13   Safeguarding Adult Reviews
13.1 Introduction
Section 44 of the Care Act 2014 requires Local Safeguarding Adult Boards to arrange a Safeguarding Adult Review (SAR) when an adult with needs for care and support who lives in its area dies as a result of abuse or neglect, whether known or suspected, and there is concern that partner agencies could have worked more effectively to protect the person at risk. 
A SAR can also be conducted when a person has not died but it is known or suspected that they have experienced serious abuse/neglect, sustained potentially life threatening injury, serious sexual abuse or serious/permanent impairment of health or development and there is cause for concern about the way agencies have worked together.
A SAR can be arranged in any other situations involving an adult in its area with needs for care and support. 
It places a duty on all Board members to contribute in undertaking the review, sharing information and applying the lessons learnt.
The SAR brings together and analyses the findings from individual agencies involved, in order to make recommendations for future practice where this is necessary. 

The purpose of an SAR is to seek to determine what the relevant agencies and individuals involved in the case might have done differently that could have prevented harm or death. This is so that lessons can be learned from the case and those lessons applied to future cases to prevent similar harm occurring again. It is a review of multi-agency working not an investigation of an individual’s actions and its purpose is to identify learning, not to hold any individual or organisation to account. Other processes exist for that, including criminal proceedings, disciplinary procedures, employment law and systems of service and professional regulation such as Care Quality Commission, the Nursing and Midwifery Council, the Health and Care Professions Council and the General Medical Council. 
It is important that the Adult and/or their family are engaged throughout the process, and that their voices are paramount.

Six principles, which are specified in the Care Act 2014, underpin the work of the RBSAB:
Empowerment

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

I am asked what I want as the outcomes from the safeguarding process and these directly inform what happens.

Prevention

It is better to take action before harm occurs.

I receive clear and simple information about what abuse is, how to recognise the signs and what I can do to seek help.

Proportionality

The least intrusive response appropriate to the risk presented.

I am sure that the professionals will work in my interest, as I see them and they will only get involved as much as needed.

Protection

Support and representation for those in greatest need.

I get help and support to report abuse and neglect. I get help so that I am able to take part in the safeguarding process to the extent to which I want.

Partnership

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

I know that staff treat any personal and sensitive information in confidence, only sharing what is helpful and necessary. I am confident that professionals will work together and with me to get the best result for me.

Accountability

Accountability and transparency in delivering safeguarding.

I understand the role of everyone involved in my life and so do they.
SARs must be trusted and safe experiences that encourage honesty, transparency and sharing of information to obtain maximum benefit from them, if individuals and organisations are to be able to learn lessons from the past. The following values will be applied by the RBSAB and partner organisations to all reviews: 

· there will be a culture of continuous learning and improvement across the organisations that work together to safeguard and promote the wellbeing and empowerment of adults, identifying opportunities to draw on what works and the promotion of good practice; the approach taken to reviews should be proportionate according to the scale and level of complexity of the issues being examined; 
· reviews of serious cases should be led by individuals who are independent of the case under review and of the organisations whose actions are being reviewed; 
· professionals should be involved fully in reviews and invited to contribute their perspectives without fear of being blamed for actions they took in good faith; 
· and families should be invited to contribute to reviews. They should understand how they are going to be involved and their expectations should be managed appropriately and sensitively. Please see the leaflet “Safeguarding Adult Reviews – Information for families” which is available on the RBSAB website www.safeguarding4rochdale.com
13.2 Criteria

The Care Act 2014 states that the Safeguarding Adults Board is the only body that can commission a SAR and it must arrange a SAR of a case of an adult in its area if:

· The case involves an adult with care and support needs (whether or not the Local Authority was meeting those needs)

· There is reasonable cause for concern about how the Safeguarding Adult Board, its members or organisations worked together to safeguard the adult

AND

· The person died (including death by suicide) and the SAB knows/suspects this resulted from abuse or neglect (whether or not it knew about this before the person died)

OR

· The person is still alive but the Safeguarding Adults Board knows or suspects they have experienced serious abuse/neglect, sustained potentially life threatening injury, serious sexual abuse or serious/permanent impairment of health or development. This may be where, for example the individual would have been likely to have died but for an intervention, or has suffered permanent harm or has reduced capacity or quality of life (whether because of physical or psychological effects) as a result of the abuse or neglect. 

The Care Act 2014 also enables Safeguarding Adults Boards to carry out reviews in other cases where it feels this would be appropriate in order to promote effective learning and improvement action to prevent future deaths or serious harm occurring again. These may be cases which provide useful insights into the way organisations are working together to prevent and reduce abuse and neglect of adults but which may not meet criteria for a SAR. This might be innovative or particularly good examples of practice.
13.3 Referring for a Safeguarding Adult Review

All agencies will take responsibility for referring appropriate cases for SAR screening. Before submitting a referral to the Board’s Business Unit for screening, individual organisations should ensue the referral is appropriate and meets the specified criteria. Secure email should be used when submitting information that contains personal details in line with the RBSAB Information Sharing Protocol. Likewise all data in respect of a SAR should be kept securely. 
13.4 Screening of referrals for Safeguarding Adults Review
The process for notification and screening for SAR is:

Following consultation with the agency strategic safeguarding lead and agreement reached that case could meet requirement for SAR - case details should be sent to Safeguarding Board Business Unit using form appendix 2 

The Business Unit will inform Board members of the arrangements for case screening and request information to be submitted 3 days in advance of screening meeting. 

A screening meeting will be held and make a recommendation to chair of RBSAB as to the need for a review (or not) and recommend an appropriate learning model to be used if required.

Membership:

· Safeguarding Board Business Manager (Chair)

· Head of Safeguarding (Vice Chair)

· Agency representative on case by case basis

· Minutes of the meeting will be recorded by the Business Unit. 

Within 7 days the Chair of the RBSAB will consider the case and forward the decision to the Business Unit. The Business Unit will then inform RBSAB members.
13.5 Alternatives to conducting a Safeguarding Adult Review 
There may be circumstances in which there is a need to look at some issues without conducting a full Safeguarding Adult Review. In these circumstances the Board may recommend to the Chair of the Board that: 

· Individual agencies should conduct an internal review, or  

· The Board carry out a limited form of review focusing on specific issues (a case audit) 

There are a number of reviewing processes undertaken around safeguarding cases within individual agencies represented on the Safeguarding Adults Board. An example would be the Serious Untoward Incident process undertaken by NHS Trusts and it is appropriate for the RBSAB to have an overview of these. When an individual agency is conducting an investigation of this kind which involves a safeguarding issue, the SAR Screening sub-group should be advised of this to enable them to assess whether there may be transferable learning, or whether another level of review is needed. 
13.6 SAR Methodology
The SAR Screening sub-group will give consideration to the most appropriate methodology to use when making a recommendation to the Chair, as no one model will be appropriate for all cases. The most appropriate methodology will normally be that which provides the best opportunity to learn; however it will be determined by and proportionate to the specific circumstances and the scale of the situation. There is flexibility in determining the precise process, including variations and combinations of methodology elements on a case by case basis. However reviews will generally have three elements:
· Information gathering

· Learning event

· Analysis and reporting

In all circumstances the review process should take no more than 6 months.
Possible methodologies for Safeguarding Adults Reviews are set out in Appendix 1. This list is not exhaustive and the SAR Screening sub-group will use its collective experience and knowledge to recommend the most appropriate learning method for the case under consideration. Each method of Review is valid in itself and no approach should be seen as more serious or holding more importance or value than another. All Safeguarding Adults Reviews conducted on behalf of the Board are of equitable significance and value.
The RBSAB will endeavour to ensure that there is appropriate involvement in the review process of professionals and organisations who were involved with the adult. The SAR should also engage, where appropriate, with the adult and/or their family. 
It is expected that those undertaking a SAR will have appropriate skills and experience which should include: 

· strong leadership and ability to motivate others; 

· expert facilitation skills and ability to handle multiple perspectives and potentially sensitive and complex group dynamics; 

· collaborative problem solving experience and knowledge of participative approaches; 

· good analytic skills and ability to manage qualitative data; 

· safeguarding knowledge; 

· an ability to promote an open, reflective learning culture. 

All of those participating in a Safeguarding Adult Review will be provided with guidance to support them in carrying out that role. Regardless of which methodology is used, contributing agencies need to be mindful that there may be public scrutiny of information provided by agencies to the Safeguarding Adult Review and, in particular, HM Coroner may request information. All agencies should ensure, therefore that senior managers approve any written submissions to a Safeguarding Adult Review prior to submission. 

The expectation is that the SAR will be published and openly available. When undertaking SARs the records will be anonymised. In exceptional circumstances the Chair of the Board, in consultation with Board Members may decide that publication of the full report is not appropriate but in these rare circumstances the lesson will still be published. 
The RBSAB will aim for completion of a SAR within six months of initiating it, unless there are good reasons for a longer period being required; for example, because of potential prejudice to related court proceedings. Every effort will be made while the SAR is in progress to capture points from the case about improvements needed; and to take corrective action.  
13.7 Links with other reviews 
When victims of domestic homicide are aged between 16 and 18, there are separate requirements in statutory guidance for both a child Serious Case Review (SCR) and a Domestic Homicide Review (DHR). Where such reviews may be relevant to SAR (e.g. because they concern the same individuals), consideration should be given to how SARs, DHRs and SCRs can be managed in parallel in the most effective manner possible so that organisations and professionals can learn from the case. For example, considering whether some aspects of the reviews can be commissioned jointly so as to reduce duplication of work for the organisations involved, and reduce distress to the family. 

In the NHS, the Serious Incident Framework provides a systematic process for responding to serious incidents in NHS-funded care. A Serious Untoward Incident process may run alongside a Safeguarding Adult Review and support the process.

Where a person who is in receipt of mental health services commits a homicide a NHS England Mental Health Homicide Review may be undertaken.  Where such reviews may be relevant to SAR (e.g. because they concern the same individuals), consideration should, as above, be given to how SARs and NHS England Homicide Reviews, or Domestic Homicide Reviews, can be managed in parallel in the most effective manner possible so that organisations and professionals can learn from the case.

Prior to a SAR commencing following a death, the RBSAB Chair will communicate with the Coroner as appropriate to notify them of the RBSAB intentions to conduct a SAR. Any SAR will need to take account of a Coroner‘s inquiry, and, or, any criminal investigation related to the case, including disclosure issues, to ensure that relevant information can be shared without incurring significant delay in the review process. 

13.8 Findings from SARs 

SAR reports should: 

· provide a sound analysis of what happened, the systems or context, why and what action needs to be taken to prevent a reoccurrence, if possible; 

· be written in plain English; and 

· contain findings of practical value to organisations 

13.9  Learning event

The learning event will be a key activity in the process of review and will attempt to engage the multi-agency network in a series of structured and facilitated discussions about their involvement with the subject. It is an opportunity for the network to think collectively, benefit from a group enquiry in a safe environment and enhance understanding. The event will use a mix of root cause analysis tools and techniques as well as appreciative inquiry. The following questions/areas may be used as part of the structure;

· Individual agency involvement: sharing key practice events

· What worked well in this case and why?

· What did you/your agency do that you/your agency should have not done? Why?

· What could have been better?

· What needs to change?

13.10 Analysis and reporting

The final report will be completed by the independent reviewer and will attempt to pull all relevant information together, offer an analysis and findings, and where appropriate recommendations. It will be important for all agencies involved in the review to see the draft report and have an opportunity to comment on accuracy and fairness.
The report will be written with a view to publication, regardless of methodology used. Prior to publication, consideration must be given to media interest and a communications and media plan be put in place.

It is essential that the Coroner’s Office is made aware that a review has been completed and that the competed report is forwarded to them. The Coroner’s Office should also be included in the communications and media process.
13.11 Action Plan Implementation and monitoring

Agency action plans will be submitted following the learning event. These will be completed by the authors of the key events template and signed off by the agency lead.

Depending on the reports’ recommendations, an action plan will also be drawn up which specifies actions for each agency as appropriate, together with a specified time frame for them to be enacted. Individual agencies are responsible for ensuring that all actions are completed and for communicating this to the SAR sub-group. The RBSAB Quality Assurance and Performance Improvement sub-group will be responsible for ensuring ongoing actions are completed.
The SAR subgroup will receive the completed action plans and be responsible for the monitoring and oversight as required to ensure all actions are completed. Updates will be provided to the RBSAB as per subgroup reporting arrangements.

The RBSAB will include the findings from any SAR in its Annual Report and outline what actions it has taken, or intends to take in relation to those findings. If the RBSAB decides not to implement an action then it must state the reason for that decision in the Annual Report. All documentation that the RBSAB receives from registered providers which is relevant to CQC’s regulatory functions will be given to the CQC on CQC’s request. 
13.12 Learning Disabilities Mortality Review (LeDeR) Programme

The Learning Disabilities Mortality Review (LeDeR) Programme was established as a result of one of the key recommendations of the Confidential Inquiry into Premature Deaths of People with Learning Disabilities (CIPOLD). CIPOLD reported that some people with learning disabilities were dying sooner than they should. Some of the reasons for this were related to the standard of health and social care that they received. The LeDeR Programme is run by the University of Bristol. 

The LeDeR Programme aims to make improvements to the quality of health and social care for people with learning disabilities.

A major part of the LeDeR Programme is to support local areas in England to review the deaths of people with learning disabilities aged 4 years and over. Local reviewers will be looking at all deaths, regardless of the cause of death or place of death. The programme aims to:
· Utilise national data about learning disability mortality

· Map reasonable adjustments for learning disabilities across England

· Improve death certification

· Establish a repository of learning.

Families are invited to contribute to the review process, and their contribution is valued, but there is no compulsion for them to take part. 

Anyone can refer an individual into the programme, provided there is a learning disability diagnosis. A confidential telephone number and website enables this.
LeDeR hopes to help health and social care professionals and policy makers to identify what works well to support people with learning disabilities to live long and healthy lives; Identify factors which may have contributed to deaths of people with learning disabilities and develop plans of action to make any necessary changes to health and social care services for people with learning disabilities.

It is important to recognise that the LeDeR programme is a review, not an investigation. 

The review works in parallel with the SAR process, Domestic Homicide Reviews and Mental Health Reviews.
13.13 Complaints  
If a member of the public has a complaint about the decision on whether to conduct a Review, the way in which the Review has been carried out or the outcomes of the Review, then they should raise this in the first instance with the RBSAB Business Unit (rbsab@rochdale.gov.uk).  The Manager of the RBSAB Business Unit will review the complaint and liaise, as appropriate, with the Chair of the RBSAB to consider how the complaint should be investigated. 

With the introduction of the Care Act 2014, the office of the Local Government Ombudsman (LGO) is able to look at the actions of the RBSAB. This is because the LGO considers that the RBSAB is an administrative function of Rochdale Borough Council, for the following reasons:

· Rochdale Borough Council is responsible for setting up the RBSAB

· The Overview & Scrutiny Committee and Health & Wellbeing Boards will monitor the work of the RBSAB

· Rochdale Borough Council have overall responsibility for coordinating adult safeguarding arrangements within its locality

The LGO expects someone to complain to the local authority, as the body responsible for setting up the RBSAB, before asking the LGO to consider the complaint. 

The extent to which the LGO will look at a complaint about the actions of a Safeguarding Adults Board are explained in detail in Appendix 1 of the LGO Guidance Statement, which is available at https://www.rbsab.org/the-board/
However, as the RBSAB is considered to be an administrative function of Rochdale Borough Council, they must be allowed to consider any complaint before it is referred to the LGO. More details are available at www.lgo.org.uk/make-a-complaint
SAR Methodologies and tools

1. Traditional model

The traditional model typically includes:

· Appointment of a panel, including chair (usually independent) and core membership which determines terms of reference and oversees process

· Independent report author

· Involved agencies produce Individual Management Reports(see below), outlining involvement, chronology and key issues

· Engagement of family members

· Combined chronology of events (see below)

· Overview report with analysis, lessons learnt and recommendations

· Relevant agencies produce action plans in response to the lessons learnt

· Formal reporting to the commissioning board and monitoring implementation across partnerships

Individual Management Reviews (IMR)

IMR’s are a means of enabling organisations to reflect and critically analyse their involvement, to identify good practice and areas where systems, processes, or individual and organisational practice could be enhanced. They are key learning tools used in several of the SAR methodologies and other similar reviews such as DHRs and SCRs. They can be used in a multi or single agency environment.

It is important that individuals who are asked to undertake IMRs have the relevant skills and sufficient independence from the case being reviewed.

Where it is decided that IMRs are required:

· The Business Unit will write to the Board members of the organisations involved, providing the template for an IMR.

· Organisational reports should be prepared by a senior officer and should provide a critical analysis of the organisation’s management of the case and identify the lessons learnt and actions taken or to be taken

· In the case of NHS organisations already completing a Serious Incident investigation the information produced such as a report, chronology, findings and an action plan should be transferred to the IMR document, within the scope of the terms of reference agreed

· Individual Management Reviews must be signed off by the Chief Officer of each organisation

Multi Agency Chronology

Chronologies are important tools particularly when combined across organisations. This enables a group of organisations to identify gaps in specific areas such as communication, decision making and risk assessment.

In this approach each agency produces a single chronology of involvement over the period that has been agreed as relevant to the investigation or review. They may also be asked to provide chronologies relating to more than one person of interest in the case. The chronologies are then combined. This enables the identification of grounds for further investigation or potential for learning and where this is the case, more detailed examination and discussion in a multi agency workshop. This latter process will usually benefit from a facilitator.

Any identified learning points should be noted and translated into actions which are shared with the SAB and implemented.

Advantages of the traditional review approach
· More familiar to stakeholders, who may consider it more robust/objective

· Where public/political confidence may only be assuaged via a tried and tested approach

· Where there is multiple abuse or high profile cases/serious incident

· Methodology is likely to be compatible with a Children Serious Case Review/Domestic Homicide Review

Disadvantages of the traditional review approach:

· Can be overly bureaucratic

· Experience of protracted-implementation of lessons learnt/recommendations and may not be sufficiently responsive to time considerations

· Costly - costs may not justify the outcomes

· More likely to be perceived as attributing blame

· Frontline staff often precluded, so disengagement from process and subsequent learning
2. Action learning approach:

This option is characterised by reflective/action learning approaches, which identify both areas of good practice and those for improvement and do not apportion blame. This is achieved via close collaborative partnership working, including those involved at the time, in the joint identification and deconstruction of the serious incident(s), its context and recommended developments.
The broad methodology is:

· Scoping of review/terms of reference: identification of key agencies/personnel, roles; timeframes:(completion, span of person’s history); specific areas of focus/exploration

· Appointment of facilitator and overview report author

· Engagement of family members

· Production/review of relevant evidence, the presiding procedural guidance, via chronology, summary of events and key issues from designated agencies

· Material circulated to attendees of learning event; anticipated attendees to include: members from SAB; frontline staff/line managers, agency report authors; other co-opted experts (where identified); facilitator and/or overview report author

· Learning event(s) to consider: what happened and why, areas of good practice, areas for improvement and lessons learnt

· Consolidation into an overview report, with: analysis of key issues, lessons and recommendations

· Event to consider first draft of the overview report and action plan

· Final overview report presented to SAB, agree dissemination of learning, monitoring of implementation

· Follow up event to consider action plan recommendations

· Ongoing monitoring via the RBSAB

Further variance

There is integral flexibility within this option as to the scale and thus costs. Furthermore, the exact nature can be adapted, dependent upon the individual circumstances, case complexity and requirements and preferences of the commissioning agency. For instance, the involvement of external agency/consultancy can vary from not at all to a full role in documents review, staff interviews and report production. The final decision will be determined by the Safeguarding Adults Board in consideration of the best fit and individual preferences in the light of the case in question.

There are a number of agencies and individuals who have developed specific versions of action learning models, including:

· Health and Social Care Advisory Service (HASCAS)

· Paul Tudor - Significant Incident Learning Process

· Social Care Institute for Excellence (SCIE) - Learning Together Model

· Adult Practice Review (Welsh Model)

Although embodying slight variations all of the above models are underpinned by action learning principles.
Advantages of action learning review approach

· Significant evidence approach is much more efficient

· Swiftness of conclusion and embedding the learning

· Action learning approach enhances:

· Partnership working

· Mutual recognition of alternative partner perspectives

· Collaborative problem solving

· Involvement of both frontline staff/senior managers secures both strategic and

· operational perspectives.

· Unique perspective of staff involved in the case, reflective of the systems operating

· at the time

· Approach allows for identification of system strengths/positive practice

· Learning take place through the process and there is enhanced commitment to its

· Dissemination

Disadvantages:
· Methodology less familiar to many

3. Peer review approach

Peer led reviews provide an opportunity for an objective overview of practice, with potential for alternative approaches and/or recommendations for improved practice.

Although peer reviews tend to be wholly undertaken by one external team, there can be flexibility within this option regarding the balance of peer teams to maximise identified expertise and increase viability. They can be developed as part of regional reciprocal arrangements which identify and utilise skills and can enhance reflective practice. Such reviews can be cost effective and spread learning. Likewise, there can be flexibility regarding the exact methodology to be adopted in order to achieve the desired outcomes of the SAR.

The appointed peer team/panel should agree the Terms of Reference and specific methodology with the SAB.

Advantages of the peer review approach
· Objective - independent perspective to particular case/aspects of safeguarding practice

· Usually via trusted sources sharing common experiences/understanding

· Can be part of reciprocal arrangements across/between partnership

· Very cost effective, usually no fees incurred

Disadvantages of the peer review approach:
· Capacity issues within partner agencies may restrict

· Availability

· Responsiveness

· Where political or high profile cases deems local oversight is preferable

4. Multi agency practice learning review

This approach is suitable where several organisations have been involved in a case and it has been determined that there is the potential for learning and/or a need to refine or introduce policies and procedures to improve how they can work together in the future, to minimise a repeat of the incident concerned.

The methodology should be proportionate to the incident, however it would normally involve the compilation of a multi-agency chronology, which is used to highlight critical areas for further examination within a facilitated workshop. The review should make best use of all available evidence including any single agency investigation reports and /or safeguarding investigations in order to maximise learning and reduce administrative burden. Normally a suitably qualified chair from one of the RBSAB member organisations would lead and facilitate the review and a report author commissioned from within the RBSAB partners, who is suitably independent to the case produce a summary report and action plan.

Key priorities are ensuring the participation of all organisations in the coordination of information, participation in the workshop and in implementing the action plan.

5. Root Cause Analysis (RCA)

RCA is a technique which can be used to uncover the underlying causes of an incident. It looks beyond the individuals concerned and seeks to understand the underlying causes and environmental context in which the incident happened. It is designed to identify the sequence of events working back from the incident itself and identifies a range of factors which contributed to the incident.

This allows the real causes and contributory factors to be identified so that the relevant organisations can learn and put remedial actions in place.

6. Systems Model

The RBSAB systems model aims to find a balance between a more pure systems approach and a more forensic, investigative approach. In order to achieve this we aim to use a mix of tools and techniques drawn from root cause analysis and appreciative inquiry. Such an approach will allow the RBSAB the opportunity to undertake reviews using someone independent of the case and independent of the agency/agencies whose actions are being reviewed. The RBSAB systems model, whilst not following a set procedure aims to work to the following principles;

· Recognising the complex circumstances in which professional work together to safeguard Adults;

· Seeks to understand precisely who did what and the underlying reasons that led individuals and organisations to act as they did;

· Seeks to understand practice from the viewpoint of the individuals and organisations involved at the time rather than using hindsight;

· Is transparent about the way data is collected and analyses and;

· Makes use of relevant research and case evidence to inform findings.
· Implement and monitor agency actions plans at the earliest opportunity
The RBSAB Business Manager and members of the screening group, in discussion with the independent reviewer, agree the framework and process for the review. They will also be responsible for commissioning individual agencies to submit information about their involvement with the adult.

One of the greatest opportunities for learning in a case review is for individual agencies to review their own involvement with the adult. This has traditionally been achieved through Individual Management Reviews (IMRs) and the creation of chronologies. The hybrid option requires a submission from all individual agencies, using a tabular time-line, based on the root cause analysis approach. 

This requires agencies to use the following headings when reviewing their involvement; 
· Event date & time

· Event i.e. what actually happened?

· Policy/Protocol/Practice Standard/Compliance i.e. what should have happened (including by whom)

· Relevant supplementary information

· Missing information & gaps, omissions & breaches

· Notable good practice

· Contextual information & contributing factors to the above

Using the RBSAB template allows the review to analyse differences between policy and practice, to explore whether policy or practice change is needed. It provides a tool for further analysis and discussion and can contribute to the content of the facilitated learning event. An individual report from agencies is not required, beyond the completed chronology and key events template, unless this is considered necessary. It will also be useful for agencies to submit an action plan at the time of submitting the above documents as a means of highlighting what, if any, areas have been identified for needing improvement.

It will be important to ensure that the above key events template is completed to a satisfactory standard; the independent reviewer will need to liaise with each agency to ensure this happens so as to maximise analysis and learning. A briefing session for all agencies involved will take place to aid this.

Templates used for RBSAB Systems Review:
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Safeguarding Adult Review Notification Form

1. 
Referrer contact details

	Name
	
	Agency
	

	Agency Address


	 

	Tel No

	
	Email
	

	Date of referral




2.
Subject and Family Details    Please include all adults, children and ‘relevant others’.
	Name
	DOB
	Sex
	Relationship
	Address

	
	
	
	Subject
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


3. 
Please indicate how the case meets statutory SAR criteria

	SAR criteria
	Please tick  all that apply 

	An adult at risk has died as a result of abuse, neglect, or harassment, whether known or suspected, and there is a concern that partner agencies could have worked more effectively to protect the adult. 
	

	An adult with needs for care and support, has not died, it is known or suspected that the adult has experienced serious abuse or neglect, and there is concern that partner agencies could have worked more effectively to protect the adult. 
	

	An adult at risk is confirmed or suspected of being abused or neglected and the case is likely to be of public concern. This may include incidents of serious abuse or neglect within an institution, or agency providing services to adults at risk or where multiple abusers or victims are identified. 
	

	OR - Please explain how this case meets the criteria for a non-statutory SAR 

	Please tick  all that apply

	The case provides an opportunity to learn from good practice that could be applied to agencies working with adults. 


	

	Whilst there are no concerns about the multi-agency working to protect the adult, there is evidence that one or more of the agencies involved did not support this joint working 


	


4. Type of Incident (Please tick)

	Critical Incident
	
	Death
	


5. Characteristics of case (Please tick)

	Physical Abuse
	
	Discriminatory abuse
	

	Domestic Abuse
	
	Organisational or institutional abuse
	

	Sexual Abuse
	
	Neglect or acts of omission
	

	Psychological or emotional abuse
	
	Self-neglect
	

	Financial or material abuse
	
	Other
	

	Modern slavery
	
	
	


6. Case Summary
	Please provide a brief description the circumstances of this case NB a full chronology is not required for screening purposes

	


	7. Key issues for discussion or clarification at screening panel For example: Were any procedures/policies not followed? Any specific concerns about multi-agency working? Any parallel investigations initiated/ongoing? (please add more boxes if required)


	Key issue for discussion or clarification 1:


	

	Key issue for discussion or clarification 2:


	

	Key issue for discussion or clarification 3:


	


For Office use only:  

This section is used to record the RBSAB screening panel decision
	Initial case screening outcome

	SAR criteria highly likely to be met
	

	Safeguarding Adult Review criteria possibly met 
	

	Safeguarding Adult Review criteria not met but possibility of further review 
	

	Safeguarding Adult Review criteria not met and no requirement for further action 
	


	Case Tracking Information

	Date of Screening 
	

	Date Submitted  to RBSAB Chair
	

	Date of Response to Referrer
	








Briefing notes – explanations on using the Key events template time-line: 



We are testing the use of the key events time-line for this SAR. The hope is that it will allow us to examine;



· Agency practice and intervention against policy, protocol, practice standards or compliance criteria,

· To highlight where this may need strengthening,

· To identify where this may work well and has been complied with,

· To highlight areas for further consideration at the learning event but also by single agencies as part of their action planning.



In order to complete the time-line to a useful and satisfactory standard it is likely that you will need to speak to, and obtain information, from other professionals in your agency. This may be achieved by telephone interview, face to face interview, focus groups or formal internal review meetings. You will need to decide this but please do not hesitate to contact the Independent Reviewer if you are uncertain. Time-lines will need to be re-submitted if required. We also require you to compile a chronology of your agency’s involvement; this will assist you when completing the key events time-line. Your individual SAR Screening Agency Reports (already submitted) may provide a useful start to this chronology.



Ensuring independence: In order to maximise scrutiny and objectivity it is advised that the person authoring the key events  timeline is independent of the case under review, and has had no management responsibility for the case or any workers involved.



Quality assurance: The key events time-line, and chronology, should be quality assured by a senior officer in your organisation before being submitted to the independent reviewer. 



Maintaining confidentiality:  In order to achieve consistency for the purposes of the review process, please use the real initials of all people involved in this case. The final overview report will ensure all names are anonymised in preparation for publication.



Consideration of other proceedings & reviews: Criminal Proceedings are underway in this case. Whilst completing the key events timeline you may need to speak to staff about their involvement in this case; please be alert to the fact that they may be potential witnesses and required to give evidence in Court. It will be vital for this case review to not interfere with, or compromise, any legal proceedings and you may need to seek advice from the Police about interviewing particular individuals. If uncertain, please seek advice, and then report accordingly before submitting your agency’s chronology and time-line. Please contact the Board’s Business Unit Manager initially to discuss this, who can advise accordingly.



Defining a key practice episode for the purpose of the key events time-line:  The review period is decided by the independent reviewer. A key practice episode may be a single event or intervention or it may be part of a process whereby a series of events or interventions occurred. This will require you exercising some judgement but will be informed by the chronology. The key events time-line is not necessary seeking every single interaction with the service user or other professionals (which the chronology may do), but instead to highlight the key points in your agency’s involvement. This will be based on examination and analysis of your chronology. 



Defining the event i.e. what actually happened?



This detail will be as recorded in case notes and other documentary information. It will detail the activity, intervention and practice as happened.



Defining policy/protocol/practice standard/compliance i.e. what should have happened (including by whom):



This should aim to link what actually happened (as above) with your agency’s formal policy, protocol, practice standard or compliance criteria. Intervention with a service user will be based on a formalised and agreed framework, which will be dependent on your agency’s core business. The intention with this section is to see whether what actually happened is compliant with these formalised frameworks.



Defining relevance: This will require your individual judgement about what is relevant. The review is concerned with welfare, safeguarding in a multi-agency professional context. Relevance will therefore need to be considered in this context, but should be considered in its broadest sense. The review is concerned with understanding what happened, but also why, whilst recognising the complex circumstances in which professional work together to safeguard adults. 



Defining missing information & gaps, omissions & breaches:



The intention with this section is to highlight any deficits, omissions, breaches or challenges in policy, procedure, practice standard or compliance criteria. This is the opportunity to inform changes in practice, through policy review. If deficits, omissions, and breaches are highlighted it provides an opportunity to ask ‘why?’ The ‘why’ can be considered in ‘defining contextual information & contributing factors’.



Defining notable good practice: It will be important for the review to capture what worked well and any good practice. This may be that a policy was followed, practice standards were achieved as required, practitioners worked beyond organisational expectations or professionals demonstrated particular vigilance and care in respect of their involvement with the adult. This should be captured and noted as part of the learning process.



Defining contextual information & contributing factors to the above:



There may be legitimate reasons for events and practice episodes occurring in the manner they did; examples might include factors at three different or combined levels; an organisational level, a more local service/team delivery level, or at an individual practitioner level. You may find it helpful to ask ‘why are there gaps, omissions, or breaches?’ and ‘why were protocols, standards etc. broken or breached?’ Each level will be valid to report on but it will be important for the review to consider these when attempting to understand precisely who did what and the underlying reasons that led to individuals and organisations to act as they did. Some examples of factors that may contribute to breaches or gaps could be: staffing, communication, team and culture, training, resources, working conditions, or organisational and strategic.



Adding additional tables: The template has a number of tables already provided; you may need to add more to the Word document. To do so, please right click on the small box in the top left hand corner of the table, click copy, and then paste onto a new page. 



Please do not restrict your text or key practice episodes to the boxes in their current size; if you need to insert more text into a particular box then keep tabbing down to allow you to insert what is needed.



Queries or questions: please contact the SAR Chair 






		Your name: 

		Job title/designation: 

		Date completed:



		Agency/Service:



		



		Event date & time

		1.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		







		Relevant supplementary information

		









		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		

















		Event date & time

		2.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		

















		Event date & time

		3.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		4.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		5.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		6.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		7.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		8.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		9.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		10.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		11.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		



















		Event date & time

		12.



		Event i.e. What actually happened?

		















		Policy/Protocol/Practice Standard/Compliance i.e. What should have happened (including by whom)

		













		Relevant supplementary information

		











		Missing information & gaps, omissions & breaches

		









		Notable good practice

		









		Contextual information & contributing factors to the above

		















PLEASE ADD FURTHER TABLES/PAGES AS NECESSARY. TO DO THIS; RIGHT CLICK ON THE SMALL BOX IN THE TOP LEFT HAND CORNER OF A TABLE, CLICK COPY, AND THEN PASTE ONTO A NEW PAGE. 
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Outline of stages for Safeguarding Adult Review









Stage 1





Information gathering:





Stage 2





Individual agency attendance and contributions





Stage 3





Analysis & reporting





Further information gathering if necessary through telephone interviews, face to face interviews, request for further information and documents





SAR Reference Group 





Learning event: 





Agency submissions   





Early analysis & collation 





Identification of emerging themes & prepartion for learning event





SAR Briefing meeting 





SAR Reference Group 





Collective thinking & exploration of emerging themes





Examining what worked well and what could have been better





Early action planning





Preliminary evaluation exercise about methodology, so far, at the end of the event





Production of draft report 





Stage 4





Action Planning: Individual agencies & multi-agency network action planning and implementation





Evaluation: Methodology and learning for the review team





Final report approval & publication





First submission of individual agency Action Plans 





Final submission of individual agency Action Plans 
























SINGLE AGENCY TIMELINE FOR SUBMISSION 

· Please use this template to record all your agency’s contact and involvement with the adult and family members. This chronology should then be used to inform your analysis of your agency’s contact and completion of the tabular time-line. The time period to be covered is:

· Please use the 2nd box to add any additional information you consider relevant to this case review, that may fall outside of the above time period, or that concerns other adults.

· Each contact with the adult or family member should be entered in a new box. Please add further rows as needed.

· Please use the full names and job title for all professionals involved; please use the full name of people on the first occasion and then initials thereafter.

· This completed template should be submitted with your completed tabular time-line by                       to the RBSB Admin Team.

		Your name:



		Job title/designation:

		Date complete:



		Agency/Service:









		DATE

		CONTACT OR INVOLVEMENT WITH  SUBJECT 





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		

		





		



		



		



		



		



		



		



		



		



		







		DATE

		ADDITIONAL RELEVANT INFORMATION ABOUT THAT FALLS OUTSIDE OF THE DEFINED TIME PERIOD.  THIS BOX DOES NOT REQUIRE INFORMATION ABOUT PROFESSIONALS.
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Sheet1





						  



		Agency :				 		 				 		Date Completed :

		Name/Role of person completing Action Plan : 

																   

				Lessons Learned		Key  Actions required		Evidence		Key Outcome		Lead Officer		Completion Due Date		RAG Status

		1

		2

		3

		4

		5



				Complete – Signed off / Approved 

				Completed or on track & expected to be completed by target date. Also applies to all on-going activity

				Off track but can be delivered within 1 month of target date

				Off track and currently cannot be delivered within one month of target date: requires escalation





Sheet2





Sheet3






