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Training & Workforce Development Subgroup Meeting
Microsoft Teams
9.30-11.00
19th October 2022
Minutes
	Present:
	

	Sara Lewis (SL) - Chair
	Adult Social Care and Health (ASCH), East Sussex County Council (ESCC) 

	Lucy Spencer (LS)
	East Sussex Safeguarding Adults Board (SAB), ESCC

	Fiona Crimmins (FC) 
	NHS East Sussex Clinical Commissioning Group (ICS)

	Lucy Dean (LD)
	East Sussex Safeguarding Adults Board (SAB), ESCC

	Gail Butler (GB)
	East Sussex Safeguarding Adults Board (SAB), ESCC

	Gail Gowland (GG) 
	East Sussex Healthcare NHS Trust (ESHT)

	Lynda Casey (LC)
	ASCH, ESCC

	Giovanna Simpson (GS) 
	East Sussex Safeguarding Children’s Partnership (ESSCP) 

	Justine Armstrong-Smith (JAS)
	Safer Communities, ESCC

	Hazel Ociepka - Minutes 
	SAB

	Steff Richter (SR)
	Sussex Police

	Apologies:
	

	Sharon Leaver (SL)
	ASC




	ITEM
	DISCUSSION
	ACTION REQUIRED

	

1 


	Introductions made; apologies noted.

Minutes

The minutes from the TWD meeting held on the 20th of July were agreed for accuracy. 

Action 1 LS to link in with TWD on Modern Slavery developments.

Action 1. LS advised this is ongoing, information will be shared as developments are made. 

SL added that Dan King has offered to roll out his Anti-Slavery training three times per year.

GG commented that the Home Secretary has ‘re-framed’ modern slavery, saying it is not modern. This might have a detrimental impact on victims.

JAS Updated that a new Toolkit has been launched, it includes a self-assessment as part of local government push on raising awareness and support for tackling modern slavery. 

LS added that LD has created a Podcast discussing modern slavery which is now on the website for people to listen and circulate.

https://www.youtube.com/watch?v=zX0_1x0awV8 Link: Guidance and Resources - East Sussex SAB

	
None




	 2
	SAB TWD Current organisational training offer*

SL reminded partners present that a request for training being offered by each organisation had been sent out to look at what each organisation is offering, identify gaps, and share training when/where possible. 

SL suggested this item is paused at present, to be looked at again in January so the following organisations are given an opportunity to update on training they are offering.
· CGL
· East Sussex Fire & Rescue
· SPFT

Action – 
Organisations listed to share updated training with with Hazel O before Christmas. 
FC to update on ICB training edits.
	All
















	3 
	SAR Updates*

GB shared attached presentation. 

JAS added that the Serious Violent Crime Subgroup had discussed five referrals from the Devonshire Ward, involving rough sleepers. JAS offered to share information. 

SL discussed that this SAR overview highlights possible training needs from reoccurring themes which can this help influence the training offer for 23/24. 

GS added with reference to suicide that the Grassroots training can be accessed and would there be possible joint funding available to fund this across the SABs. 
FC has offered to discuss this with BHSAB cooperate training officer (Tim Wilson).
Action – FC to discuss funding options with Tim. 


	GB




	4

	Learning from Partnership Reviews *

LS Presented the attached document.  

LS advised that the ESSAB are seeing a diverse range of cases, including multiple complex needs. So far, all SARS we have completed/completing, have involved people that have died.

LC advised ‘How to Complete an IMR’ training is available. The training looks completing an IMR with confidence. The first session is in December. LC will feedback at next meeting. 

GS asked if training around transitions can be included? Include Sarah Cerioli possibly? 

SL agreed - to be discussed in item 5. 

	


	5

	ESSAB Learning Events 22/23

· Outline of events/plans
· Ideas for practitioner/manager and strategic lead sessions – Embedding Learning from SARs
· Safeguarding Adults Week (w/c 21/11)  BHSAB/WSSAB/ESSAB –Shared learning from SARs podcast

SL advised that SAB Chair is very keen on having some structured learning events. Aimed to be launched during Safeguarding Adults week in November. Will be structured to offer bitesize reading i.e. if you only have 5 mins, 15 mins, 30 mins etcProvided in as things you can read within 5 minutes, 30 mins etc, bitesize but also there and provide will be an opportunity for people to sign up for learning events that will take place between January-March. 
Learning will be aimed at different levels, i.e., senior staff, supervisors, frontline workers etc. Will be Likely to be offering virtual events., a flexible approach. 

LS advised that she has developed a draft learning event outline. LS presented the document attached. 

SL suggested as time is limited a small working group should be formed.

FC added that West has offered to assist, could be looking at advertisement, showcase what training is coming?

LS added that the Safeguarding leaflet has been refreshed. The new version will be ready shortly in time for Safeguarding week. These pan Sussex links can be added to the ESSAB website.

Action – GB to add links to website. 

SL advised learning event information/links can be added to ‘to the point’. 
The working group will need to focus on content and delivery with an aim to have met twice before the end of the year.

LC offered support with this and may already have something available that could be used – avoid duplication. 

SL agreed, suggesting an initial meeting be arranged. 

Action - GG, LS & LC to arrange a meeting. 

SL suggested learning events start at the end of January, end of February & end of March. If anyone can help, please advise.  I will look at admin support – Eventbrite. 

 
	Sara/Fiona and Lucy






















	6

	Modern Slavery

· MS Podcast
LD reminded everyone of the recent MS podcast that is available. Please take a listen. 
Link: Guidance and Resources - East Sussex SAB


· Training session for Modern Slavery and Human Trafficking for frontline staff working on the Homes for Ukraine Scheme
LS advised Helen Boyle will be looking to ensure training is available to update those on the frontline. 

JAS added that the Refugee Buddy Project has expanded, now includes the Homes for Ukraine scheme, plus the Migrant Support Team is afoot. 

	

	7

	TWD Work Plan

LS advised the work plan has been updated. Further updates will be available in January. 
	


	8
	AOB

LS advised the NHS Safeguarding Fortnight training/events is brilliant, worth a look. 
	





  
	Acronyms used:
	

	BHSAB
	Brighton and Hove SAB 

	ASC
	Adult Social Care 

	CGL
	Change, Grow, Live

	ESFRS
	East Sussex Fire and Rescue Service  

	IMR
	Internal Management Review 

	LPS
	Liberty Protection Safeguards

	MARM 
	Multi-Agency Risk Management 

	MCA
	Mental Capacity Act 

	MCN
	Multiple Complex Needs 

	RCA
	The Registered Care Association  

	SAR
	Safeguarding Adults Review

	TWD
	Training and Workforce Development 

	WSSAB
	West Sussex SAB   
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SAB TWD Current organisational training offer

Please indicate any courses according to the topic, which are all based around SARs.

		Topic 

		ASC

		ESHT/CCG

		ESCCP/CHILDRENS SERVICES

		Police

		SPFT

		ESFRS

		NHS



		Trauma informed practice







		Sexual Violence and the Legal System



Responding to First Disclosures



Impact of Sexual Violence and Abuse



Harmful Practices - Honour Based Abuse and Forced Marriage (Virtual) 



Harmful Practices: Female Genital Mutilation (FGM) and Breast Binding Awareness (Virtual) 

		Trauma informed practice is included with the Think Family level 3 training, this is a mandatory programme for all trained staff band 5 and over.

		Trauma Informed Approaches to working with families in a multi-professional context

		

		

		

		



		Multi agency communication and info sharing







		

		Discussed in Think family, but briefly

		Effective Communication of Safeguarding Concerns

Participating in the Child Protection Conference and Core Group Process

		

		

		

		



		Mental Health Awareness

		Awareness of Mental Health Conditions ( For independent care sector, carers and voluntary sector)



		

		

		

		

		

		



		Transitions







		

		ESHT have a Specialist Safeguarding post with transitions within the portfolio. There is not currently specialist training. 

		

		

		

		

		



		Disguised compliance









		Included in safeguarding and Domestic abuse training

		A scenario which considers disguised compliance is embedded within the Think Family training.

		Working with parents effectively – Enabling & supporting staff to deal with difficult or evasive behaviour

		

		

		

		



		Professional curiosity









		Included in safeguarding and Domestic abuse training

		Discussed in both Safeguarding supervision and Think Family Level 3 Safeguarding training

		Professional Curiosity and Professional Challenge within a Safeguarding Context

		

		

		

		



		Meaningful 

engagement/building relationships



		

		No specific training as yet developed

		

		

		

		

		



		Dignity in the care sector

		Dignity in Care

		

		

		

		

		

		



		Supervision







		Well Led: Management and Leadership Development - Coaching Skills ( For independent care sector, carers and voluntary sector)



Well Led: Management and Leadership Development - Personal Qualities in Leadership ( For independent care sector, carers and voluntary sector)



Well Led: Management and Leadership Development - Induction, Supervision and Appraisal (( For independent care sector, carers and voluntary sector)





		Safeguarding staff and HV managers have all been trained in supervision using NSPCC and or Morrisons 4/4. Supervision is facilitated to those groups holding caseloads and work is under way to extend this. i.e., Dates confirmed for District Nursing teams.

		

		

		

		

		



		Covid 19









		

		Health staff access mandatory infection control training

		

		

		

		

		



		Think family









		E Learning Domestic Abuse - Foundation Modules 1, 2, 3



Domestic Abuse: DASH, MARAC and Safety Planning





		ESHT have facilitated Think family level 3 training since end of 2019. The training is undertaken via a virtual platform with a pre-course quiz- this must be passed before accessing the 3.5-hour virtual training session. 

All staff band 5 and over are required to attend every 3 years.

Named Nurses are looking to review the content of the current Level Three ‘Think Family’ training package to ensure it continues to reflect the content as directed by the intercollegiate guidance 

		Domestic Abuse Whole Family Approach

		

		

		

		



		MCA including Court of Protection/DOLs







		E Learning :Mental Capacity Act 2005



Mental Capacity Act 2005 - An Introduction





Mental Capacity Act 2005: A Multi-Agency Approach to Complex Cases



Applying The Mental Capacity Act in Care and Support settings

(For independent care sector)



Mental Capacity Act and Inherent Jurisdiction for Victims of Domestic Abuse 



		Mandatory training for staff and Band 6 and over are required to access additional training currently facilitated by SPFT.

ESHT MCA Lead facilitates training focussing on ‘The practical application of the MCA and DoLs processes’

		

		

		

		

		



		Multiple and complex needs/MARM criteria









		Coercion and Control: A Multi Agency Workshop for Staff Working with Domestic Abuse



E learning

Alcohol and drugs foundation - basic awareness: working with children, young people and families – modules 1 , 2.



E Learning  Modern Slavery and Human Trafficking



		No training yet, resources accessible to staff.

MARM is discussed within the Think Family level Three training

		

		

		

		

		



		Financial abuse







		

		Discussed in Think Family level 3 and level 2 training

		

		

		

		

		



		Safeguarding

		E Learning  Safeguarding Adults





Safeguarding Introduction and Refresher 



Making Enquiries for Provider Managers and Senior Staff who are caused to carry out (asked by ESCC) or contribute to Safeguarding Enquiries 

Includes:

Module 1 - What is Safeguarding?

Module 2 - Making Safeguarding Personal 

Module 3 - Information Sharing and Record Keeping 

Module 4 - Making Enquiries  





		

		

		

		

		

		



		Self Neglect

		Safeguarding Adults Board Multi-Agency: Self Neglect



		

		

		

		

		

		



		Other







		

		HIDVA facilitates domestic abuse training quarterly.

HIDVA and Safeguarding team offering training to interested parties to become Domestic Abuse Champions. First cohort of the planed six-month training completed- currently seeking feedback- preparation for second cohort ongoing

		The ESSCP runs specific training on learning from Practice Reviews
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Safeguarding Adult Reviews (SAR) Updates
 September 2022






Prepared by: Gail Butler – Safeguarding Coordinator 





SAR referrals commissioned



3 out of the 7 SAR Referrals submitted in 2021 – 22 met the SAR criteria



5 SAR referrals have been received so far this financial – 1 of which has met the criteria 



2 SARs published so far this financial year; Thematic Review due to be published. 



1 aiming to be published end of 2022/beginning of 2023 







2



SAR Referalls 2021/22



2021/22	

SAR Criterea Met	SAR Criterea not met 	3	4	



SAR Referrals 2022/2023






This year a majority of the SAR referrals we have received are in relation to working age adults and mostly male. Common themes we are seeing across the referrals are domestic abuse and self-neglect and more recently suspected organisational abuse.  

3



Age



18 - 25	

2022/23	0	26-60	

2022/23	3	61-80	

2022/23	1	81+	

2022/23	1	





SaR Referrals by Gender



Male	

2022/23	4	Female 	

2022/23	1	





SAR Referal Themes





Domestic Abuse	Organisational Abuse	Self-Neglect	1	2	2	



Location by District/Borough





Rother	Wealden	Hastings	Eastbourne	2	1	1	1	









SAR referrals





This slide shows you an overview of the SAR referrals we have recently received, the type of abuse and neglect, which agency made the referral and the outcome of the referral. 
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Decision criteria not met challenged by IC – came to SAR Subgroup for discussion on 15.08.22





30/5/22

Referrer - SECamb





Organisational Abuse





Male
31yrs 





Awaiting S42 outcome before final decision 





Male
31yrs 





Criminal/Financial Exploitation





7/6/22 

Referrer - ASCH





SAR Subgroup Agreed SAR Criteria has been met





Awaiting endorsement from IC





Signed off by Chair





SAR Subgroup reach decision SAR Criteria not met. 





14/07/2022 

Referrer - Police





Organisational Abuse 





Female 
33yrs 





Referred as a S42





26/07/2022 

Referrer ASCH





Self -neglect 





Awaiting S42 outcome before final decision 





Male
78yrs 





Awaiting sign off from IC





subgroup felt the threshold for a SAR has not been met





08/03/22

Referrer NST





Neglect





Female
96yrs 





Signed off by IC 21/07/22





SAR Subgroup Agreed SAR Criteria not met - AG to develop briefing 





12/04/22 

Referrer ASCH





Domestic Abuse





Male
80yrs 







Commissioned SARs 2021-22



		Outline of referral 		Recommendations		Status of SAR

		SAR Anna
Anna died in hospital in 2020 at the age of 85. Her cause of death was due to natural causes but there were concerns about her presentation on admission to hospital shortly before she dies when she was noted to have multiple bruising and skin tears over several parts of her body. There were historical concerns regarding abuse of Anna by her daughter and she had been placed in residential care where she lived for over a year. Anna had moved back to live with her daughter five months prior to her death.		Evaluating the use and effectiveness of multi-agency meetings when undertaking safeguarding work with vulnerable adults and better understanding of coercion and control within domestic abuse particularly when applied to older people.
		The SAR report published in may 2022 and action plan based on the recommendations has been developed and agreed by SAB


		SAR Ben
Ben was a 60-year-old man with learning disabilities and autism, paranoid schizophrenia and Type 1 Diabetes who had resided in a Care Home in Eastbourne for over 30 years.  He was admitted to Hospital in October 2019 with deteriorating foot ulcers requiring amputation. The severity of his condition was so extensive that amputation was not an option and he was transferred to a hospice where he passed away in 2019. 		To embed a culture of services meeting together to coordinate responses in complex and challenging cases and raising awareness of the role of the Court of Protection across health and social care services and pathways to obtain legal advice regarding complex cases. 		SAR Ben was published on 1st September An action plan based on the recommendations has been developed and agreed by the SAB


		Thematic SAR
This Review concerns four women who all died in 2020, either from suicide or from drug overdoses.  A number of parallel themes were present including: Childhood trauma, domestic abuse, physical and sexual abuse, Poor mental health, Substance misuse and homelessness.		Promoting Suicide prevention resources on Self-Harm/ Suicide in Adults and seeking assurance that transitional safeguarding processes are meeting the needs of people who have had adverse childhood experiences but are struggling to engage with services, are met after they reach the age of 18 years old.
		The SAR Report has been redacted and is awaiting agreement from Legal to publish. An action plan based on the recommendations has been agreed by the SAB








SAR Anna, SAR Ben and the Thematic Review were all SARs which were commissioned by the SAB last year. SAR Ben and SAR anna have now been published and their reports can be found on the SAB website. All three Action plans have been agreed by the SAB, so work is now underway to deliver the recommendations and action set out in their respective plans. Lucy has developed a combined action plan to ensure there is careful consideration around overlaps in themes and actions across the SARs. 
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 SAR Charlie

Charlie was young 18yr old male who had only been living in Brighton and Hove (emergency accommodation) for 2 months prior to his death when he took his own life.

He was born female and transitioned when he was 17 years old to a male and had a long history of receiving support through Children’s Services due to living in a difficult home environment growing up. 

He was detained under the MHA and made an impatient at the beginning of 2021 shortly before he was discharged and took his own life after telling agencies this was his intention.










This review is being led by Ian Vinall. Ian has met with key practitioners and Charlie’s parents; practitioner event took place on 7th September. 2nd SAR Panel Meeting scheduled for 4th October. 



The focus for learning for this review includes;



The effectiveness of case coordination

How a diagnosis of Mixed Personality Disorder is managed and understood by professionals and the impact this may have on assessment and decision making

How ‘lived’ experience of an individual is considered in agency risk management planning to help mitigate risk and reduce loneliness and isolation

How agencies communicate, share information and manage risk when an individual is transferred following a period of time spent with inpatient services into the community









Ian vinal has met with Charlie’s parents and step grandparents. In addition he’s met with practitioners 1:1 and we held the practitioner event last week. He’s now beginning to draft the overview report. Our next panel meeting is the beginning of October. We’re planning to have this SAR completed by the end of this year ahead of an inquest the death which is being held in January 2023. The review is particularly looking at the transitions from Children’s services to Adult services, self-neglect and gender transition. 
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SAR Donna

Donna died at home in 2021 due to 'sudden unexplained death in alcohol misuse'.  Concerns around self-neglect and significant harm drinking was having on her health.  

The situation was deteriorating in the months leading up to her death.  There were concerns about missed opportunities for agencies where they could have intervened at an earlier stage to instigate safeguarding procedures and perceived lack of effective multi-agency response. 

Prior to her death she was being cared for by her 18yr old daughter









This review is being led by Patrick Hopkinson. A practitioner learning event was held on Monday 25th July. The 2nd SAR Panel convened on 27th September. 



The focus for learning for the review includes;



Whether alcohol misuse was recognised by agencies as self-neglect?



How were Donna’s daughter’s needs considered ? as a young carer, her transition into adulthood and the impact of her mother’s alcohol misuse on her wellbeing.



The interface between Health and Alcohol related needs?



How was information shared and risk assessed between agencies: a multi-agency response / use of meetings.





This review is being led by Patrick Hopkinson, who’s also leading on an alcohol related SAR in West Sussex. A practitioner event was held at the end of July. We have reached out to ‘Donna’s mother and daughter – however we have not received a response from them expressing any interest to be involved in the review. Patrick has produced a 1st draft – we have received feedback from panel members. Patrick is now in the process of developing a 2nd draft based on feedback. Patrick Hopkinson is meeting with Caz Keaton Evans – Drug and Alcohol commissioner to discuss the SAR recommendations. 
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SAR Eve
Eve was a 76yr old female who died in temporary accommodation where she lived with her partner in 2021. 

She had terminal cancer for which she was on pain medication and suffered from High Blood Pressure and had periods of depression.

She was offered support by various agencies for her medical issues and to help safeguard her however many of these she declined to engage with and may have been controlled and/or coerced to not engage with agencies by her partner.

There were multiple reports to Police and ASC from agencies and individuals who were concerned about her relationship with her partner.











This review is being led by Dr Liza Thompson - Liza is currently leading on a Domestic Homicide Review for East Sussex.

The first panel meeting was held on Friday 9th September. Liza is requesting IMRs from panel members, with a IMR reviewing meeting in November. Likely practitioner event will take place in December. 

Key themes include;


Coercion and control

Domestic abuse

Financial Abuse

Self-neglect  
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Additional SAR workstreams



Development of an ESSAB Quality Assurance Framework in line with SCIEs recently published SAR Quality Markers

Development of a Coroners Protocol

Reviewing the Sussex SAR Protocol and Referral Form
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Microsoft_Excel_Worksheet.xlsx

SAR-Gender


			SAR Referrals


						Male			Female 			total 


			2022/23			4			1			2


			2021/22			3			4			7





SAR Referrals by gender 2022- 23





2022/23	


Male	Female 	4	1	





SaR Referrals by Gender





Male	


2022/23	4	Female 	


2022/23	1	











Location of abuse by District


			Location of abuse by District/Borough 


						Rother			Wealden			Hastings			Eastbourne


						2			1			1			1











Location of abuse by District/Borough








Rother	Wealden	Hastings	Eastbourne	2	1	1	1	








SAR - Age 


			Referral Ages 


						18 - 25			26-60			61-80			81+


			2022/23			0			3			1			1


			2021/22			1			4			1			1





Age





18 - 25	


2022/23	0	26-60	


2022/23	3	61-80	


2022/23	1	81+	


2022/23	1	








SAR


			Number of SAR Referalls comissioned 


						SAR Criterea Met			SAR Criterea not met 			Total


			2021/22			3			4			7


			Number of SAR Referalls comissioned 			No SAR Referrals comissioned yet that have been refered this financial year





SAR Referalls 2021/22





2021/22	


SAR Criterea Met	SAR Criterea not met 	3	4	








Referral Themes 


			SAR Referral Themes 2021/22


						Domestic Abuse			Organisational Abuse			Self-Neglect


						1			2			2





SAR Referal Themes








Domestic Abuse	Organisational Abuse	Self-Neglect	1	2	2	
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Learning from Partnership Reviews

Domestic Homicide Reviews, Safeguarding Adult Reviews, Drug and Alcohol Related Deaths and Local Child Safeguarding Practice Reviews 















Purpose

Domestic Homicide Reviews, Safeguarding Adult Reviews, Drug and Alcohol Related Deaths and Local Child Safeguarding Practice Reviews all have different criteria in terms of conducting a review.



However they all have primarily the same purpose: 

To identify improvements to how agencies safeguard and promote the welfare/health of children and adults 

Seek to prevent or reduce the risk of recurrence of similar incidents













Local Child Safeguarding Practice Reviews (LCSPR)

Serious child safeguarding cases are those in which: 

abuse or neglect of a child is known or suspected and the child has died or been seriously harmed 



Meeting the criteria does not mean that safeguarding partners must automatically carry out a LCSPR. It is for them to determine whether a review is appropriate, taking into account if the case highlights:

improvements needed 

any recurrent themes in the safeguarding and promotion of the welfare of children 

concerns regarding two or more organisations/agencies working together	















Safeguarding Adults Reviews

The Care Act 2014 sets out that SABs have a statutory duty to undertake a Safeguarding Adults Review (SAR) when:



an adult has died (including death by suicide), and abuse or neglect is known or suspected to be a factor in their death;

or

an adult has experienced serious abuse or neglect which has resulted in: permanent harm, reduced capacity or quality of life (whether because of physical or psychological effects), or the individual would have been likely to have died but for an intervention;

and

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











Domestic Homicide Reviews DHRs

A domestic homicide review is 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 to whom he/she was related or with whom he/she was or had been in an intimate personal relationship, 

or 

a member of the same household as himself, held with a view to identifying the lessons to be learnt from the death. Where the definition set out in this paragraph has been met, then a Domestic Homicide Review should be undertaken. 



Where a victim took their own life (suicide) and the circumstances give rise to concern, for example it emerges that there was coercive controlling behaviour in the relationship, a review should be undertaken, even if a suspect is not charged with an offence or they are tried and acquitted. 

Reviews are not about who is culpable













Drug and Alcohol Related Deaths







The aim of the Confidential Inquiry into Drug and Alcohol Related Deaths (DARDs) is to reflect on those deaths in which alcohol and/or drugs was a contributory factor. 



Through these deaths work is then undertaken to identify trends and consider whether there are any indications of opportunities for earlier intervention or lessons to be learnt that could reduce the number of drug and/or alcohol-related deaths in the county. 



Two thematic inquiries will be produced a year









Common learning themes identified across East Sussex reviews













A multi-agency trauma informed response





Importance of communicating directly with the child/adult ( and advocate where applicable)





Building effective relationships with the family ( includes assessment of risk to family members)





Transition (from Children’s to Adult services)





Impact of COVID19





Tactics employed by family/perpetrator to obstruct/deflect agencies





Meaningful engagement





Information sharing 














A multi-agency trauma informed response


DHRs -  Seek assurance from agencies that professionals are accessing training, including domestic abuse training delivered by the specialist domestic abuse service provided by CGL. It is recommended that training is provided to develop a better understanding among clinicians and practitioners of the correlation between patterns of minor illnesses, chronic illness and pain and domestic abuse.



SARs – Use SAB routine audit systems to further evaluate the use and effectiveness of multi-agency meetings when undertaking safeguarding work with vulnerable adults and consider whether policies, procedures and pathways for convening multi-agency risk management meetings are adequate. 



LCSPRs - Ensure that procedures for convening multi-agency meetings are followed, to allow for clearer planning and communication between agencies. All relevant agencies, including specialist services, are invited to contribute. 













Importance of communicating directly with the child/adult (and advocate where applicable)





DHRS - Agencies to ensure there are opportunities for victims to be spoken to alone as best practice, including when routine enquiry is carried out. (this links to consideration of appropriateness of informal carers supporting assessments).



SARS – Seek assurance about use of advocacy for people who lack capacity in respect of assessments, reviews and safeguarding activity and ensuring the use of advocacy is promoted in the current Mental Capacity Act training.



LCSPRS - For agencies to highlight the importance of not making assumptions about the source of a child’s distress in the absence of speaking to the child directly. The voice of the child to be heard and documented.















Building effective relationships with the family (includes assessment of risk to family members)



DHRs - Review existing training programmes and ensure that DHR Panel agencies; ASCH, CS, SPFT, CGL practitioners and HIDVA embed a ‘Whole Family’ approach into their practice, that includes how practitioners respond to threats of risk of harm to family members, identification of carers’ stresses and any resulting risk to the carer and to seek assurance from agencies that they are delivering their responsibilities to carers under the Care Act 2014.



SARs – Coercion and Control training and supervision of staff should also focus on the relevance and importance of working closely with the whole family rather than just with those family members providing direct care.



LCSPRs - Challenge the relevant partner agencies about how professionals who work with adults/parents can be better involved in working with families where there are concerns about the children. Inclusion of fathers, partners and other significant adults in assessments and interventions. 









Transition (from Children’s to Adult services)



DHRS  - The Domestic Abuse Act 2021 introducing the statutory definition of domestic abuse, defining victims of domestic abuse as 16 and above. All agencies and commissioned domestic abuse services support young people aged 16+ and additional bespoke services and support have been commissioned. All high risk victims of domestic abuse aged 16+ known to agencies are referred into MARAC for a multi-agency response.

SARs - Seek assurance that transitional safeguarding processes are meeting the needs of people who have had adverse childhood experiences but are struggling to engage with services, are met after they reach the age of 18 years old. Use of the MACE (Multi-Agency Child Exploitation) group should be considered to better coordinate children’s and adult’s services so that transition is not a sudden change.



LCSPRs - Development of a transition strategy to support children at risk of exploitation as they move to adulthood. Explore improvements in transition into adult services for children with complex needs, such as mental health.











Impact of COVID19



DHRs – The impact of COVID in supporting both victims and perpetrators of domestic homicide has been highlighted in DHRs where the homicide/ lead up to the homicide occurred during lockdowns. Whilst alternative methods of support were offered to victims and perpetrators, it was acknowledged that engagement was more challenging and that potentially professionals’ lack of face-to-face contact may have impacted their ability to fully understand the family’s lived experience. In addition, one victim spoke with family members as feeling more isolated during this period and the impact of their emotional wellbeing and mental health.



SARs – The impact of COVID to frontline services has been highlighted in recent SARs covering the pandemic period with little or no physical meetings/observations taking place by professionals and the challenges of accessing services by clients during the pandemic highlighted. Practitioners also referred to its impact on staff shortages, recruitment, training, use of agency staff and routine checks of placements and increasing number of cases where legal advice was being sought during SAR reviews.



LCSPRs – The impact of COVID on children and young people has been significant, such as increased vulnerability around neglect and exposure to domestic violence. Professionals have found it challenging to be able to see children in person, particularly within their home environment, and indications show an increase in mental health presentations.





Tactics employed by family/perpetrator to obstruct/deflect agencies

DHRs – Whilst a feature in some DHRs is the use of aggression and attempted intimidation of professionals, more commonly seen in DHRs is the use of manipulation by perpetrators with professionals and family members manifesting in a variety of ways, including; making false accusations about the victim, being untruthful with agencies in assessments and presenting as charismatic and charming to professionals in an attempt to undermine the victim.

SARs - A clear feature identified in SAR Anna was the use of aggression by some members of her family to control and intimidate workers. ASCH managers reported that this was beyond the normal antagonism that workers were used to experiencing. The levels of threat and violence were  significant and Police advising against staff making contact alone. There could be benefit for SAB agencies considering how their staff can be best supported and whether agencies such as the police who may have greater experience can be of more assistance. 



LCSPRs - To seek assurance from all relevant agencies that professionals are supported when working with threatening and abusive behaviour from family members and ensure that professionals consider the impact on the children of such behaviour. Promoting the use of the existing procedures that suggest a strategy meeting is held following a serious threat to a professional or if a professional is assaulted.















Meaningful engagement






DHRs - ESSCP to seek assurance that all agencies have actions to address non engagement within their polices and Do Not Attend Policies, where applicable. (DNA)



SARs - To consider the use of outreach and flexible approaches to meet the needs of individuals over the age of 18 years old who find it hard to engage with services and who services consider have multiple-complex needs and/ or have/had experienced adverse childhood experiences. Health, social services and criminal justice partners should pilot a “Think Family” approach aimed at increasing the involvement of family members in the supporting people who are otherwise hard to engage.



LCSPRs - To seek assurance that all agencies have actions to address non engagement within their polices and Do Not Attend / Was Not Brought policies, where applicable. To challenge parents who appear to co-operate with professionals in order to allay concerns and stop professional engagement.















Information sharing
 




DHRs - MARAC partners to send a representative from the relevant service/team to take part in the MARAC where there is significant involvement (current or historic) that impacts on current risk management and safety planning. Information sharing mechanism to be developed between GP Practices and the MARAC and to consider how to identify the relevant social housing provider so that they are invited to MARAC for cases where their tenants are featured.



SARs – Consider what further steps are necessary to embed a culture of services meeting together to coordinate responses in complex and challenging cases



LCSPRs – Ensure that information is sought and shared regarding parental/adult and family history that is likely to pose a risk to children. Facilitate improved sharing of safeguarding records between schools. Continue to improve report sharing and attendance at Child Protection meetings to support effective and informed decision making.   

















Professional Curiosity/ Challenge




DHRs - Recommendations that practitioners are encouraged to be more professionally curious and create opportunities for people to disclose at an early stage.  All agencies to continue to review how they embed professional curiosity and critical challenge within their organisation, including support and training for manager and supervisors to have the confidence to support and challenge professional through reflective supervision. To  raise awareness of professional curiosity, a workshop on Professional Curiosity and Disguised Compliance is included in the local/ regional safeguarding conferences and literature about professional curiosity is published on the ASCH Single Source 



SARs - A need for practitioners to have a better understanding of coercion and control and how people may still be vulnerable to emotional abuse even when their physical safety has been achieved. This will require supervision being used as a tool to enable practitioners to challenge but may also require some additional training for staff and managers. It is positive that the abuse Anna was experiencing was identified as domestic abuse, however there was less understanding of the coercive and controlling nature of such abuse.



LCSPRs – Practitioners are supported and encouraged to challenge decisions if they don’t agree with them. Develop support and challenge to schools regarding persistent absence. Practitioners to take a professionally curious approach when working with families, linking with other services working with the family to establish the lived experience of the child.







Strategic approach to action planning &
dissemination of learning 








Bi-monthly meeting of review managers, to include sharing of recommendations to contribute to ‘smarter’ action planning to avoid duplication and support a more systematic approach 





Standing agenda item on reviews, action planning and progress at the East Sussex Domestic Abuse and Sexual Violence Management Oversight Group





Regular learning briefings developed to themes across reviews. Shared briefings across partnerships to be developed where appropriate.





Development of e-learning module on learning from reviews, to be updated on an annual/ bi-annual basis





Safeguarding conferences and events to link to statutory review learning 





DHR and SAR thematic action plans developed on shared template. LCSPRs to also reflect template where possible





Annual presentation to the Safer Communities Board on key learning from reviews. 
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ESSAB Learning Event 2022/23

· How is the learning from SARS being embedded into practice?

· What is your role in ensuring learning is being embedded?

Proposal agreed in July for events to be developed for:

· Practitioners

· Managers

· Strategic Leads



Desired Outcomes

· Gain confidence in their role.

· Understand why practice might need to change. 

· Build on knowledge of SARS: outcomes, themes, recommendations.

Objectives

· Identifying the barriers to change ?

· How to build confidence within staff & organisations

· Identify what the gaps in knowledge are?   

· What can we do to encourage professional curiosity/ Why be curious?

· Information sharing – knowing when & how.



2-hour Strategic Leads Workshop



· [bookmark: _Hlk116651560]Introduction – Deborah Stuart-Angus ( SAB Independent Chair)



· SAR Learning Themes from East Sussex Reviews 



· How to embed learning into your organisation  



· Identifying additional training needs across the workforce 



· Integrate learning into the workday – encouraging staff to learn



· Collaborating in delivering Multi-Agency training 



· Success stories - Celebrate it!



Evaluation 











































2-hour Managers Workshop



· Introduction – Deborah Stuart-Angus ( SAB Independent Chair)



· SAR Learning Themes from East Sussex Reviews 



· Mental Capacity Act – What is being missed? 



· Coordinating a Safeguarding Response – The Importance of Multi-Agency meetings 



· Supervision - relevance and importance of working closely with the whole family 



· Complex and Challenging Cases 



· Integrate learning into the workday – Encouraging staff to learn



Evaluation















[bookmark: _Hlk116652288]2-hour Practitioner Workshop



· Introduction – Deborah Stuart-Angus ( SAB Independent Chair)



· SAR Learning Themes from East Sussex Reviews 



· Coercion and Control – Focus on Older People 



· Tactics Employed by Family /Perpetrator to obstruct/deflect agencies



· Information sharing 



· Escalating concerns



· Advocacy 



Evaluation

































Evaluations – relevant for each workshop

To include:



Strategic Leads

· How will you identify and improve safeguarding culture & practice?

· 

Managers

· 



Practitioners

· 
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Training & Workforce Development (TWD) Subgroup Work Plan 2022 - 23





[bookmark: _MailOriginal]

		TWD Objective

		Action 

		Timescale

		Lead 

		Notes/Progress





		Status (RAG) Rating



		Strategic Theme 5 – Integration, Training and Workforce Development   



		SAB Priority: Ensure the workforce is equipped to support adults appropriately where abuse and neglect are suspected. This is to include emerging local safeguarding issues.



Desired outcome: Adults are supported by a skilled and competence workforce.





		1. Provide an overarching framework for adult safeguarding training and workforce development in all three Sussex SABs, which sets out a shared approach to the promotion of safeguarding competency frameworks and analysis of learning outcomes from SARs.

		

· Refresh Sussex Learning and Development Strategy for 2022 – 2025.



		

March 2023

		TWD Subgroup and Training Subgroups across West Sussex and Brighton & Hove



QA & LD Officers across the Sussex SABs

		Pan Sussex Policy and Procedure Subgroup L and D strategy discussed at the June Pan Sussex P & P Review Subgroup:



There was commitment to holding an annual event to get the Pan Sussex message across.  

Put together an overview of SARS and themes across the areas and to be shared and updated at this meeting as a regular agenda item so that there is consistency of message. 



The Subgroup to bring themes to the next meeting to discuss joint actions and to agree how to work across those themes with partners and develop joint podcasts or blogs



Joint SAB Learning Podcast being developed by ESSAB/BHSAB and WSSAB for Safeguarding Adults Week November 2022.





		



		2. Continue to support the delivery and review of all SAB multi-agency training courses and develop new course content as required.

		Currently consists of:

[image: ]

		

Ongoing

		

Sara Lewis 

		

Potential Multi-Agency Modern Slavery SPOC Training sessions being considered ( Dan King)

		



		3. Ensure learning from SARs, other reviews and multi-agency audits are effectively embedded into practice and facilitate organisational change. (See 4 below)



· Thematic SAR Recommendation 1











· SAR Anna Recommendation 2 



























· SAR Ben Recommendation 3 





· SAR Ben Recommendation 4 



		

· Consider promoting the Health Education England Self-harm and Suicide Prevention Competence Framework (October 2018), in partnership with NHS and local authority commissioners and training departments, as a means of equipping staff with the skills necessary to identify and work with people who are at risk of self-harm and suicide.

		

March 2023

		

		

		



		

		

· Review current SAB training:  Coercion and Control: A Multi Agency Workshop for Staff Working with Domestic Abuse to identify gaps in agencies attending/ overall attendance levels and promote training to agencies where there is reduced take up.

· Develop a series of podcasts/webinars on legal interventions and types of situations they should be considered when supporting older people when putting safeguarding plans together along with guidance to help understand what may be happening within a family rather than making assumptions or accepting things at face value.



· Review MCA Training to ensure use of Advocacy is promoted within the current training offer.



· Assurance from partners that legal literacy is included in single agency safeguarding training and commissioning multi-agency training on law relating to mental capacity, mental health and care and support



· Promote the SCIE MCA webinars

Introduction and supporting decision making

Assessing capacity

Best interests decisions

Planning ahead, and other protections

Deprivation of Liberty (DoLS) and Liberty Protection Safeguards (LPS)



		

March 2023

		

TWD Subgroup

		

























COP Learning Briefing developed with NHS



































SAB TWD Current organisational training offer being collated to ensure legal literacy is included in MCA training







SCIE Webinars promoted in SAB May Monthly Digest 2022

		



		4. Ensure there are mechanisms to review the impact and effectiveness of training

· SAR Ben Recommendation 12

· SAR Anna Recommendation 6



		

· SAB Learning Event 2022 – a focus on incorporating embedding learning from East Sussex SARs. The event will incorporate what current mechanisms for evaluating organisational change and learning from SARs is in place and if these are effective

		

March 2023

		

ALL





		

Task and finish group meeting 9/6/22 to agree objectives and outcomes for the event. Proposed event is held during Safeguarding Adults Week Nov 2022

Focused virtual workshops delivered early in 2023 will be aimed at:



Practitioners                    ( Recognise)- Professional curiosity/identifying risk/escalation/what stops you sharing information.



Managers (Manage) – SAR learning/how this learning can be and is shared/promoted to frontline teams. Feedback on recent SARs and developments. 



Strategic Leads (Change) -  Feedback from Practitioner and Manager events. Recurring issues/ SAR resources and identification of any changes needed.

		



		5. Keep informed on developments with Liberty Protection Safeguards (LPS) and ensure training programmes are developed ahead of implementation in 2023.

		Principal Social Worker in ASCH to keep TWD Subgroup informed of developments.



		Ongoing

		PSW

		In Ops Subgroup as a standing agenda item 

		



		

		Training programmes across agencies to be updated to meet the new LPS requirements.



		Mar 2022

		TWD Subgroup

		Changes to the MCA Code of Practice and implementation of the LPS Consultation underway and closes 7/7/22

		





	

Key to RAG ratings:

Green:   Objective completed or on target   

Amber:  Work in progress/further actions planned or required 

Red:       Objective not completed or target not met 
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   Adopting a Whole Family Approach to Domestic Abuse and Promoting Safety  -   Professional Level Workshop (Virtual)      Coercion and Control: A Multi Agency Workshop for Staff Working with Domestic  Abuse       Domestic Abuse, DASH   and Safety Planning      Domestic Homicide Review      Impact of Sexual Violence and Abuse      Modern Slavery Awareness Workshop       Modern Slavery: Multi Agency Workshop for SPOCS and 1st Responders      Multi Agency Self Neglect Training for NQSWs  –   Bespoke      Rape and the Lega l System      Responding to First Disclosures      Safeguarding Adults Board Multi - Agency: Self Neglect  -   Covid19 Interim Training  Programme      Stalking  -   Recognise, Respond and the Law, and Cyber Enabled Stalking  
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Sussex 
Safeguarding 


Fortnight  
14-25 November 2022 


Free Multi-agency Virtual Training 


Events for Safeguarding Adults, 


Safeguarding Children and 


Looked-after Children 







13:00-13:30  


Safeguarding with the Integrated 


Care System 
 


Monday  


14th November 


Thursday 


17th November 


09:00-10:00  


Lived Experience of  Childhood 


Abuse and Trauma Informed 


Practice with ‘Lads Like Us’ 


 


14:00-1600  


Working with Multiple Complex 


Needs & Trauma: learning from 


a thematic review 
 


Click on the links 


for further details 


and to book your 


place 


Friday 


18th November 


Brighton & Hove Safeguarding 


Children Partnership 


Anti-racist Practice in  


Brighton & Hove 


Conference 


(at the Amex, Brighton) 


Booking link to be shared soon 


Tuesday 


15th November 


09:30-11:30  


Learning from Partnership 


Reviews 


 


12:00-13:00  


Patient Online Access to Records  


Wednesday 


16th November 


Week 1 


External Speakers... 


Some of  the events will be 


delivered by external speakers 


such as Allsorts, ‘Lads Like 


Us’, Counter Extremism, 


Public Health and an Author of  


a thematic review. 



https://www.eventbrite.co.uk/e/safeguarding-with-the-integrated-care-system-ics-tickets-427163937837

https://www.eventbrite.co.uk/e/safeguarding-with-the-integrated-care-system-ics-tickets-427163937837

https://www.eventbrite.co.uk/e/428613814457

https://www.eventbrite.co.uk/e/428613814457

https://www.eventbrite.co.uk/e/428613814457

https://www.eventbrite.co.uk/e/working-with-multiple-complex-needs-trauma-learning-from-thematic-review-tickets-427175803327

https://www.eventbrite.co.uk/e/working-with-multiple-complex-needs-trauma-learning-from-thematic-review-tickets-427175803327

https://www.eventbrite.co.uk/e/working-with-multiple-complex-needs-trauma-learning-from-thematic-review-tickets-427175803327

https://www.eventbrite.co.uk/e/431554239347

https://www.eventbrite.co.uk/e/431554239347

https://www.eventbrite.co.uk/e/patient-online-access-to-records-tickets-427172834447





10:30-12:00  


Incels with Dan Sanders, Counter 


Extremism Practice Officer  


 


13:00-14:00  


LPS Overview  


(with a focus on the NHS role) 


Monday  


21st November 


Thursday 


24th November 


14:00-15:30  


Trauma Informed Care 


Awareness 


Click on the links 


for further details 


and to book your 


place 


10:00-12:00   


Suicide Prevention with Ben 


Brown, Public Health 


 


13:00-15:30 


Domestic Homicide Learning 


Friday 


25th November 


09:30-12:30  


Understanding and Supporting 


LGBT+ Children and Young  


People with Allsorts 


Tuesday 


22nd November 


Wednesday  


23rd November 


10:00-12:00  


Transitional Safeguarding  


 


13:30-14:30 


Overview of  the Child Death 


Review Process in Sussex 


Week 2 


More upcoming events... 


West Sussex Safeguarding 


Children Partnership  


Safeguarding Conference: 


28th November 


Booking link and details to be 


shared soon  



https://www.eventbrite.co.uk/e/427183225527

https://www.eventbrite.co.uk/e/427183225527

https://www.eventbrite.co.uk/e/liberty-protection-safeguards-lps-overview-tickets-427191991747

https://www.eventbrite.co.uk/e/trauma-informed-care-awareness-tickets-427210045747

https://www.eventbrite.co.uk/e/trauma-informed-care-awareness-tickets-427210045747

https://www.eventbrite.co.uk/e/428579612157

https://www.eventbrite.co.uk/e/428579612157

https://www.eventbrite.co.uk/e/429036067427

https://www.eventbrite.co.uk/e/428576532947

https://www.eventbrite.co.uk/e/428576532947

https://www.eventbrite.co.uk/e/428576532947

https://www.eventbrite.co.uk/e/transitional-safeguarding-tickets-427206605457

https://www.eventbrite.co.uk/e/360371088627

https://www.eventbrite.co.uk/e/360371088627




