 minute briefing has been circulated to raise awareness
with frontline practitioners and Domestic Abuse training will be targeted
at agencies not accessing training
• There is a limited amount of options for working with perpetrators –
the WSCB will be working with WDAP in 2017-18 to explore responses
in this area
• There is a need for greater awareness of incidents of coercion and
control and earlier identification through professional curiosity
and tenacity – A Research in Practice for Adults Coercion and
Control Train the Trainer session was delivered in March 2017
and materials are going to be embedded in the current
Domestic Abuse programme alongside lunchtime
workshops to raise professional awareness in
2017-18.
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We also undertook a deep dive audit review of a case
after it was escalated to the Board by Warrington
Clinical Commissioning Group after concerns were
			
identified regarding the quality of care being
provided by a health setting for children and
Findings from
adults with mental health issues and how
the Deep Dive Audit include:
agencies had worked together to respond
to escalating mental health needs
• There was a lack of leadership and
management oversight identified in both
health and children’s social care – Children
Social Care have now identified how they
can respond to cases where children are
inpatients within mental health settings in line
with the category of Children in Care
All learning identified as a result of our
audits is cascaded to practioners via
• Edge of care work was to be developed to
various learning routes, including, 7
prevent escalation of cases to CAMHS Tier 4
minute briefings, lunchtime workshops,
services – there are now revised edge of
specific course development and/or
care services in place to support children,
incorporation into existing training courses.
young people and families to address
This ensures that lessons learnt are shared as
needs and challenging behaviour
widely as possible and inform how we practice
• Implement Multi-Agency Chronologies
The Board were keen to ensure that
chronologies of significant events in a child
or young person’s life were used to inform
assessment and interventions. Chronologies
provide a tool to ensure the entire journey
is considered and responded to. Due to the
different systems and roles various agencies
have, we have explored with partners what
can be done to embed this in practice at level
4 but also potentially within early help cases.
• Section 11 Audit Panel & ongoing scrutiny
and monitoring
We have held partners to account for their
own safeguarding processes this year by
requesting all local agencies with incomplete
Virtual College Section 11 audit tools attend
a panel to discuss strengths and weaknesses
and intended improvement plans. Alongside
this we have implemented a random sampling
process to commence in 2017-18 to ensure that
agencies are regularly updating and
addressing their Section 11 tool to ensure
gaps and issues are addressed swiftly

• Ensure partners are improving quality of
single agency practice through scrutiny
and challenge at board
We have challenged partners at Board to
address issues identified within the
dashboard that relate to their own internal or
multi-agency working approaches. Examples
of some of the changes that partners have
identified and made can be found on the
following page.
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PARTNERS IMPROVING THE QUALITY AND
CONSISTENCY OF PRACTICE

Q&A

Practice

Workforce

• Warrington Borough
Council undertakes a
regular programme of
case file auditing that
includes direct feedback
from children and families.
This informs the sharing of
good practice and the
identification of any areas
for development and
learning.

• The Early Help service
has established a monthly
reflective practice session
where staff bring cases
they are ‘stuck’ with or
which are challenging.
This includes a group
reflective practice process
where staff are encouraged
to offer each other
constructive challenge
and the plan for the family
is scrutinised.

• NHS England have
launched a Safeguarding
App to all frontline health
staff to create easier
access to safeguarding
guidance.

• Bridgewater Community
Healthcare NHS
Foundation Trust have
re-designed their children
in care team who have
caseload responsibility for
all children once
commencing formal
education. There are clear
improved outcomes for
children in care from the
service provided by the
new team.

• A Strategic Safeguarding
Lead role has been
developed by a cluster of
thirteen schools, early
indications are that this
new role is working well to
ensure bespoke processes,
procedures and training
is in place. Improving the
overall engagement with
safeguarding.
• Greater Manchester &
Cheshire CRC have
improved relationships/
liaison with Children
Social Care staff as a
result of increased
permanent staff based in
both agencies.
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• In order to recruit a
sufficient stable, skilled
and confident workforce
Warrington Borough
Council Targeted Services
has developed a
comprehensive recruitment
and retention strategy
which includes an increase
in the numbers of social
workers, the Advanced
Practitioner role, the
payment of a market
supplement in the teams
where it is hard to recruit
staff and retention
incentives including
reflective practice weeks
and retention payments.
• Warrington Borough
Council Targeted Services
are developing a ‘strength
based’ approach to working
with children and families
in Warrington with several
good practice models from
around the country being
considered. This will lead
to a framework for practice
across the Borough.

					 What’s next?
					

• We will continue to develop our multi-agency
approachto Chronologies through identifying short,
medium and long term goals in this area that partners
can commit to ensuring that every agency can
participate effectively in this practice
				
• We will revise our audit process to ensure it is as
effective as possible and enables the cascade of lessons
learnt as quickly as possible to frontline practitioners
• We will support the Local Authority to further develop its
integrated front door including the introduction of housing
representatives and in Phase 2 the inclusion of Adult Social Care
			
• Implement a timetable for regular frontline visits by Board
members to create a direct conduit to the Board from practitioners
		
• Develop a Quality Assurance subgroup to ensure the Board is sighted
			
on trends and themes related to individual agency practice
• A joint audit with the Warrington Safeguarding Adults Board to explore how professional 		
curiosity is evident in our local practice
• Continue to work as a joint Safeguarding Board team to bring together methods for
disseminating information, lessons learnt and training to practitioners to encourage closer
working and learning between adult and children’s services
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Section 6: Learning from case reviews
The safeguarding board is required under legal regulations16 to undertake reviews of serious
cases where neglect or abuse is suspect, the child has either died or been seriously harmed and
there is cause for concern about the way in which partners have worked together.
Locally this process is governed by our Learning Improvement Framework17 . This outlines how
we convene a Serious Case Review (SCR) criteria panel to review the case and identify if the
criteria for a serious case review is met. In these instances the panel can recommend to the
LSCB Independent Chair that a SCR is undertaken or recommend an alternative learning
process such as deep dive audit, case review or audit. This panel is made up of partner
agencies and chaired by an independent person.
In 2016/17 we received 3 case notifications for our Independent LSCB Chair to consider
convening a criteria panel:

CHILD N

CHILD O

CHILD P

SCR criteria
not met

SCR criteria
not met

SCR criteria
not met

Table top
debrief

Case
Review

Table top
debrief

Child N related to a missing child case with
concerns relating to potential risks for sexual
exploitation. The table top de-brief was held
to provide partners an opportunity to review
local procedures to identify strengths and
areas for development when responding
to missing cases. Findings from the debrief
highlighted some challenges around
establishing which police force leads a
missing case when the episode crosses
boundaries alongside the need to ensure
that clear points of contact are established
for the incident. The key messages from this
have been cascaded to frontline practitioners
through 7 minute briefings and lunch time
workshops. The WSCB is currently monitoring
the action plan to ensure the procedure
specific issues are addressed by relevant
partners.
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Child O and P were two cases where there
were concerns around how partner agencies
had worked together to understand the lived
experience of the child and engaged with the
WSCB escalation policy to challenge differing
perspectives. In both cases it was felt that
whilst the criteria for an SCR was not met,
there were some lessons to be learnt
consequently WSCB case reviews were
initiated in both cases. Due to the similarity of
some of the themes these are being taken
forward together so that an Independent
author can identify both individual lessons
and any emerging trends from the cases.
These are both currently in progress and the
outcomes will be reported on in next year’s
report.
Within 2016-17 we have also concluded
several cases that were identified as requiring
some form of review in previous years.

Case Review Case M
Case summary
This related to the issue of neglect of a number of children from one Warrington family.
The case was considered by a Serious Case Review criteria panel who concluded that the
circumstances did not meet the criteria for a SCR but recommended that a WSCB review
should be undertaken as it was believed that there were a number of lessons which may be
learned for all agencies.
There was a history of neglectful parenting, non-engagement and resistance to change.
Concerns identified were around:
• professionals not looking at the history of the family when making assessments
• stepping down of the case before sustained change was evidence
• hostile and aggressive behaviour by parents presenting as a barrier to professionals
engaging with the children
• absence of clear lead professional at early help stages
• information sharing issues within health services around missed appointments
To ensure lessons were learnt from this review lunchtime workshops were delivered to a range
of professionals to give an opportunity to discuss the findings and reflect on the implications for
their own practice. The team also produced a 7 minute briefing to ensure the messages were
cascaded as widely as possible through organisations to professionals working with such cases.

Serious Case Review (SCR) Child 1, 2 & 319
Case summary
In 2014 a referral was received for a family in which a domestic homicide occurred following
the children’s mother reporting stalking behaviours to agencies. Due to the case involving
children and a domestic homicide both a SCR and Domestic Homicide Review (DHR) process
were triggered. These were taken forward in tandem and shared a review panel to ensure
learning was shared and the family were supported to participate in both processes
simultaneously. The SCR and DHR were completed in 2016 due to reviews having to await the
conclusion of criminal trial processes.
Independent authors were put in place for both reviews and an independent panel chair
oversaw the progress of the two reviews. The family were involved in the process and the
family were given the opportunity to comment on the final reports before publication.
The recommendations of the SCR were:
1. For the Independent Domestic Violence Advocates (IDVAs) to be promoted widely across
partner agencies
2. Assurances to be sought from Relate that Child Protection and Safeguarding Policies are
amended to direct practitioners and managers to appropriate action when there are known
risks of harm to a child
3. Assurances are sought from Cheshire Constabulary that Public Information Notices are
used to maximise the impact of warnings in stalking cases and the issuing of them is 		
shared with the MASH
4. Early help initiatives to help children talk about Domestic Abuse are developed
Subsequently the WSCB has worked with Warrington Domestic Abuse Partnership to ensure
that there is widespread awareness of the lessons learnt and local Domestic Abuse services,
including IDVAs. This has again been done through lunchtime workshops, joint presence at
awareness raising events such as Disability Awareness Day, Board members cascading
messages within their own organisations and the sharing of messages within WSCB training
sessions. The WSCB has also worked with the Domestic Abuse coordinator to support the role
out of training in early years settings of a specialist programme aimed to encourage young
children to disclose issues of domestic abuse within the home.
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Section 7: Our resources and funding
arrangements
In 2016/17 the WSCB support team and budget was merged with the team for Warrington
Safeguarding Adult Board (WSAB). This was to create a more efficient shared resource across
safeguarding. The total budget available for the Joint Safeguarding team was £400,363 which
was comprised from £136,076 carry forward and £264,287 from partner contributions. A
breakdown of the partner contributions is visible below.

Budget 2016-17 breakdown

The total spends for 2016/17 was approximately £328,824.87. The main costs of the WSCB stem
from Independent Chair and Employee costs who ensure the functions of the WSCB are
discharged.

32

WSCB Budget Overview

The joint budget will be carrying forward £71,538.13 which will ensure the viability of the team
for 2017-18 to undertake the proposed WSCB activity.
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Section 8: The year ahead WSCB priorities from 1 April
2017 - 31 March 2018
Our Vision is:
“To ensure that every child and young person in Warrington is
safe and has the opportunity to reach their potential.”
“Every child and young person in Warrington should be able
to grow up safe from maltreatment, neglect, bullying,
discrimination and crime; receiving help when they need
it in a timely and effective manner”.

Our priorities are:
• Strategic Priority 1
Keeping children and young
people in Warrington safe from harmNeglect: harm to children and young people
who experience neglectful parenting is
identified responded to and reduced.
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o The issue of children, including adolescent
children living with neglect continues to be a
concern and a priority for the Board. We will
focus on supporting all agencies across
Warrington in the implementation of the Graded
Care Profile (GCP) and we will also look to
encourage agencies in the use of chronologies
with the aspiration of developing multiagency chronologies.

• Strategic Priority 2
Protecting children from domestic abuse:
Reduce the emotional and physical impact of
domestic violence on children’s health and development
		 o
			
			
			
			
			
			
			
			
			
			
			
		 o
			
			
			
			
			

The Board will continue to work with its strategic partners
and other Boards and partnerships in ensuring all victims
of domestic abuse including children receive the most
appropriate and effective support. We will monitor the work
undertaken by ‘Lifeline’, a new Voluntary Perpetrator
Programme run by Cheshire Without Abuse in partnership with
Barnardo’s and Protagoras, with dedicated support for
perpetrators’ children and the Warrington Domestic Abuse
Partnership in their ongoing work funded by the Department
for Communities and Local Government to address gaps
through the provision of specialist domestic abuse provision
for children and young people.
We will monitor agencies’ activities in supporting children
living with domestic abuse, for example the Warrington wide
implementation of Operation Encompass, and we will also
agencies are held to account for their pro-activeness in
preventing and responding to children
living in domestic abuse households.

• Strategic Priority 3
Promoting the safety and wellbeing of the
most vulnerable. Reduce the emotional and
physical impact of harm including from the risk of
things such as Child Sexual Exploitation, Missing,
Trafficking, Modern Slavery, FGM, Forced Marriage and
Radicalisation on our most vulnerable children’s health and
development
o We will again focus on children at risk of sexual exploitation,
missing from home, trafficking and children at risk from social
media. We shall also look at how agencies are responding to
emerging issues such as radicalisation and modern slavery.
o In the past a great deal of effort was rightly focused at parents
with mental health issues. Children’s mental health has been an
area largely neglected. Information and intelligence has
highlighted the increased number of our children and young
people who are suffering from mental illness and we shall look at
how agencies can better support these children, not only those
who are experiencing complex, persistent and severe
emotional and psychological problems, but those children
and young people who are trying to cope with the full
range of mental health issues.
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• Strategic Priority 4
Improving the quality and consistency
of safeguarding practice: The quality of front
line practice is key to ensuring services really make
a difference to children’s lives keeping them safer.

o
		
		
		
		
		
		
		
		
		
		
		
o
		
		
		
		
		
		

The Board will look to strengthen its ability to scrutinise
the work of agencies and organisations in continuing to
undertake a rigorous and transparent assessment of the
performance and effectiveness of local services in
promoting the welfare of children in Warrington. We will
be robust in identifying areas of weakness, the causes
of those weaknesses and the action being taken to
address them. In order to achieve this we will develop a
Scrutiny Group which will be directly responsible to the
Board for all aspects of quality assurance and
performance and for recommending to the Board how the
quality and consistency of practice can be improved.
We will look at our audit and review process to ensure
that any actions and recommendations are robustly
implemented and assessed for their impact on services
especially for Warrington’s children and families.
This will include exploring a range of methods
for disseminating learning from audits and
reviews across the multi-agency
partnership.

What’s next?
The Warrington Safeguarding
Children Board (WSCB) Business
Plan outlines the work we plan to
undertake over the next two years to
achieve our aim and can be accessed
at: http://warringtonlscb.org/about-theboard/documents-reports/

Monitoring and review
The work plan for the Business Plan is a living
document which will develop each year as activity
is commenced and completed. The WSCB will monitor
progress against currently identified activity and outcomes
on a quarterly basis via its Executive sub group. The sub group will ensure activity is timely,
identify when additional activity needs to be agreed and report any exceptions to the WSCB.
The WSCB will also seek external scrutiny through half yearly updates to the Health and
Wellbeing Board.
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Glossary
A&E Accident and Emergency
CAF Common Assessment Framework
CAFCASS Children and Family Court Advisory and Support Service
CAMHS Child and Adolescent Mental Health Services
CCTV Closed Circuit Television
CCG Clinical Commissioning Group
CDOP Child Death Overview Panel
CE Cheshire East
CICOLA Children in Care of Other Local Authority
CGM CRC Cheshire and Greater Manchester Community Rehabilitation Company
CiN Children in Need
CSE Child Sexual Exploitation
CW&C Cheshire West and Chester
DfE Department for Education
EAL English as an Additional Language
GCP Graded Care Profile
GPs General Practitioners
ICPC Initial Child Protection Conference
LA Local Authority
LAC Looked After Child / Children
LADO Local Authority Designated Officer
LSCB Local Safeguarding Children Board
MCSET Missing, CSE and Trafficking Subgroup
MCSETO Missing, CSE and Trafficking Operational Group
MAPPA Multi Agency Public Protection Arrangements
MARAC Multi Agency Risk Assessment Conference
MASH Multi Agency Safeguarding Hub
NHS National Health Service
NSPCC National Society for the Prevention of Cruelty to Children
NPS National Probation Service
OFSTED Office for Standards in Education, Children’s Services and Skills
PART Paediatric Acute Response Team
PPD Public Protection Directorate
PSW Principal Social Worker
RCPC Review Child Protection Conference
SCR Serious Case Review
SUDIC Sudden Unexpected Death in Infant Child
VPP Voluntary Perpetrator Programme
WBC Warrington Borough Council
WCCG Warrington Clinical Commissioning Group
WSCB Warrington Safeguarding Children Board
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Membership of Warrington Safeguarding Children Board 2016-17
Name					Title								Role
Anne Towey			
					
					

Head of Service - Quality Assurance and
Safeguarding, Families and Wellbeing
Directorate, Warrington Borough Council

Board Member

Antonio Munoz Bailey		

Head Teacher, Chaigeley School			

Board Member

Brian Monaghan		

Lay Member						

Lay Member

Cllr. Jean Carter			
					

Lead Elected Member for Children and
Young People, Warrington Borough Council Participant Observer

Dawn Chalmers			
Deputy Chief Nurse & Quality Lead		
					Warrington CCG

Board Member

Dee Davis				

NHS England						

Board Member

Dot Keates 			
(until January 2017)		
					

General Manager Children’s Services, 		
Bridgewater Community Healthcare
NHS Foundation Trust

Board Member

Kristine Brayford-West
(from January 2017)		
					

Associate Director for Safeguarding,		
Bridgewater Community Healthcare
NHS Foundation Trust

Board Member

Emma Davies			
Assistant Chief Executive, Cheshire and
					
Greater Manchester Community
					Rehabilitation Company

Board Member

Fiona Waddington		
					
					

Assistant Director, Children and Young		
People’s Targeted Services,
Warrington Borough Council

Board Member

Gareth Jones			
					

Head of Service Cheshire West, Halton		
and Warrington Youth Offending Service

Board Member

Hilary Smith			
					

Operational Director Education, 			
Warrington Borough Council

Board Member

Ify Omenaka 			
Designated Paediatrician, Bridgewater 		
					
Community Healthcare NHS Foundation
					Trust

Board Member

Jean Williams 			

Lay Member						

Participant Observer

Joe Banham			
					

Head of Service Cheshire and 			
Merseyside CAFCASS

Board Member

John Davidson			
					

Assistant Chief Executive, 		
National Probation Service

Board Member
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Name					Title								Role
Judith Wright			
					

Warrington Association of School & 		
Collage Leaders Representative

Board Member

Kimberley Salmon- 		
Director of Governance and Workforce, 		
Jamieson 				
Warrington and Halton Hospitals NHS
					Foundation Trust

Board Member

Lisa Cooper 			

Board Member

NHS England						

Mary Cummings			
Warrington Association of Primary Heads
					Representative

Board Member

Mike Kenny			
					

Assistant Director CAMHS North West		
Boroughs Healthcare Partnership

Board Member

Muna Abdel Aziz		
					

Director Public Health, 				
Warrington Borough Council

Board Member

Nigel Wenham			
Detective Superintendent 				
					Cheshire Constabulary

Board Member

Pauline Owens 			
					

Designated Nurse Safeguarding Children
and Children in Care, Warrington CCG

Board Member

Richard Strachan		

Independent Chair					

Chair

Rosie Lyden			

WSCB Board Manager				

Board Member

Sara O’Neill			

Manager NSPCC						

Board Member

Steve Reddy			
					

Executive Director, Families and Wellbeing
Directorate, Warrington Borough Council

Board Member

Steven Broomhead		
					

Chief Executive Officer, 				
Warrington Borough Council

Board Member

Vicki Lawson			
					

Interim Operational Director, Early Help,
Warrington Borough Council

Board Member
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WSAB Annual Report 2016/17
Chair forward
This is the 6th Annual report of Warrington Safeguarding Adult Board (WSAB) and the third report I have
presented since becoming Chair in 2015. I am fortunate to Chair a Board in a locality where there is clear
commitment to safeguard adults at risk by all organisations. Whilst individuals have changed over the
year from some partner organisations, good working relationships have been maintained, and in spite of
continuing financial and demand pressures in health, social care and public safety organisations, they have
continued to prioritise their safeguarding responsibilities. This is evidenced within Section 3 of the report
where the scope of work of the WSAB partner organisations is set out.
This has been a year of change in terms of the
Board support team who merged with their
Safeguarding Children counterparts to create one
Safeguarding Board support unit. This has allowed
us to bring together the priorities for both WSAB
and Warrington Safeguarding Children Board
(WSCB) to identify areas where closer working
will bring mutual benefit. In addition, we are
regularly working together to raise awareness of
the importance of safeguarding adults and children
who may be at risk of abuse and or neglect at local
community events: a recent example of this was
staff attendance at the annual Disability Awareness
Day.
As this year’s report shows there is little change
in the profile of safeguarding adult issues in the
Warrington population; we continue to see physical
abuse and neglect as the most frequently reported
forms of abuse with an increase in incidences in
our under 65 and over 85 population. As the key
information section of the report highlights we want
to explore the data further to develop a greater
understanding of the Warrington specific profile so
that we can target our support more effectively.
We have become more aware of incidences of people
being abused under conditions akin to slavery,
referred to in the Care Act as Modern Slavery.
Training has been provided on a multi-agency basis
to raise awareness and ensure agencies know how
to report their concerns so criminal activity can be
identified and victims supported.
Fear of abuse can have a great impact on all our

lives, but most particularly for those who due to
their need for health and social care support are
most at risk. I am very pleased to see the positive
impact of the Anti-Stalking Clinic pilot and look
forward to seeing whether this approach can be
maintained and lead to reduced offending in this
area over the longer term.
Preventing abuse and neglect is a key responsibility
of the Board and it is good to receive assurance that
Warrington is judged, through the CQC inspection
process, to be one of the best places in the North
West to receive good quality residential care
services. I am also pleased that those who may
have experienced abuse have access to a range of
advocacy services that will enable their voice to be
heard.
2017 has so far been a year of multiple tragedies
affecting a great many of us in terms of great
sadness if not direct harm. 2017-18 will be a year for
WSAB to scrutinise whether partnership initiatives
and single agency projects are making a positive
difference to the lives of the most vulnerable in
our community. I am very much looking forward to
seeing this work come to fruition and supporting
the partnership to identify its next steps in enabling
adults at particular risk to keep safe and have a life
free from fear.
Working with others to achieve that end brings me
great satisfaction and as always I am very grateful
to the safeguarding colleagues who support me and
the Board to contribute to a safer Warrington.

Shirley Williams
Independent Chair

Who are the partners of the Board?
Below is an overview of our partners and how they will be referenced in the report…
The Police

The Hospital

Cheshire Fire Service

Bridgewater Community
Services

Northwest Boroughs

The Council

The CCG

The Third Sector

The Probation Service

The Community
Rehabilitation Company

Prisons

Housing

NHS England

Healthwatch

Public Health
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“People have the right to live
in safety, free from abuse
and neglect”
“Organisations and people
working in partnership to
prevent abuse and knowing
what to do when abuse does
happen.”

SECTION 1: Our Vision of Adult Safeguarding

The Safeguarding Principles
that Shape what we do

Support and
representation
for those
in greatest
need.

Accountability
and
transparency
in delivering
safeguarding.

ACCOUNTABILITY

PARTNERSHIP

PROTECTION
PROPORTIONALITY

PREVENTION

The least
intrusive
response
appropriate to
the risk
presented.

People being
supported and
encouraged to make
their own
decisions based on
informed
consent.

EMPOWERMENT

It is better to
take action
before harm
occurs.

Local
solutions
through the
services working
with their communities.
Communities have a part
to play in preventing
neglect and abuse.

The Care Act 2014 and the role of the SAB
The Care Act introduced safeguarding duties which apply to adults who:
•
•
•

have care and support needs and;
are experiencing, or at risk of, abuse or neglect; and/or
as a result of those care and support needs are unable to protect themselves from either the risk of, or
the experience of, abuse or neglect.

Under the Care Act, a SAB has 3 core duties. It must:
•

•

•

Publish a strategic plan for each financial year that sets out how it will meet its main objective and
what each member is to do to implement that strategy. In developing the plan it must consult the Local
Healthwatch organisation and involve the community;
publish an annual report detailing what the SAB has done during the year to achieve its objective and
what it and each member has done to implement its strategy as well as reporting the findings of any
Safeguarding Adult Reviews (SAR) and subsequent action; and
arrange and conduct any Safeguarding Adults Reviews that are required (these replace the former nonstatutory Serious Case Reviews), where the criteria is met.

What the Safeguarding Board does and
how it is achieving its priorities

To Listen and
Respond to
adults at risk
To develop a
Preventative
& Learning
approach to
safeguarding

Our priority
areas
covered in
our Strategic
Plan are

In doing our work, the SAB works
closely with other local groups
and boards. The strategic plan
shows how we work closely with
the Safeguarding Children’s Board
and Warrington Domestic Abuse
Partnership to make sure that we
are as effective as possible in areas
of joint concern, such as transition
from children to adult services and
Domestic Abuse.

Ensuring the
right people are
in place with the
right skills
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To ensure we
are checking
safeguarding and
doing the SAB’s
business

Delivery of the Strategic Plan
In order to achieve the goals set by the SAB there are a range of sub-groups and two reference groups that
are critical in helping the Board achieve its aims.
The SAB also connects to a broad range of local representatives such as GPs and other strategic boards.

Overview and Scrutiny
committees

Cheif Executive of Local Authority/
Director of Adult Social Services

Other local partnerships that we link with:
Warrington Safeguarding Children’s Board
Warrington Domestic Abuse Partnership
Community Safety Partnership
Autism & Learning Disability Partnership
Carers Partnership Board
Warrington Disability Forum
Warrington Housing Partnership
CCG Board
Quality Surveillance Groups
CQC
Warrington Partnership Board
Healthwatch
Older People’s Partnership Board
Neighbourhood Board
Hate Crime & Incidents Partnership

Warrington Safeguarding
Adults Board

Executive
sub-group

Safeguarding
Adult learning &
review sub-group

Training &
Development
sub-group

Policy &
Procedures
sub-group

Links to ensure effective joint
working with other strategic
partnerships
Reference Group 1
Safeguarding
Adults Forum

Reference Group 2
Quality & Intelligence
Group

All Local Provider Forums - Residential, Nursing, Domiciliary
Care and Learning Disability Forums/Networks/MCA Forum/
Warrington Care Mangers Forum

Scrutiny of the WSAB
Sub-groups of the WSAB
Reference groups and other
operational forums

Who is the SAB accountable to?
The SAB is an independent statutory body; it must ensure it delivers on its priorities and meets its legal
responsibilities. The SAB Annual Report and Strategic Plan is one way we make sure there is accountability
to our local community. The SAB reports to the Health & Wellbeing Board to present the annual report and
to highlight its achievements and challenges in the year.
The Independent Chair has a formal appraisal and discusses the SAB’s progress every year with the three
statutory partners (Warrington Borough Council (WBC), Cheshire Constabulary and Warrington Clinical
Commissioning Group).
The SAB also links to WBC Protecting the Most Vulnerable Committee on national and local issues that may
need more scrutiny, such as care quality or issues relating to certain types of abuse such as self-neglect.
The SAB also has formal links with the Quality Surveillance Group which is a forum led by NHS England
that brings together different organisations within the health and care system to share information and
intelligence to safeguard the quality of care patients receive.
The membership and participation of Healthwatch (the independent consumer champion) within the SAB also
helps to bring together and represent the views of the public on the health and care services within our area.
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SECTION 2: What the Stats for 2016/17 tell us

•
•

ENQUIRIES
OPENED

•
•

•

•

ENQUIRIES
CONCLUDED

•
•
•

•

CAPACITY &
ADVOCACY

•
•

•

RISK
OUTCOMES

•

185 reduction from last year in safeguarding enquires (2016/17:
325)
Increase in % of enquires for the 18 – 64, 75 – 84 and 95+ age
groups
The majority of enquires continue to relate to females; 2014/15:
61%, 2015/16: 62%, 2016/17: 66%
In 2016/17, the most frequent reason for support is a result
of Physical Disability (PD) (46%), followed by Mental Health
Difficulties (MH) (23%) then Learning Disability (LD) (12%). In
2015/16 PD: 45%, MH: 27% and LD: 9%
In 2016/17 63% of enquires were raised by Social Care staff,
19% by Health staff and 17% by other (including friends,
relatives, and other agencies including housing)

The most frequent type of abuse reported is physical (33%),
neglect (27%), financial (16%) and emotional (20%)
The largest source of risk is from a known person source (53%)
and care staff (35%).
51% of abuse takes place in ‘own home’, 31% in ‘care home’, 9%
in ‘other’, 6% in ‘hospital’ and 3% in ‘community’
The location of ‘own home’ has increased from 2014/15: 42%,
2015/16: 42%, 2016/17: 51%

28% reduction in the number of adults who lacked capacity in
enquiries (2014/15: 135, 2015/16: 232, 2016/17: 168)
85 – 94 age group is the largest for lacking capacity in 2016/17,
previously this was aged 75 – 84 in 2015/16
Increase in the % of people who lack capacity that use advocacy/
support – 2014/15: 65%, 2015/16: 76%, 2016/17: 81%

During 2016 /17 there were 305 cases where a risk was identified
and action was taken in all cases
Where a risk was identified in 2016/17 there were 255 cases
(84%) where a risk was reduced during the investigation, 10 cases
(3%) that resulted in risk completely removed, 40 cases (13%)
where the risk remained
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Reporting concerns
Warrington has low threshold criteria for concerns of possible neglect or abuse. This is to ensure concerns
are not missed and are screened by a suitably qualified person.
This year, some work was done to improve the awareness of agencies reporting concerns and the quality of
information, including encouraging professionals wherever possible talking to the adult at the centre of the
concern, prior to reporting. There was also some work undertaken to ensure that concerns about medication
errors were managed through Health commissioners. This has resulted in a reduction in the overall concerns
reported since last year and there has also been a reduction in the overall number of safeguarding S42
investigations required.

Concerns
Pathway

Concern raised
& social worker
assesses which
of the following
responses is
needed

Complaint
managed
by relevant
organisation

Section 42
Enquiry

Care Quality
monitoring or
Incident for
NHS incident
investigation
No Further
Investigation

“Concerns” are screened by social work teams in the Council who carefully consider the
circumstances and risks of the situation being reported. A Section 42 enquiry means that the case
needs investigating as there are concerns of abuse and neglect. One of several agencies may lead
on the case such as a Social Worker, A Police Officer or a Health Safeguarding Lead.
Where concerns do not require further action following screening, this can be for a number of
reasons; including the situation is already resolved; initial discussions identify that concern is not
warranted; the person does not want support and the risks have been assessed as low; or the
concern needs to be passed on to another authority’s area.

Care quality monitoring is where a care provider
is supported to ensure they are providing safe and
effective care.
NHS incident investigations are where a health
service reviews practice following a national
investigation process to identify how issues can be
addressed. Sometimes these can also be Section 42
enquiries.
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Sources of Enquiry

Housing 2%

It is everyone’s responsibility to report
Other 9%
when they believe that an adult with care
and support needs may be at risk of abuse
or neglect.
Unknown to
The main source of enquiries came from
concerns raised by people working in care
services.
The majority of these were in residential
and nursing homes.

client 7%

Health staff
19%

Social Care
Provider staff
63%

There was a significant increase in reports
from GPs from a very low level previously.
Reports from members of the community
are very low.

So what does this mean?
This suggests a positive culture of reporting within residential and nursing care providers.
Many of the reports are concerns about the quality of care delivered as opposed to wilful neglect or abuse,
the levels of which are comparatively low.
Research shows that people with care and support needs can be more isolated than others and that being
isolated is a risk factor in terms of the likelihood of abuse or neglect occurring.

So what do we need to do next?
We will continue to encourage transparency and reporting of things that may have gone wrong and
concerns about care in the care sector and also raise awareness in other settings, where people and their
living arrangements are less visible.
The SAB wants to understand more about possible levels and types of hidden abuse and whether more can
be done to increase reports from our communities. We will be undertaking further research as part of the
Needs Assessment we are undertaking in 2017-8.
The SAB wants to continue to encourage reports from GPs and primary care professionals. We also need to
explore how to increase reporting from a wider range of sources, including the general community. This will
be done by be-spoke targeting campaigns and work with informal carers.
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Profile of People at Risk
In the year 2016-17 66% of people about whom
safeguarding concerns were raised were
female; up 4% from 15-16.
64% were over 65 and 36% under 65 years of
age, with increases from last year in the under
65 population, the 75 – 84 and over 95 years
groups.
46% of adults who were subject of a
safeguarding enquiry lacked capacity to make
decisions relating to their safeguarding plan
(this was a reduction from last year). 85 - 94
age group was the largest for lacking capacity
in 2016/17; previously this was aged 75 - 84 in
2015/16
Similarly to last year only 1.3% of adults
were from ethnic minority groups which is a
significant under representation of the local
Warrington population which is just under 7% of
the population

66%

Safeguarding
concerns
in 2016-17
were female

Lacked mental
capacity to
make decisions

46%

So what does this mean?

So what do we need to do next?

The profile of adults at the centre of a
safeguarding enquiry reflects the overall profile
of adults who receive care and support services.
This includes more females than males and the
age profile is reflective of the ageing population
and their care and support needs, particularly
with the oldest age groups.

The SAB needs to try to understand the low level
of reporting of cases involving males and BAME
population and also whether there are barriers
for people from certain communities both in
accessing support and in raising concerns.
SAB has been working to engage with people
from minority ethnic groups and other “invisible”
populations to encourage understanding and
reporting. This needs to continue to ensure
adults at risk in these groups aren’t facing
unrecognised barriers. The needs analysis we
are undertaking will help to better understand
our local picture.

Within this, however there is potentially a low
level of reporting of cases relating to males
and the Black and Minority Ethnic (BAME)
population. Part of the reason for this is that
they are also under represented in receiving care
and support services. This is partly explained for
the under-represented male population by the
longer life expectancy for women, but this does
not offer a complete explanation.
The additional vulnerability of adults who lack
capacity to make their own decisions about care
and treatment may be obvious. In 2016-17 there
was an increase in the proportions who received
advocacy support (81% up from 76% last
year). We continue to support and monitor the
uptake of advocacy support for those who have
substantial difficulty in contributing to their own
safeguarding plan.
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Who and What is being reported
The most frequent type of abuse reported is

physical 33%
neglect 27%
financial 16%
emotional 20%

Alleged Abusers & Type of Abuse

Dom Staff
Health Care Worker
Other Professional
Res Staff
Self Directed Support

The majority of abuse takes place in the adult’s
own home (51%). However, a significant amount
also takes place in care settings.

Day Care Staff
Main Carer
Neighbour/friend
Not Known
Other

The information tells us that a significant
proportion of abuse and neglect is carried out by
non-professionals who are known to the individual,
and are most likely to be a family member.
The next highly represented group are cases where
a residential or domiciliary staff member
was involved. A high number of these cases
concern allegations of the impact of poor care and
or concerns of neglect.

Other Family Member
Other Vulnerable Adult
Partner
Stranger

02

04

06

08

Discriminatory

Physical

Institutional

Sexual

Neglect

Financial

0

100

Emotional

So what does this mean?

So what do we need to do next?

Our data suggests the most likely people to be
responsible for the alleged abuse or neglect
is another family member or a residential or
domiciliary care worker. However, we need to
remember that the reporting of abuse and neglect
may be easier when the person is living in a care
home when the actual abuse and neglect may be
hidden when it takes place in their own home.

The SAB would like to better understand the
profile of abuse by non-professional people
and we will do that by conducting a Needs
Analysis (JSNA). This will help us to better target
information and support including to informal
carers.
The SAB needs to ensure that the relationship
between care quality issues and safeguarding is
understood by all partners to ensure that local
responses are proportionate and effective in
keeping adults at risk safe.
The SAB needs to continue to focus on care
quality in hospital and care settings to help
reduce the risk of things going wrong and to
ensure organisations are learning from serious
incident.
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Type of abuse experienced by Care
and Support Need
Adults with a physical health need (42%) or mental
health support need (23%) made up the biggest
groups who were subject to safeguarding enquiries.
Whilst the most frequently identified concerns are
possible physical abuse and neglect, the type of
alleged abuse varies according to the support need
of the adult.

We continue to raise awareness of the risks for
adults with a learning disability through direct
work and targeted information including the use
of self-advocates, supported by local advocacy
services.

Concerns about adults with a mental health need
were more likely to be about financial abuse than
other groups.
Concerns about adults with a learning disability were
more likely to feature physical and sexual abuse.

Type of Abuse
Discriminatory

Type of
Person ID

Physical
support

A significant number of the concerns relating to
neglect relate to unintentional harm associated
with poor care, lack of training or awareness
from professionals and a significant number of
alleged physical abuse concerns are linked to
poor management by professionals of assaults
from other adults with care and support needs in
care settings.

Support
Visual,
with
Hearing
Memory
dual
&
impairment Cognition

Social
Learning Mental
Disability Health Isolation
support support or other
support

1

No
PSR
1

0.19%

Emotional/psychological

100

45

1

4

13

22

5

10

18.83%

Financial

89

38

2

6

7

26

5

5

16.76%

Institutional

3

2

Neglect

128

66

3

14

14

18

3

10

24.11%

Physical

163

67

1

12

26

40

6

11

30.70%

Sexual

27

5

6

9

1

6

5.08%

Not recorded

20

5

3

7

1

4

3.77%

Total

531

228

69

123

21

47

1

7

36

0.56%

So what does this mean?
A number of safeguarding concerns are not as a result of intentional abuse but poor delivery of care.
Financial abuse of those with potential for capacity issues is an area of concern. There has been an
emerging trend around financial abuse by family members holding Lasting Power of Attorney1 for
relatives this year.
We have paid particular attention to certain groups of adults this year to try to ensure that the
preventive messages about safeguarding are relevant to their known areas of risk.

So what do we need to do next?
The SAB needs to monitor the emerging trend of financial abuse and any learning from such cases
to be able to share this with the community and empower them to protect themselves from abuse
and neglect.
The SAB needs to ensure that there is evidence based proactive work to monitor and improve the
quality of care services and the management of challenging behaviour in care settings to reduce
unintentional harm.
The SAB needs to focus on key keep safe messages for particular groups of people, such as those
with a support needs as a result of their mental health difficulties.

1. A lasting Power of Attorney is a legal document that allows a nominated person to make either health & welfare or financial decisions on your
behalf if you become unable to make these yourself. For further information see HERE

Age & Gender

Domestic Abuse and Safeguarding
National research shows adults with care and support
needs are more at risk of domestic abuse than other
adults.
There are a number of reasons for this, including
reliance on others for care and support and an
increased likelihood of isolation.

Age Range
Gender
0
85+

The Warrington Anti-Stalking Clinic Initiative has
identified that 83% of stalking victims were targeted
by ex-intimate partners.

65-84

20

18-64

30

Male

Female

Type of Abuse

48 adults safeguarded in 2016-7 were suspected
as having suffered some form of domestic abuse.
As nationally, the SAB anticipates this figure is an
under reporting of the level of actual abuse. There
are a majority of females in the data, but a higher
proportion of males than is the case with general
domestic abuse statistics.
Adults with care and support needs under the age of
65 are more likely to be subject to domestic abuse
and in particular, those with identified mental health
issues , followed by those with learning disability and
physical health issues.

10

Physical

11%

Neglect

8%

Sexual

44%

Emotional

29%

Financial
Multiple

6%
2%

Primary Support Reason
12
Learning
Disability

22
12
Mental
Health

Physical
Disability

1

1

Substances

No
identified
need

So what does this mean?

So what do we need to do next?

More research into safeguarding enquiries is
needed to establish if domestic abuse is an
underlying factor.

The SAB need to undertake further work to
ensure that domestic abuse is recognised
within situations involving people with care and
support needs. Particularly when looking at
forms of domestic abuse other than physical
assaults which may not always be as easily
identified.

We need to understand how the findings of the
anti-stalking clinic relate to adults with care
and support needs.

The issues around stalking and harassment,
alongside a local Domestic Homicide Review
means the SAB needs to provide awareness
raising around controlling and coercive
behaviour to ensure professionals can
recognise and respond appropriately.
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CASE STUDY
Protecting an adult with an Acquired Brain Injury from financial abuse
Safeguarding concerns were raised regarding an adult who lacked capacity to manage their own
finances as a result of an acquired brain injury. The concern was that the adult, who was living in a
care home, may be being financially abused by their appointee2 who was also their relative. Staff
had raised concerns about the lack of money available to the adult and there were issues regarding
the care bill. They had suspicions of misuse of the adult’s finances by the relative for their own
personal use.
Following the concern being raised, the Care Home, the Council Safeguarding team, the
Department for Work & Pensions, and the Police all came together with the adult’s representative
to immediately protect the adult from any further possible financial abuse and investigate the
concerns raised. In this process the Local Authority became the new appointee who would support
the adult to manage their money.
As a result of the safeguarding enquiry the police were able to work with the Crown Prosecution
Service to successfully convict the adult’s relative of fraud leading to a prison sentence due to the
thousands of pounds involved.
Although there are occasions where individuals may not wish to prosecute family members, in this
instance the adult’s representatives were happy that the protective measures were appropriate and
necessary to enable the adult to live free from abuse and able to access activities and support they
required.

2 An appointee is someone who acts on another person’s behalf when they lack capacity to deal with their benefits.
You can find more information out about being an appointee HERE

Safeguarding Outcomes

So what does this mean?

During 2016/17 there were 305 cases
where a risk of abuse or neglect was
identified during the enquiry. In all these
cases action was taken.
After the safeguarding S42 enquiry,
there were 255 cases (84%) where the
risk of further abuse had been reduced,
10 cases (3%) where it was judged that
the risk had been completely removed
and 40 cases
(13%) where
it was felt
that the risk
remained.

The reasons why a risk would be judged
to remain can vary and include an adult
exercising choice in declining support offered.
For example, by continuing to engage in a
relationship or lifestyle choice which presents
risks but which they do not wish to discontinue.
This reflects the principles of Making
Safeguarding Personal.
There is some evidence that professionals
dealing with adults at risk are reluctant to
record that all risk has been removed, as they
recognise the risk factors in the lives of adults
concerned and their support.

So what do we need to do next?
The SAB will continue to audit multi-agency
practice to ensure that Making Safeguarding
Personal Principles are evident within practice
and that there is an appropriate balance
between positive risk taking and safeguarding
activity.

Do people who receive social care services feel safe?
There has been a 1.2% rise in people using services reporting that they feel safe.
This is a continuation of the increase seen last year but at a slower rate.
At this time comparison figures are not available for reporting. This data suggests that service users
continue to feel safe in Warrington.
In relation to services making adults feel safe we similarly have a 1.7% increase and overall a reassuring
rate in relation to services making people feel safe (93%).

People say that services make
them feel safe
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Figure 2 Adult Social Care Outcome Framework- ASCOF
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* Please note these figures represents what was reported to government at the time of publication and so may be subject to change.

CASE STUDY
Empowering an adult with Autism to ensure his wishes and feelings direct support
There were concerns regarding a young man with Autism being vulnerable to abuse by some members
of his local community. Specific concerns were around being influenced by people he thought were
friends but were exposing him to criminal behaviour. This in the end led to him committing a crime. His
care and support needs were recognised by the criminal justice system but he remained at risk when in
the community.
Agencies came together to help him identify options to reduce the risk from his community and make
him feel safe. This involved the Third Sector, Social Care, Police and Probation Service creating a
package of care of keep safe work and supported accommodation. The agencies work with him on an
ongoing basis to develop general life skills such as cooking, cleaning and laundry and to become more
independent.
Professionals are conscious that this is a big change in his life and that they need to support him to
respond to the conflicted emotions and feelings he has around his previous situation.
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Local Safeguarding survey feedback
Adults who are directly involved in a safeguarding incident
are asked at the end of the safeguarding enquiry, whether
they are willing to provide feedback so that the agencies
involved can try to understand their experience.
This year 9 service users took the time to give their
feedback. Despite small numbers the comments
provided give valuable insight into the experience of the
safeguarding process and what the SAB should focus on to
help improve it.
•
•
•

Two thirds of the adults said that they told someone
straight away when they realised something was wrong
(an increase from 2015 - 16).
All reported that they were listened to and supported
throughout the process.
At the end of the process, all people who responded
stated they did feel safer. This is an increase of on the
previous year.

So what does this mean?
Overall the feedback is largely positive and suggest
that once people come forward they are receiving the
response we would expect and in line with Making
Safeguarding Personal (MSP).
Some people are unaware of the possible abuse or
neglect before others identify it. However there can be
other barriers to reporting.
It is clear that whilst most professionals may be able
to engage, support and listen to adults who are at
risk, enabling them to feel in control of their situation
is more challenging and can be hard to achieve. Being
person centred means whenever possible supporting
adults to make the choices that they feel are right for
them and that their overall wellbeing is central to this.

So what do we need to do next?
The SAB needs to improve the level of responses to
the survey – this year it will also be sent to advocates
for adults who have required their support to feedback
on their behalf.

“I didn’t tell because I was
in a mental hospital and
was very confused at the
time”

“I felt listened to,
involved, valued, in
control, happy and
safer”
“I felt truly
supported during
this difficult time. I
felt that I wasn’t alone
in dealing with this. The
safeguarding manager
showed genuine
compassion and
understanding”
“I now feel safer
and have more
help to care for
my sister”
“The
perpetrator was
taking money from a
vulnerable person.
She was removed
from the service
and the problem
resolved”
“We
needed to know
the circumstances of
mum’s fall and whether
safeguards had been in
place and her care after the
fall was appropriate. This
was done and detailed by
safeguarding”
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Advocacy
Advocacy is all about helping people to speak up
and get involved when decisions are being made
about their life.

to make it easier for people to access the right
kind of advocacy at the time they need it and with
continuity of support.

Advocacy seeks to ensure that the most vulnerable
people in our communities:
• have their voice heard on the things that are
most important to them
• defend and safeguard their rights
• have their views and wishes genuinely
considered when decisions are being made
about their lives

In the first 4 months of its operation:
• 126 adults were supported with advocacy
• In total 1,613 hours of advocacy were delivered

In December 2016, a new advocacy hub was
launched in Warrington. Jointly commissioned by
the Council and Clinical Commissioning Group,
the new advocacy hub is a collaboration between
Warrington Speak Up and Together for Mental
Wellbeing based in the town centre. It brings
together different advocacy services in one place

This has resulted in a wide range of outcomes:
• adults having their rights upheld
• being supported to access services
• having their wishes and views heard
• being supported to make a life changing
decision such as where to live or whether to
have medical treatment
• Positive feedback from a range of agencies
Benchmarking suggests that in terms of
compliance with statutory duties, there is a
high level of advocacy being used in Warrington
compared to similar areas.

So what does this mean?
The SAB has gained assurance that good quality
advocacy is available and being accessed in
Warrington.
Whilst there is a high level of demand to be
monitored there is evidence that the new hub
model provides the flexibility between types of
advocacy to meet the changing local demand.

So what do we need to do next?
The SAB is aware that there is increasing
demand for professional advocacy support and
there is particular pressure in certain areas
including supporting assessments under the
Care Act and for people who are subject of the
Deprivation of Liberty Safeguards who do not
have another relevant person to help them
achieve their legal rights.
The SAB will continue to promote the use of
advocacy and monitor the levels and quality of provision. The service has a
very important role in representing the experience of adults in Warrington
to the Safeguarding Adults Board.
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Assurance around Health and Social Care in Warrington
Throughout the year the SAB recieves regular information to keep it assured about the quality and safety
of health and social care provision.
In Warrington there are 3 main NHS Trusts, several independent hospitals , and approximately 80
registered care providers (care homes, domiciliary care and supported living providers).
On a quarterly basis the SAB via sub groups recieves updates on CQC inspections, trends and themes
across the health and social care economy and will ask for progress reports in areas where there are
concerns.

Care Homes & Domiciliary Care Providers
In 2016/17 86% of care homes were considered to be compliant (rated good or outstanding) against the
Care Quality Commission’s (CQC) standards. This figure comes from a combined analysis of services
against the new and previous CQC approach to inspection. This figure is much higher than the national
average of 72%.
Warrington was the highest rated for care homes without nursing beds in the North West currently rated
outstanding or good and fourth placed in the region for Care homes with nursing provision. 1 care home
in Warrington has been rated as outstanding.
There were 12 services (care homes, domiciliary care and supported living providers) at the end of
2016/17 that were assessed amber (requiring improvement) against the Council & CCG care quality
monitoring framework receiving monitoring - No services were rated Red (inadequate). Monitoring
involves regular visits by specialist staff to see progress against the agreed improvement areas.
At the end of the year 82% of Domiciliary care providers were considered to be compliant against the
Care Quality Commission’s (CQC) standards.

Healthwatch conducted a survey with home care
users in 2016-17 “Opening the door: Exploring the
quality & safety of Care delivered at Home”. This
document revealed:
•
•
•
•

85% of service users describe themselves as
‘very satisfied’ or ‘satisfied’ with their home
care, only 4% are not satisfied
Overall, 90% said they do not have any
concerns with their care
96% feel carers communicated with them well
97% feel that carers treat them with dignity
and respect

This provided some assurance around satisfaction
levels. However, we need to continue to monitor
performance in this area as we know there are
pressures in the market that could impact on
quality and safety.

85%

very satisfied
or satisfied

90%

do not have any
concerns with
their care

97%

feel that carers
treat them dignity
& respect
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NHS Providers and Independent Hospitals
There are 3 main NHS Trusts in Warrington which are regulated by CQC using the categories
outlined below:

Outstanding
The service is performing exceptionally well.
Good
The service is performing well and meeting our expectations.
Requires improvement
The service isn’t performing as well as it should and we have told the service it
must improve.
Inadequate
The service is performing badly and we’ve taken action against the person or
organisation that runs it.

July 2016
Overall Good

June 2016
Overall requires
improvement

There are also a number of independent hospitals and the
number and type can change from year to year. Often patients
in these settings will not be local
residents as the places will be
commissioned by other areas.
In 2016-17 one of these hospitals
was rated as inadequate by
CQC and placed in special
measures. The SAB, Council
and CCG have worked with NHS
England to support the delivery
of an improvement plan with the
provider.
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July 2015
Overall requires
improvement

CASE STUDY

How Healthwatch worked in partnership with an adult and their family to improve
standards of care
Healthwatch became aware of a concern via community members regarding the quality
of care being experienced by an elderly woman in a local care home due to a fall. This
resulted in a hospital admission due to a head injury.
Healthwatch contacted and met with the adult’s relative to discuss the incident and their
experiences. They described how she had experienced low staff numbers, difficulty in
managing toileting needs and poor communications of care plans during staff handover
periods.
Healthwatch recognised that this was an unheard voice that needed to be brought to the
attention of the Councils Safeguarding Team for advice and guidance. As a result of their
support a full review of the care of the client took place and the Care Quality Monitoring
Team worked with the provider to address the concerns identified.
The outcome for the adult involved was that via their advocates they were able to challenge
unacceptable standards of care.
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Deprivation of Liberty Safeguards (DOLS)
The Deprivation of Liberty Safeguards (DoLS) are safeguards that provide a legal framework to
protect adults who lack capacity to decide for themselves about their care and treatment and that
where deprivation of liberty is unavoidable, decisions are made in their best interests.
The Council is the organisation responsible for authorising the DOLS assessments which apply to
adults in care homes and hospitals. Following a decision made by the Supreme Court in 2014, the
Council as nationally, has received a spike in the volume of authorisations and has implemented a
nationally approved risk management system to prioritise them. Progress is formally monitored,
reported and reviewed on a monthly basis.
In 2016-17 there were:
• 1,260 requests for an assessment, an increase of 50 from the previous year
• 1,050 requests were completed compared with 760 the previous year
• At the end of the year 615 assessments were outstanding, which was a reduction of 8% at the
end of the previous year
The DoLS process can help to give assurance about the care that the most vulnerable adults
are receiving. It can also result in changes, that may be significant or small but that make such
an important difference to every day life, such as ensuring the person takes part in particular
activities or has contact with people who are important to them.

CASE STUDY
How the DOLS process promoted
proportionality when balancing risks against
quality of life
One man was supported through the DoLS
process to move to a community placement from
a secure care home where he had been unhappy.
This was a long process and there were a number
of risks that needed to be considered and carefully
managed.
The DoLS assessor came across him out shopping
sometime after the move, observing:
“He looked great: he’d put on weight and was
dressed really smartly. He said how much he was
enjoying his new place and that he felt ‘free as
a bird’. The nice thing was that he was just like
everybody else in the Supermarket: going about
his business, moaning about the price of plastic
bags (probably). It’s hard to believe that this time
last year, he could not go out on the porch for a
fag without supervision”.
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SECTION 3: Progress against our priorities
The following sections summarise some of the key areas of progress that the SAB has made in each of
our priority areas with future areas for focus for 2017-18.

In 2016-17 we focussed on:
1. Listening and Responding to Adults at Risk
Why it’s important…

We need to gain assurance that the adult is at the centre of what all partners do.

What we have achieved…
The Board has monitored the national reviews of
Making Safeguarding Personal and how this can be
embedded across all agency practice as a result:
•

•

•

•

•

•

The Council has conducted audits to look at
where the outcomes of safeguarding activity
meet the wishes of the adult
The hospital has empowered their patients
by asking their views on what changes need
to be made to support them to engage with
safeguarding
The Third sector in Warrington provides
advocacy and advice to support individuals to
voice their experiences of abuse and neglect
Bridgewater Community services have made
changes to their reporting to ensure the voice of
the Adult is heard in all cases
Healthwatch collected the experiences of local
people in relation to Health and Social Care
services to ensure these shape safeguarding
practice and services
Northwest Boroughs, a mental health service
provider, developed policies and learning
processes with its service users and their
Carers alongside offering training for service
users/Carers to improve the quality and safety of
services

•

Warrington Ethnic Communities Association
(WECA) and the Council of Faiths have worked
with us to ensure they are involved in “Invisible
Communities” safeguarding activity – WECA
now have a Modern Slavery awareness focus for
2017-18

WECA have been working with Council
wellbeing services staff to support the
integration of refugee families into the area.
WECA are vital to the process as they often
can help liaise with the formal services to
encourage ethnic minority communities to feel
empowered to engage.
WECA have taken on a range of informal
support roles from finding volunteer
interpreters, arranging Halal groceries,
transportation to and from the mosque and
introductions to key community members
and services. They have raised up £1000
from the community to support new arrivals
since January 2017. They also have dedicated
befriender volunteers who continue to support
these new families in day to day activities,
accessing English as a second language and
practical advice on the local area.
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•

Public Health have requested that their
commissioned services review their
processes to ensure adults’ voices and
wishes are central to practice

•

The CCG engagement team chair a Health
Forum where patient experiences of health
services can be discussed
With our local advocacy groups we’ve
redesigned the Feel Safe, Keep Safe booklet
to ensure that information on recognising &
reporting abuse is accessible

•

•

Self-advocacy groups have, supported by
the Third Sector, explored any safeguarding
issues/experiences on a regular basis, with
input from the Councils safeguarding team

•

Reviewed the purpose of Safeguarding Adult
Forum to ensure the service users voice is
central to its purpose

What’s next?
•

•

•

•

We want to enable everyone in Warrington to be
alert to abuse and know how to report it – we will
update our methods & target awareness raising
to help the community to engage in safeguarding
activity
We want to ensure service users and Carers are
effectively represented at Safeguarding Adult
Forum so the voice of the adult is heard by WSAB
We want Making Safeguarding Personal to be
embedded across the partnership – we will
continue to audit practice against national
initiatives
We want to improve the take up of our
safeguarding feedback survey
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2. Developing a Preventative & Learning approach to safeguarding
Why it’s important…

Focusing on prevention in safeguarding and learning from things that go wrong are vital if we are
to reduce experiences of abuse and neglect.

What we have achieved…
•

•

•
•
•

•

The Police have explored how they can more
effectively identify disability hate crime whilst the
Third sector continues to facilitate the reporting
of hate crime and to support vulnerable victims
The Police and Northwest Boroughs completed a
12 month pilot of an Anti-Stalking Clinic Initiative
(ASC-I). This forum has been supporting stalking
victims through developing a risk management
plan designed to protect them

Supporting the Cheshire Anti-Slavery network to
raise awareness of Modern Slavery leading to:

Further developed our approach to sharing
information & learning from experience:
Development of 7 minute briefings to cascade
lessons from SARs
Dissemination of safeguarding adults pocket
guides by NHS England to frontline health
staff such as GPs and Dentists
Development of an audit process for multiagency case practice, service user feedback
and S42 decisions

•

•
•
•

•

The Council publishing a Transparency
Statement
developed training materials and delivered a day
for frontline professionals
Distribution of modern slavery and trafficking
information to NHS England providers and
frontline health staff
Northwest Boroughs running a conference on
Modern Slavery
Sexual Health Services providing testing,
support, advice and treatment to women
trafficked as sex workers

Continuously refined our SAR process after each use to improve the process for all involved Created a SelfNeglect policy statement with practice guidance including legal frameworks and risk assessment:
•
•
•
•
•
•
•

The Hospital, Bridgewater and Northwest Boroughs trialled the risk tool
Citizens Advice Bureau continued to promote safeguarding risks where eviction from properties was
being considered
Healthwatch trained their Enter and View volunteers to ensure safeguarding and care quality issues are
identified
Northwest Boroughs had a Collaborative Quality Visit to drive up standards to improve service user
experiences of care
The Probation Service in collaboration with other agencies has focused on increasing accessibility for
particular groups of service users
Public Health working with Sexual Health service providers have created a database of adults at risk so
concerns and repeat issues can be identified and responded to
Cheshire Fire Service completed over 40,000 Home Safety Assessments to over 65’s and people at risk
from fire, to introduce the new ‘Safe and Well’ visits. These aim to identify those with unmet support
needs and ensure they are flagged to partners

What’s next?
•
•

Pilot our new audit tools and processes to
ensure they are fit for purpose
Undertake joint audits with the
Warrington Safeguarding Children Board
(WSCB) and Warrington Domestic Abuse
Partnership (WDAP)

Ensure we are supporting partners to
promote good practice initiatives.
•
•
•

•

•

Support the NHS England App for health
staff with access to LSAB websites
Support NHS England priority of raising
awareness of FGM, Prevent and MCA
Support Third Sector leads to monitor the
Safe Places scheme and explore how we
can recognise the impact of Hate Crime
on adults at risk
Access updates on the stalking clinic
outcomes and the bid for an Independent
Stalking Advocacy Case Worker
Monitor the role out of Safe and Well visits
around loneliness and social isolation in
late 2017 by Cheshire Fire Service
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3. Ensuring the right people are in place with the right skills
Why it’s important…
It is vital in safeguarding work that people who work with adults at risk have the skills and
knowledge to prevent and respond to abuse and neglect.

What we have achieved…
•

Encouraged greater understanding and
awareness of the implications of the Mental
Capacity Act:
»» The Council and Clinical Commissioning
Group developed & distributed a public
leaflet for GP practices and delivered
training to improve awareness
»» The Council, CCG and Advocacy service
provided a workshop for a range of local
providers to improve understanding

•

Launched lunchtime workshops to offer
bitesize opportunities to develop and refresh
safeguarding skills & knowledge

•

The Council undertook a project exploring
Domestic Abuse in the adult with care and
support needs population

•

A review of training identified compliance of
agencies around safeguarding training:
»» The Hospital have increased training
compliance to 91% at level 1 and 87% at
level 2 and are going to implement a level 3
training package
»» Healthwatch are working to train and inform
wider groups i.e. local elected councillors, in
partnership with the Council
»» The Probation Service has ensured
safeguarding adult issues now feature in
MAPPA referral paperwork
»» The Police have developed training in the
Mental Capacity Act and Safeguarding
alongside a programme of domestic abuse
training which focuses on Coercive Control
and vulnerability in Domestic Abuse
»» The CCG have included safeguarding adults
sections within GP training to ensure they
can recognise and respond
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•

Developed a WSAB training programme
promoted and delivered by partners:
»» Care Act training is delivered by the Council
with support from Speak Up, Health and
Police
»» Warrington Voluntary Action promote the
programme to help attract smaller faith &
community groups
»» A range of partners have ensured links are
made from their safeguarding webpages to
the WSAB site
»» Delivery of a North West area Coercion and
Control Train the Trainer Masterclass with
Research in Practice for Adults

•

Ensured training focuses for Safeguarding
Adults reflect emerging issues and changes
coming from the Care Act 2014 legislation:
»» NHS England delivered executive
masterclasses to raise awareness of
Prevent, Slavery and Human Trafficking
within health organisations
»» Bridgewater Services Level 3 training now
includes Self Neglect and Domestic Abuse
»» The Hospital have attended modern slavery,
domestic abuse and MCA training to enable
information to be shared across the trust
alongside links to WSAB resources

What’s next?
•

•

•

•

•

•

Roll out workshops around Coercion and
Control in relation to Adults with care
and support needs
Develop Group B Safeguarding training
to support professionals to participate
in and contribute to safeguarding
processes
Review the Domestic Abuse data project
and ensure robust recording processes
are in place moving forward
Ensure there is widespread awareness
of the Herbert Protocol initiative3 across
Warrington
Deliver events for the third sector and
smaller voluntary groups to continue
to encourage their involvement in
safeguarding activity, ensure access to
quality training and information
Monitor how partners are effectively
cascading learning from SARs within
their own organisations

3 This is a Cheshire Police initiative to effectively respond to missing episodes of
adults with dementia. More
information can be found HERE
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4. Ensure we are checking and doing the SAB’s business
Why it’s important…
WSAB is the strategic partnership established to hold agencies to account and provide assurance
that local safeguarding arrangements are helping and protecting adults in Warrington.

What we have achieved…
•

•

•

•

Designed a new performance dashboard so
we can see what the data is telling us needs to
happen locally
Worked with local prisons to ensure they have
robust safer custody processes including;
attendance at the Safeguarding Adult
Forum, training sessions to custody staff
and presentations to Board on safer custody
processes
Worked with further education colleges to
develop an audit tool for safeguarding to ensure
they are responding effectively to adults with
care and support needs
We have encouraged partners to share
their challenges and success at board. This
discussion of individual activity is helping lead to
a multi-agency perspective on safeguarding

Working with other partners, Third
Sector representatives have fulfilled
a key role in a Community Safety
Partnership led Domestic Homicide
Review and WSCB Serious Case
Review – Third Sector leads scrutinise
partner’s processes acting as a “Critical
friend”. They offer a perspective from
outside of the usual case management
system. They are key to ensuring
that interventions are necessary,
proportionate and in the best interests
of the adult.

•

•

•
•

•

The Council and CCG have worked with Care
Providers to develop a self-assessment
tool which helps them manage and provide
assurances about the quality of local care
provision
We have worked with Bridgewater, Northwest
Boroughs, CCG, the Council and Care providers
in the area to develop a guidance document
around safeguarding concern pathways to
enable agencies to better understand the
responses available locally and the integration
with Health Care investigation processes
We have run several Safeguarding Adult Review
(SAR) multi-agency screening panels during this
We have run several Safeguarding Adult Review
(SAR) multi-agency screening panels during this
period.
We have developed protocol for members that
highlights their roles in sharing the WSAB
priorities within other forums and reporting back
on the activities of these into WSAB:
»» Northwest Boroughs have joined the Channel
Panel to ensure they are linked into the local
partnership arrangements
»» To ensure the voices of the service users
are heard within safeguarding forums,
Healthwatch are represented within SAF.
»» Bridgewater Community Services Named
Nurse sits on the Warrington Safeguarding
Health Provider Leads Forum to share
safeguarding issues and information in order
that health providers work together to ensure
that adults at risk are safe and achieve their
full potential
»» The Council and CCG are members of the
North West Quality Surveillance Group and
regularly update regional trends and themes
to the Executive sub group
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•

Delivered a joint development half day for WSAB with
WSCB so that both Boards could review priorities and
act as critical friend to each other in relation to work
plan development

•

Following a safeguarding investigation into the care
provided to Dialysis patients at a local hospital the
Council, CCG and NHS England identified concerns
to the Dialysis Service provider which led to an
independent review at a national level. This has resulted
in the delivery of a monitored improvement plan to
ensure the dignity and safety of patients is maintained

•

The SAB shared concerns in relation to a local nursing
home with other areas via the Quality Surveillance
Group. This identified that other areas had similar
concerns with the organisation which is a national care
provider. This resulted in NHS England working with the
provider to address safety and quality standards for their
residents

What’s next?
•

•

•

•

•

•

•

Finalise the safeguarding audit tool & launch it
more widely as an aid to agencies wanting to selfassess their safeguarding infrastructure
Monitor the development of the adult focused
contribution to the Multi Agency Safeguarding Hub
(MASH) arrangements
Ensure that issues of capacity either within the
market or individual partner organisations remain
on the WSAB risk register for scrutiny and support
Ensure progress on the development of a national
Domestic Abuse Audit tool for the National
Probation Service is monitored by WSAB
Receive the findings from the Public Health review
of commissioned services in relation to adult
safeguarding processes in late Autumn 2017
Receive assurances from the Hospital in relation to
the impact of their MCA/DOLS improvements on the
effectiveness of the organisations response to this
area
Receive assurances regarding Cheshire Police in
relation to HMIC Effectiveness Inspection and HMIC
PEEL Vulnerability Inspections
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SECTION 4: Learning from Case Reviews
•

The SAB is required to identify whether or not cases where someone has died or suffered significant
harm require a Safeguarding Adult Review4 (SAR) to ensure lessons are learned that would reduce the
risk of harm happening again in the future.

Locally this happens by agencies referring a case into our Safeguarding Adult Learning and Review
subgroup.They then review the case to see if it meets the SAR criteria:
•
•
•

an ‘adult at risk’ has died and;
abuse and neglect was suspected to be a contributing factor to their death; and
where there were grave concerns about the way in which agencies had worked together to safeguard
the individual concerned.

In 2016/17 we received 5 SAR referral forms. Within this 2 were made in error as
professionals were attempting to report safeguarding concerns. In both cases they were
redirected and encouraged to re-refer once the safeguarding processes had progressed
if they felt they had identified potential SAR cases. For the 3 valid referrals one case was
reported to another areas SAB as the safeguarding enquiry established that the potential
concerns around multi-agency practice related
to agencies in the other area that had placed
the adult in Warrington. The other two were
taken forward to a screening panel and in both
cases, further review was required. One case
required a SAR under the statutory criteria. In
the other case a discretionary review has been
triggered.
We also work on other forms of review as
a partner to the process as required. For
example, partners participated with Halton on
a SAR exploring mental health service support
to a young person transitioning from children’s
to adult services. We have also supported a
local Domestic Homicide Review that has been
managed by the Community Safety Partnership.
However, details will only be included in the
annual report when there are specific elements
agreed for the SAB to monitor.

4 SARs are now a statutory requirement for SAB whereas previously the Board would conduct serious case reviews as
best practice guidance.

Warrington Safeguarding Adults Board Annual Report 2016/17 31.

CASE SUMMARIES

Case D Summary: Referred January 2017 – Adult D
Concerned a choking incident of an adult male in an independent hospital, who sadly later died.
Adult D had very specific care plan that recognised a significant risk of choking and there were
concerns that this plan was not adhered to as required.
The screening panel reviewed the case through chronology submissions and interviews with some
of the practitioners involved. The panel concluded that the issues were primarily single agency
and on this basis this case did not meet the criteria for a SAR as there were not concerns about
how partners had worked together.
The panel felt that some clear lessons had been learnt from the screening process that would be
beneficial to be shared with the wider partnership, these included:
•

•

•
•

Awareness of gaps in CQCs registration process. This was a newly registered hospital
and agencies had assumed assurance through CQCs registration process. However, no
inspection or detailed review had been undertaken and when this did occur failings were found.
Practitioners consequently need to understand the limitations of the CQC registration process
with new providers.
There is a national challenge around safe “spot purchasing” of beds in private hospitals by
CCGs – NHS England are exploring establishing a framework to support a consistent approach
to assessing quality and risk monitoring. This is an area the WSAB need to engage with
regionally and monitor and report on locally
The process of Speech and Language Therapy (SALT) input to those adults at risk of choking in
private hospitals was not consistent – this hospital did not have a clear access pathway.
It is very important that people delivering care to those at risk of chocking have access to best
practice guidance.

Subsequently, it was agreed the Board would support the following activity:
1. Write to CQC to identify what they had learnt about gaps in their current registration process
2. Monitor NHS England’s progress in establishing a framework for quality assuring and risk
monitoring on spot purchased beds
3. Produce a concise overview of this case with practice guidance in relation to adults identified at
risk of choking.

Case E Summary: Referred February 2017
This case concerned an elderly woman who was residing in a care home in Warrington and
suffered a knife attack from a visitor. Fortunately she did not suffer life-threatening injuries. The
alleged attacker was detained under section 2 of the Mental Health Act and was arrested for
attempted murder.
The safeguarding enquiry established that the alleged attacker had a long-standing history of
mental health issues and that there were potential gaps in her care and treatment in another area
had made this incident possible. There were no identified measures that the care home could have
been expected to take that could of prevented the attack.
The Independent Chair determined that the SAR criteria was not met, in terms of issues with our
local agencies joint working to safeguard an adult with care and support needs. It was decided
that information would be shared with the other area’s SAB in order that they could convene a
local review into multi-agency practice around the management of the alleged attacker. We have
requested to be informed of their findings so these can be shared locally.
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CASE SUMMARIES

Case G Summary: Referred March 2017
This case involved an attempted murder. The case appeared to occur in the context of increasing care
and support needs for both parties with concerns about each of their mental wellbeing.
The panel recognised reviewing the chronology leading up to the incident a pattern of crisis points in
relation to carer breakdown followed by a pattern of declining agency support which was not unique to
the case. Whilst the panel did not believe that the outcome of this case could have been predicted it
was felt that a review would be beneficial to understand if there was any learning.
In conjunction with the Independent Chair it has been agreed that a concise SAR will be taken forward
using the Individual Management Review process. An independent author is to be sought to construct
a final SAR overview report.

Update on SAR Adult A activity within
2016-17
An Executive summary for SAR adult A was
CASE
G SUMMARY
published
on the WSAB website in October 2016
once the family had been given the opportunity
to review the findings. This can be found at
www.warrington.gov.uk/WSAB under the
Professionals’ section.
A data review has been undertaken to scope the
number of adults turning to local mental health
services when children are being formally
removed from their care. Once completed this
is to be reviewed by WSAB to discuss next steps.
In line with the family’s wishes we have held
multi-agency workshops to raise awareness of
the case and lessons learnt utilising a 7 minute
briefing. Alongside this we have asked several
groups, such as Transition, Complex Families
and the Missing

Child Sexual Exploitation and Trafficking group,
to review the case and identify if any of Adult
A’s earlier life experiences indicate the need for
changes to their current processes.
The Local Authority was asked to review its
current support services around families
moving towards formal court proceedings in
light of the SAR. There have been additional
processes put in place to support families to
avoid reaching court proceedings by offering
early support and interventions. Alongside
this a bid was made to pilot the PAUSE4 model
locally.
We will continue to progress the action plan
for this case in the coming months and where
scoping activity was identified we will take the
new actions identified from this into the WSAB’s
annual work plan to ensure the learning
process continues to inform our work.

4 PAUSE is a model aimed at breaking the cycle of repeat child removal by intervening when women have no children
in their care to address the issues involved. Further information can be found HERE
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SECTION 5: Our Resources and Funding Arrangements
In 2016/17 the SAB support team and budget was merged with the team for Warrington Safeguarding
Children Board (WSCB). This was to create a more efficient shared resource across safeguarding. The total
budget available for the Safeguarding Board team was £400,363 which was comprised from £136,076 carry
forward and £264,287 from partner contributions. The breakdown of contributions is shown below.

Budget 2016-17 Breakdown
Warrington CCG £37,872
Warrington & Halton Hospital
£26,719

9.46%

Cheshire Police £25,000

6.67%

Bridgewater Community
Healthcare £6,312

33.99%
8.74%

37.00%

Five Boroughs Partnerhsip £6,000

1.58%
1.50%
0.61%
0.32%
0.14%

National Probation Service £794
(16-17) & £1,638 (15-16)
Community Rehabilitation
Company £1,274
Cafcass £550
Local Authority £148,128
Carry Forward £136,076

The total spends for 2016/17 was approximately £328,824.87. The main costs of the SAB stem from
Independent Chair and Employee costs who ensure the functions of the SAB are discharged. The
next highest costs accrued are those associated with housing a team. The increase in staff costs is
as a result of the revised team structure and the employee changes for the SAB that took place in
quarter 4 of 2015-16.

WSAB Budget Overview

The joint budget will be carrying forward
£71,538.13 which will ensure the viability
of the team for 2017-18 to undertake the
proposed WSAB activity.

*SAB Consultancy costs relate to SAR A and only those incurred in 2016/17 so do not reflect
total costs of the Review
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SECTION 6: WSAB priorities from the 1 April 2017 to 31 March 2018
Our Vision is to:
Oversee local arrangements to ensure that safeguarding adults at risk is prioritised and
coordinated effectively. We are committed to continuous improvement, learning from experience
and enabling vulnerable adults at risk.
We aim to develop evidence that provides us assurance that all adults at risk of abuse or neglect
across Warrington are able to live safely, free from the fear of abuse, neglect or victimisation.
Our priorities are to:
• Listen and do when adults tell us about their experiences of abuse and neglect, and the
services and support they receive
• Develop a preventative and learning approach to support, safeguard and protect adults at risk
of abuse and neglect and ensure that when things do go wrong, we learn and improve.
• Make sure and evidence that there is a good range of multi-agency safeguarding training for all
professionals who come into contact with adults at risk so that they have the right people with
the right skills to protect adults from abuse and neglect.
• Develop our doing the business and checking of adult safeguarding so that we can be confident
that all is being done to prevent abuse from occurring and that interventions are proportionate
and in the best interests of the adult

What’s next?
The Warrington Safeguarding Adult Board
(SAB) Strategic Plan outlines the work we
plan to undertake over the next three years to
achieve our aim and can be accessed at www.
warrington.gov.uk/wsab under “The Board”
section.

Monitoring and review
The work programme for the Strategic Plan is
a living document which will develop each year
as activity is commenced and completed. The
SAB will monitor progress against currently
identified activity and outcomes via its Executive
sub group quarterly. The sub group will ensure
activity is timely, identify when additional
activity needs to be agreed and report any
exceptions to the SAB.
The SAB will also seek external scrutiny
through half yearly updates to the Health and
Wellbeing Board.
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Appendix A

Glossary of Terms
Term

Definition

Advocacy

Advocacy is a process of supporting and helping people to express their
views and concerns; access information and services; and defend and
promote their rights and responsibilities. This may include providing
encouragement or representing their views.

Allegation

An allegation is when someone claims that an individual has done
something illegal or wrong. At the allegation stage there is often no
specific evidence available to ascertain the truth of the claims.

Care Act 2014

This is a key piece of legislation which sets out how the Warrington
Borough Council should respond to individuals with care and support
needs. Alongside this it as set out how Safeguarding Adult Boards
should be established within each Local Authority area and the
expectations on their activity.
For more information see:
https://www.gov.uk/government/publications/care-act-2014-part-1-fact
sheets/care-act-factsheets

Care Quality
Commission (CQC)

The independent regulator of health and social care in England. They
ensure health and social care services provide people with safe,
effective, compassionate, high-quality care and encourage care services
to improve.
They do this through monitoring, inspecting and regulating services to
make sure they meet fundamental standards of quality and safety and
publish what they find, including performance ratings to help people
choose care.
For more information see:
http://www.cqc.org.uk/content/who-we-are

Community Safety
Partnerships

Community Safety Partnerships are local statutory bodies made up of
Councillors and independent people from each local authority area.
They work together to make a community safer by focusing on issues
which matter most in your area.

Deprivation of
Liberty Safeguards

The Deprivation of Liberty Safeguards (DoLS) provide additional
protection for the most vulnerable people living in residential homes,
nursing homes or hospital environments (and more recently some
housing with care environment) through the use of a rigorous,
standardised assessment and authorisation process. They help to make
sure that a person’s liberty is restricted legally, and that this is done
when there is no other way to take care of that person safely. Following a
Supreme Court judgement on cases in Cheshire West and Surrey, there
has been a broadening of the circumstances of care that might now
constitute a deprivation of liberty. As a result the number of applications
for DoLS has increased significantly across the country.

Disability
Awareness Day

Disability Awareness Day (DAD) is the biggest non-profit disability
exhibition led by volunteers in the UK. It is held by Warrington Disability
Partnership and attracts more than 25,000 people every year. The day
aims to raise awareness to the voluntary, statutory and private services
available to people with disabilities.
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Term

Definition

Domestic Abuse

V iolent, controlling and/or threatening behaviours between partners of
f amily members.

Domestic Homicide
Review

Domestic Homicide Review refers to a review of the circumstances in
which the death of a person aged 16 or over has or appears to have
resulted from violence, abuse or neglect by a person whom he/she was
related or had been in an intimate personal relationship, or a member
of the same household. They aim to establish what lessons can be
learned from the domestic homicide regarding the way in which local
professionals and organisations work individually and together to
safeguard victims.

Health and
Wellbeing Board

Established and hosted by local authorities, health and wellbeing boards
bring together the NHS, public health, adult social care and children’s
services, including elected representatives and Local Healthwatch, to
plan how best to meet the needs of their local population and tackle local
inequalities in health.

Healthwatch

Healthwatch are the local consumer champion in health and social
care. They have significant statutory powers to make sure that the voice
of the consumer is strengthened and heard by those who commission,
deliver and regulate services.

Independent
Mental Capacity
Advocate (IMCA)

IMCAs are a safeguard for people who lack the capacity to make
important decisions: including making decisions about where they live
and serious medical treatment options. IMCAs advocate by
representing people where there is no one independent of services,
such as a family member or friend, who is able to represent them.

Learning Together

L earning Together supports learning and improvement in safeguarding
adults and children. They help local safeguarding children boards,
safeguarding adults boards, and their equivalent organisations to:
• use systems thinking to gain a deeper understanding of current
l ocal practice and cultivate an open, learning culture
• build internal capacity by having staff trained and accredited in the
L earning Together approach to reviewing
• undertake rigorous case reviews and audits using a core set of
principles and analytic tools
• access a pool of accredited independent reviewers as required by
s tatutory requirements
• build on the experience and findings of previous reviews as part of
t he Learning Together community.

Local Government
Association

The LGA are a politically-led, cross-party organisation that works on
behalf of councils to ensure local government has a strong, credible
voice with national government. They aim to influence and set the
political agenda on the issues that matter to councils so they are able to
deliver local solutions to national problems.

Making
Safeguarding
Personal

The Making Safeguarding Personal programme was established by the
LGA to develop person-centred, outcome focused responses to
safeguarding adults.

Mental Capacity Act

The Mental Capacity Act 2005 is a law that protects and supports
people who do not have the ability to make decisions for themselves.
This could be due to a learning disability, or a mental health problem
or condition such as dementia. The act applies to people aged 16 and
over in England and Wales.
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Term

Definition

Migration

Migration is the movement of people from one place to another. The
reasons for migration can be economic, social, political or environmental.

Multi-Agency
Public Protection
Arrangements

Multi Agency Public Protection Arrangements (MAPPA) is the framework
which joins up the agencies who manage offenders. The fundamental
purpose of MAPPA is public safety and the reduction of serious harm.

National Health
Service

The National Health Service (NHS) is the publicly funded healthcare
system for England. It is the largest and the oldest single-payer
healthcare system in the world.

Peer Review

A peer review is an evaluation of adult safeguarding work by specialists
working in the same field to make sure that it meets the required
standards. The Review aims to help the council and its partners to
assess and identify current strengths; areas for development; and
capacity for change.

Public Protection
Unit

The Public Protection Unit (PPU) is a dedicated team that deal with
crimes of Domestic Abuse, Honour Based Violence and Hate Crime.

Regulation 28

Regulation 28 Notices are issued to organisations in circumstances
where a coroner believes that action taken could prevent future deaths.

Safeguarding
Adults Board

Safeguarding Adults Boards are the statutory body responsible for
overseeing and leading on adult safeguarding in the local authority
area. It is responsible for making sure that local safeguarding
arrangements help to protect adults with care and support needs in
its area.

Safeguarding
Adults Reviews d

Safeguarding Adults Reviews are reviews of cases where a person has
ied as a result of abuse and neglect, or where the incident was so
serious that they may have died, to make sure that lessons are learned
across the partnership and to prevent it from happening again.
Safeguarding Adults Boards are legally responsible for completing the
reviews.

Safeguarding
Concerns

A safeguarding concern is an issue raised with the local authority by
either a member of the public or professional about an adult who is or
might be experiencing abuse or neglect.

Safeguarding
Enquiry

A safeguarding enquiry is where a concern is raised about a risk of
abuse and this instigates further information gathering, risk assessment
and may lead onto a full investigation and the development and
implementation of a safeguarding/protection plan for the adult at risk.

Serious Case
Review

Serious case reviews are undertaken by local safeguarding boards for
every case where abuse or neglect is known - or suspected - and either:
a person has died or a person is seriously harmed and there are
concerns about how organisations or professionals worked together to
protect the individual from abuse.
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Appendix B
Membership

Name

Organisation

Role

Shirley Williams

Independent

Independent Chair

Steve Cullen

3rd Sector Hub

Board Member and Vice Chair

Rosie Lyden

Warrington Safeguarding
Adult Board

Board Manager

Pat Wright Councillor

Lead Member for Statutory
Health and Social Care

Board Member

Steven Reddy

Warrington Borough Council

Board Member

Steve Peddie

Warrington Borough Council

Board Member

Gareth Lee

Cheshire Police

Board Member

Dawn Chalmers

Warrington Clinical
Commissioning Group

Board Member

Angela Madigan

Warrington & Halton Hospital
Foundation Trust

Board Member

Jackie Rooney (April-Sept)
Joe Allen (Sept-Dec)
Lisa Cooper (Dec-March )

NHS England North
(Cheshire & Merseyside)

Board Member

Lorraine Page

Cheshire Fire & Rescue Service

Board Member

Steve Hull

5 Borough Partnership

Board Member

Donna Meade

Cheshire & Greater Manchester
CRC

Board Member

Rebecca Lane

National Probation Service

Board Member

Dot Keates (April-Sept)
Bernadette Connell
(Sept-March)

Bridgewater Community
Healthcare NHS Trust

Board Member

Debbie Dalby (April – Dec)
Lydia Thompson (Jan-Mar)

Health Watch

Board Member
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Get in touch
Email: wsabAdministrator@warrington.gov.uk
Call: 01925 444085
Visit our website: www.warrington.gov.uk/wsab

EMPOWERMENT

PARTNERSHIP

ACCOUNTABILITY

PROTECTION

PROPORTIONALITY

PREVENTION

Or write to us at:
Warrington Safeguarding Adult Board, New Town
House, Buttermarket Street, WA1 2NH

