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Foreword

Departing Message from Dr. Adi Cooper, Outgoing Independent Chair of HSAB

As | step down from my role as Independent Chair of the
Haringey Safeguarding Adults Board, | want to express my
deep gratitude to all those who have contributed to the
Board’s work over the past year and indeed, throughout
my tenure. It has been a privilege to work alongside
dedicated professionals, partners, and community
members who share a commitment to safeguarding adults
at risk and promoting their rights, dignity, and wellbeing.

The 2024/25 year has seen continued progress in

‘ - strengthening our safeguarding arrangements, improving
muIt| -agency coIIaboratlon and embedding learning from safeguarding adult
reviews. We have also faced complex challenges, including the ongoing impact of
cost-of-living pressures and increasing demand on health and social care services.
Despite these, the Board has remained focused on its core mission: to ensure that
adults in Haringey are safe and supported.

| am proud of the strides we have made together and confident that the Board is in
excellent hands as Natalie Cowland takes on the role of Independent Chair. Natalie
comes to the HSAB from the Nursing and Midwifery Council (NMC) where she was
Head of Organisational Learning, Quality and Improvement. Before this she had a
30-year career with the Metropolitan Police Service (MPS) which includes a
significant background in multi-agency collaboration with 15 years' strategic
experience across policing and regulatory health settings. She has worked in
safeguarding settings at every level, leading teams dealing with complex adult
protection investigations, leading MPS's response to all statutory safeguarding
reviews including Safeguarding Adult Reviews (SARs), work with the Continuous
Policing Improvement Command and with National Counter Terrorism.

The work of safeguarding adults is never done in isolation, and | am confident that
under Natalie’s experienced and leadership, the Board will continue to grow,
innovate, and make a meaningful difference in the lives of those we serve. | wish her
and all HSAB partners every success in continuing this vital work.

Thank you to all our partners, professionals, and community members for your
unwavering support and collaboration. It has been a privilege to serve alongside you.

Dr. Adi Cooper
Outgoing Independent Chair, Haringey Safeguarding Adults Board
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Introduction from Natalie Cowland, Incoming Independent Chair of HSAB

| am honoured to introduce the Haringey Safeguarding
Adults Board Annual Report for 2024/25 as the new
Independent Chair. | would like to begin by thanking Dr. Adi
Cooper for her outstanding leadership and unwavering
dedication to adult safeguarding in Haringey. Her legacy
provides a strong foundation on which we will continue to
build.

This report highlights the Board’s achievements over the

: past year, including strengthened partnership working,
improved data sharing and analysis, and a continued focus on learning from
Safeguarding Adult Reviews to drive systemic change.

However, challenges remain. The pressures on public services, the complexity of
safeguarding concerns, and the need to address inequalities in access and
outcomes all require sustained attention. As we look ahead, our priorities will include
enhancing preventative approaches, support workforce development, and ensuring
that safeguarding is everyone’s business across Haringey.

| am committed to working collaboratively with all HSAB partners, stakeholders, and
residents to ensure that adults in Haringey are not only protected but empowered to
live safe, independent, and fulfilling lives. Together, we will continue to champion a
safeguarding system that is compassionate, effective, and rooted in the values of
respect and justice.

Natalie Cowland
Independent Chair, Haringey Safeguarding Adults Board
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Introduction

The Haringey Safeguarding Adults Board (HSAB)

The HSAB is a statutory body established by the Care Act 2014". It consists of
senior representatives from various organisations involved in preventing the neglect
and abuse of adults. The primary objective of the Board is to protect adults with care
and support needs who are at risk of abuse or neglect and unable to protect
themselves due to their needs.

Vision and Objectives:

e The HSAB's vision is for Haringey residents to live a life free from harm in a
community that does not tolerate abuse, works together to prevent it, and knows
what to do when it occurs.

e The Board aims to ensure local safeguarding arrangements are in place,
safeguarding practices are person-centered and outcome-focused, abuse and
neglect are prevented collaboratively, and timely, proportionate responses are
given when abuse or neglect occurs.

Operational Framework:

e The HSAB is not responsible for service delivery but works with agencies that
plan and deliver local services.

e Haringey follows the Pan London Procedures? for Safeguarding Adults,
ensuring standardised practices and an Information Sharing Agreement (ISA)
across all agencies.

Core Functions:

e Ensure local safeguarding arrangements are in place as per the Care Act 2014.
Ensure safeguarding practice is person-centered and outcome-focused.
Collaborate to prevent abuse and neglect.

Ensure timely and proportionate responses to abuse or neglect.

Continuously improve safeguarding practices to enhance the quality of life for
adults in the area.

Safeguarding Principles

The HSAB’s work is guided by six key principles outlined in the Care Act 2014, these
principles are foundational to effective safeguarding and apply across all sectors and
settings, including care and support services.

Governance and Membership:

The HSAB is a collaborative partnership comprising statutory and non-statutory
organisations, including health, care, and support providers across the borough. The
Board includes over 20 partners and occasionally invites guest speakers and
additional attendees to address relevant issues. It is led by an independent Chair
accountable to the Chief Executive of Haringey for chairing the HSAB and

"Care Act 2014
2 ondon Multi-Agency Adult Safeguarding Policy and Procedures — LondonADASS
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overseeing its work programme, while decisions made in the role are accountable
solely to the Board. The Vice-Chair role is held by the Director of Adults and Health.

Key Responsibilities:

e Ensure appropriate representation of statutory partners on the SAB.

e Develop and implement a five-year Strategic Plan reflecting the Board's priorities.

e Publish an annual report detailing the Board’s progress and achievements, widely
disseminated among partner agencies and organisations.

e Conduct Safeguarding Adult Reviews (SARs) to learn from individual
experiences, following national best practice and the Board’s SAR protocol.

Operational Structure:

The Board meets quarterly and is guided by an executive group of senior
safeguarding leads from the London Borough of Haringey, North Central London
Integrated Care Board (NCL ICB), and the Metropolitan Police for Enfield and
Haringey.

Strategic Partnerships:

HSAB maintains links with four other strategic partnerships in the borough: the
Community Safety Partnership (CSP), the Health & Wellbeing Board (H&WB), the
Violence Against Women and Girls Strategic Partnership (VAWG), and the Haringey
Safeguarding Children Partnership (HSCP).

Work of the HSAB

HSAB Away Day

In April 2024, the HSAB convened its first in-person meeting since the COVID-19
pandemic. This milestone event brought together members of the Board, to reflect
on progress, assess current challenges, and collaboratively shape the strategic
direction for the year ahead.

Exploring the Long-Term Impacts of COVID-19

This session aimed to examine the enduring effects of the pandemic on
safeguarding practice and partnership working, in line with recommendations from
recent SARs. The discussion was structured around identifying ongoing challenges,
emerging risks, and opportunities for innovation.

Key themes included:

« Rising Complexity of Safeguarding Concerns: There has been a notable
increase in referrals related to domestic abuse and self-neglect. These trends
reflect both the direct and indirect consequences of the pandemic on
vulnerable adults.

« Need for In-Person Engagement: Participants emphasised the importance
of re-establishing face-to-face contact in safeguarding work. Virtual
interactions, while necessary during the pandemic, were seen as limiting the
ability to build trust and detect safeguarding concerns.
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Digitalisation and Social Isolation: The rapid shift to digital service delivery
has contributed to increased isolation, particularly among individuals with
limited digital literacy or access. This has had a disproportionate impact on
people with learning disabilities and those already experiencing social
exclusion.

Healthcare Access and Strain: The rise in online GP consultations has
coincided with increased medical emergencies and delays in accessing face-
to-face care. This has placed additional pressure on primary care services
and created barriers to identifying safeguarding issues.

Economic and Housing Pressures: The pandemic, compounded by the
cost-of-living crisis, has exacerbated housing instability, homelessness, and
financial vulnerability. These factors have increased the risk of exploitation
and abuse.

Safeguarding in the Provider Market: Concerns were raised about the
preparedness of newly recruited overseas care workers, who may lack
familiarity with local safeguarding protocols and feel reluctant to report
concerns.

Opportunities for Innovation: The potential use of artificial intelligence to
support emotional insight and early intervention was discussed, alongside the
need to strengthen multi-agency collaboration and intelligence sharing.

Strategic Priorities for 2024/25

The session also focused on reviewing the HSAB's strategic priorities and identifying
areas requiring further attention. Participants were asked to consider whether
emerging safeguarding issues were adequately reflected in the Board'’s existing
priorities and to propose new areas of focus.

Key insights included:

Financial Abuse: Identified as an increasingly prevalent and under-reported
issue, requiring targeted awareness and intervention strategies.

Self-Neglect and Hoarding: The need to improve reporting pathways and
develop more coordinated responses was highlighted.

Broadening Intelligence Sources: There was consensus on the importance
of drawing on a wider range of data and insights beyond SARs to inform
strategic planning.

Capacity and Resource Allocation: Limited capacity within subgroups was
acknowledged, prompting a call for clearer prioritisation and more efficient use
of resources.

Improving Partner Engagement: Reports to the Board should be more
engaging and clearly articulate the actions required from partners to ensure
learning is translated into practice.

Clarifying Commissioning Expectations: Questions were raised about how
safeguarding responsibilities are embedded in commissioning processes,
signalling a need for greater alignment and clarity.

The Board agreed on several key actions to strengthen safeguarding efforts going
forward.
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The April 2024 Away Day provided a valuable opportunity for reflection, learning, and
strategic alignment. It reinforced the importance of face-to-face collaboration,
highlighted the evolving nature of safeguarding risks, and generated a clear set of
actions to guide the Board’s work in 2024/25.

Annual Safeguarding Learning and Development Report

2024-2025

The Annual Safeguarding Learning and Development Report 2024—-2025 provides
the HSAB with assurance on the scope, quality, and impact of safeguarding training
delivered across the partnership. It captures the breadth of learning activity
undertaken by statutory, health, emergency services, and voluntary sector partners,
and reflects the Board’s ongoing commitment to building a confident, skilled, and
responsive safeguarding workforce.

Key Highlights:

e Level 1 Training: 6,949 employees completed Level 1 safeguarding adults
training. While e-learning remains the primary method for Level 1, some partners
have adopted video-based materials, particularly for community and voluntary
sector audiences.

e Level 2 Training: 6,327 employees completed Level 2 training, with a strong
preference for live, in-person sessions (90% of delivery). This marks a significant
shift away from e-learning, indicating a return to pre-pandemic training norms.

e Specialist Training: Over 5,000 additional sessions were delivered on topics
such as domestic abuse, homelessness, hoarding, mental capacity, and Prevent.
These sessions targeted both staff and residents, expanding safeguarding
awareness across the borough.

¢ New Topic-Specific Data Collection: For the first time, partners reported
attendance data for training on the Mental Capacity Act (MCA), Tissue Viability
(TVN), and Self-Neglect/Hoarding. This supports more targeted learning aligned
with SAR themes.

Partner-Delivered Safeguarding Training

« Whittington Health delivered over 3,250 joint sessions on the MCA and self-
neglect/hoarding. Ran additional sessions on dementia, district nursing, and
learning disabilities, reaching 181 participants and provided in-person Level 2
safeguarding training and briefings.

« North Middlesex University Hospital delivered 2,761 joint MCA and self-
neglect/hoarding sessions. Provided 2,087 Level 2 safeguarding sessions, mostly
in person. Ran topic-specific training on domestic abuse, self-neglect, and
simulation-based safeguarding scenarios.

o Barnet, Enfield & Haringey Mental Health Partnership delivered training on eating
disorders, harmful practices (e.g., FGM), hate crime, and safeguarding in
homelessness. Used council training places for self-neglect and hoarding topics.

e Prevent Team reached over 4,000 people through awareness sessions, including
targeted training for Tottenham Hotspur Foundation staff.

e VAWG Team delivered workshops on domestic abuse in LGBT and Deaf
communities, sexual violence, and survivor support.
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e London Fire Brigade delivered hoarding and fire safety awareness sessions.

e Conducted home fire safety visits and trained carers to identify hoarding risks.

« Metropolitan Police (North Area BCU) ran safeguarding inductions and “lunch
and learn” sessions on financial abuse, vulnerable adults, and missing persons.

Trends and Analysis

e Shift Toward In-Person Learning There has been a marked return to in-person
training, particularly for Level 2 and specialist sessions. This reflects a broader
trend across partners to prioritise interactive, discussion-based learning
environments that foster deeper understanding and engagement.

e Training Reach and Coverage Most partners met or exceeded their training
targets. For example, Whittington Health achieved 90% coverage for Level 1 and
83% for Level 2; North Middlesex University Hospital reported 94% Level 1 and
93% Level 2 coverage; and the Metropolitan Police achieved 100% coverage for
both levels among new starters and public protection officers.

e Multi-Agency Collaboration Partners increasingly deliver training to each other
and to the wider community. This includes Prevent sessions reaching over 4,000
individuals; Domestic abuse workshops tailored for specific communities,
including Deaf survivors; and Housing-related support sessions addressing
homelessness and multi-exclusion vulnerabilities.

e Evaluation and Impact Evaluation was strengthened through follow-up surveys,
case file audits, and reflective learning events. Case studies from health, social
care, emergency services, and housing illustrate how training has translated into
improved safeguarding practice

Looking Ahead to 2025-2026

e Multi-agency training will remain a priority, with continued alignment to the
SAB Strategic Plan and SAR learning.

e The council will maintain its offer of workshop places to partners, subject to
funding availability.

o Efforts will be made to improve monitoring of community-based training,
particularly through the Haringey Community Collaborative.

o Partners will be encouraged to embed safeguarding themes into their internal
training programmes and share best practices through the Practice and
Improvement Subgroup.

The examples below show how training has improved professional confidence,
enhanced multi-agency collaboration, and led to better outcomes for adults at risk.

Case Study 1: Supporting a Vulnerable Asylum Seeker Escaping Coercive
Control
HC, a 22-year-old male asylum seeker from Turkey, was referred to Osborne Grove
Assessment Centre in March 2024 by outreach services. He presented with multiple
and intersecting vulnerabilities:

o Physical health needs resulting from a previous attempted murder.

o Suspected PTSD and trauma-related symptoms.

e No Recourse to Public Funds (NRPF) and an unsettled asylum claim.

o Language barrier, speaking only Turkish.
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« Coercive control exerted by his significantly older female partner (ZH, aged
45).
Despite being allocated separate rooms at the centre, ZH insisted they share a room
and moved HC'’s belongings into hers. She interfered with keywork sessions,
demanded to be the sole point of contact, and prevented HC from speaking freely.
These behaviours raised serious safeguarding concerns.

A Turkish-speaking support worker was assigned to HC, enabling culturally sensitive
and linguistically appropriate support. Drawing on training in coercive control and
trauma-informed practice, the support worker built trust with HC and created a safe
space for disclosure.

HC revealed that ZH’s two sons had attempted to murder him in an honour-based
violence attack nine months earlier. He disclosed that ZH had prevented him from
accessing medical care, collecting medication, and contacting the police. She had
also threatened him to withdraw his police statement about the attack. This
information was shared with the police discreetly to protect HC and avoid alerting
ZH. The police confirmed they had been unable to contact HC for nine months,
corroborating his account.

A coordinated safeguarding response was initiated involving:
e Police: Encouraged HC to report coercive control and supported him through
the process.
« RAMFEL (Refugee and Migrant Forum of Essex and London): Assisted
with a NASS accommodation application for HC.
e Housing Services: Assessed ZH for private rented accommodation,
facilitating separation from HC.

While awaiting accommodation decisions, HC was supported with:
o Care Act assessments.
o Hospital appointments and psychological support.
e Translation services.
o Discreet safeguarding planning to avoid escalating risk.

Outcome
ZH moved into private rented accommodation in April 2024. HC’s Section 95
application was successful, and he was relocated to NASS accommodation in
August 2025. He was able to provide a full statement to the police, leading to:
e ZH’s arrest for coercive control and perverting the course of justice.
o Arrests of her two sons for attempted murder.
e All three individuals were charged and await trial.

Learning and Impact
This case demonstrates the critical importance of:
e Culturally competent and trauma-informed practice.
o Safeguarding training that equips staff to recognise and respond to coercive
control.
o Strategic multi-agency collaboration to protect vulnerable individuals.
« Sensitivity and discretion in managing high-risk safeguarding scenarios.
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« The ability to speak HC’s language and understand the cultural context was
pivotal in uncovering the abuse and securing a safe outcome. This case
highlights how safeguarding learning directly translates into life-changing
interventions for those most at risk.

Case Study: Complex Hospital Discharge and Safeguarding Coordination
Context:

A patient (SO) with complex health needs was admitted to hospital. Despite multiple
multidisciplinary team (MDT) meetings, the discharge process was significantly
delayed due to concerns around mental capacity, neglect, acts of omission, and
limited engagement from the patient’s next of kin, who held a Lasting Power of
Attorney (LPA).

Safeguarding Challenge:

The case highlighted systemic issues, including:
e Poor communication between specialist teams.
e Unclear understanding of professional roles and responsibilities.
« Stress on hospital resources due to delayed discharge.

Learning Intervention:
A learning event was organised involving ward staff, mental health professionals,
and the discharge team. The session focused on:

e Understanding LPA and best interest decisions.

o Clarifying escalation and referral pathways.

o Reflecting on professional responsibilities and inter-agency collaboration.

Outcome:

The event created a safe space for open discussion and reflection. It led to:
e Improved communication and mutual respect among professionals.
e A more coordinated approach to complex safeguarding cases.
e Successful discharge of the patient to a 24-hour care home.

Impact:

This case reinforced the importance of safeguarding training in:
e Enhancing professional curiosity.
e Promoting collaborative working.
e Supporting timely and safe discharge planning for vulnerable adults.

Person in a Position of Trust (PIPOT)

Last year, we reported that the HSAB had implemented the Person in a Position of
Trust (PIPOT) guidance to provide a comprehensive framework for managing
allegations against individuals in positions of trust. The aim of this guidance is to
manage risks based on assessments of abuse or harm to adults with care and
support needs.

The guidance was formally agreed upon by the HSAB at its board meeting
in January 2024, with an expectation that all partner organisations would establish
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their own internal PIPOT policies and report back to the Board. This ensures
consistent and reliable safeguarding practices across the borough.

Aligned with the Care Act 2014 and its statutory guidance, the PIPOT framework
sets clear expectations for how allegations against individuals in positions of trust
should be notified, assessed, and addressed. It emphasises the responsibility of
local authorities to ensure that service providers have robust procedures in place to
prevent and respond to abuse or neglect.

The guidance applies to local authorities, partner agencies, and commissioned
services, and covers concerns arising from an individual’s professional role, private
life, or other capacities. It mandates clear, proportionate, and timely responses to
allegations, ensuring that safeguarding remains at the heart of all professional
conduct.

Summary of PIPOT Activity (Adult Services)

Between October 2023 and April 2025, Haringey Council and its partners responded
to a range of PIPOT concerns involving professionals across Health, Housing,
Cultural, and Community services. The cases reflect the diverse contexts in which
safeguarding concerns can arise and the importance of robust multi-agency
responses.

Nature of Allegations

e Allegations ranged from inappropriate relationships with vulnerable adults
to sexual abuse, domestic abuse, and professional misconduct.

e Several cases involved boundary violations or conflicts of interest, particularly
where professionals had personal relationships with service users.

Most cases involved multi-agency collaboration, including:

Police investigations

HR disciplinary processes

Safeguarding enquiries under the Care Act (Section 42)
Notifications to professional regulatory bodies

Outcomes varied depending on the severity and substantiation of the concerns:

e In some cases, no further action was taken following consultation or
investigation.

¢ In others, disciplinary action, dismissal, and referrals to the Disclosure and
Barring Service (DBS) were necessary.

e One case led to a worker being barred from employment across London .

Concerns arose across a broad spectrum of services, including:

e Local authority departments (e.g., libraries, housing, community enablement)
e Health services (e.g., district nursing, GP practices)
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¢ Voluntary and community sector roles
e Housing providers and repair services

Cross-Boundary and Crossover Risks

e One case highlighted the crossover risk between adult and child
safeguarding, reinforcing the need for joined-up safeguarding systems across
age groups and services.

The PIPOT cases reviewed during this period demonstrate the continued vigilance
and responsiveness of Haringey’s safeguarding network. They also reflect the
complexity of safeguarding in multi-agency environments and the importance of clear
protocols, professional accountability, and trauma-informed approaches. The HSAB
remains committed to strengthening the PIPOT framework, ensuring that individuals
in positions of trust are held to the highest standards to protect those most at risk.

Missing Persons Landscape

The Board received a comprehensive presentation on the current landscape of
missing persons in Haringey. The term “missing” is defined nationally as any
individual whose whereabouts are unknown and whose wellbeing cannot be
confirmed. This definition is standardised by the College of Policing and underpins
the risk assessment and response protocols used by law enforcement and
safeguarding partners.

The presentation outlined the use of the National Decision-Making Model and

the Five Plus Framework to assess risk levels. Individuals reported missing are
categorised into Low Risk, Medium Risk, and High Risk. These categories guide the
urgency and nature of the response from police and partner agencies.

Due to system limitations, data on missing persons is currently tracked manually,
which affects the efficiency and reliability of reporting. In addition, Adult Social Care
receives a significant number of referrals monthly.

A key issue discussed was the legal limitation in care settings. Care homes cannot
restrict residents from leaving unless a Deprivation of Liberty Safeguards

(DoLS) authorisation is in place. While this protects individual rights, it poses
challenges in managing residents who are prone to wandering or going missing,
especially those with cognitive impairments or addiction issues.

Protocol Awareness and Escalation

o The Board emphasised the importance of timely reporting and protocol
adherence by care providers and commissioners.

e There was concern about delays in reporting, particularly in high-risk cases.

e The Herbert Protocol was highlighted as a vital tool for recording and sharing
information about vulnerable individuals at risk of going missing.

« The Universal Care Plan was also discussed. It allows concerns about
vulnerable adults to be recorded and shared across London without requiring
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consent, enabling quicker identification and response when individuals
present at different locations.

Escalation Procedures
« A formal escalation protocol exists for cases where there is disagreement
about whether an individual should be classified as missing.
e The role of the Vulnerable Adult Coordinator within the police was noted as a
key contact for resolving such disputes and ensuring appropriate action is
taken.

The Board agreed that greater assurance is needed from providers and
commissioners regarding the timeliness and accuracy of missing person reports.

Ministerial Recommendations for Safeguarding Adults
Boards (SABs) — Rough Sleeping

In May 2024, the Ministers for Housing and Social Care issued national
recommendations to strengthen how Safeguarding Adults Boards (SABs) support
individuals who are rough sleeping—recognising them as a group at high risk of
abuse, neglect, and complex health and care needs. These recommendations align
with the government’s Ending Rough Sleeping for Good strategy?.

The HSAB reviewed and responded to the ministerial recommendations and
compiled evidence and actions demonstrating how Haringey is meeting the national
expectations. A Designated a Named Lead Head of Housing-Related Support was
appointed as the HSAB lead for safeguarding individuals rough sleeping.

What the HSAB will do going forward:

e Continue implementing the ministerial recommendations, including
embedding rough sleeping into strategic plans and safeguarding procedures;
Promoting system-wide accountability and outcome-focused governance; and
Commissioning SARs where appropriate.

e Enhance workforce literacy around safeguarding and homelessness.

« Collaborate with national advisers through the Rough Sleeping Initiative to
share best practices and overcome barriers to joint working.

Multi-Agency Safeguarding Hub

The Metropolitan Police Services (MPS) presented an update on the pan-London
MASH (Multi-Agency Safeguarding Hub) Review, aimed at improving the
identification and response to risks affecting vulnerable adults and children. The
review focused on enhancing information sharing, aligning referral thresholds, and
promoting a consistent, risk-based approach across boroughs. The review involved
collaboration with Adult Social Care (ASC), health, and mental health partners, and
was structured around strategic and tactical working groups.

3 Ending rough sleeping for good - GOV.UK
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Key outcomes included the development of a refreshed Adult Safeguarding Standard
Operating Procedure (ASSOP), new MPS guidance on recognising vulnerability, and
a training package for all officers. A new Adult Decision Making document was
introduced to align BRAG (Blue, Red, Amber, Green) levels with ASC definitions,
improving triage and referral clarity. Trials in Sutton, Croydon, and Bromley showed
positive results, including reduced backlogs and faster support for adults at risk. A
revised research process was also implemented, streamlining police workloads while
maintaining safeguarding standards.

Strategic Terms of Reference and a Joint Response Protocol were created to
formalise partnership working between MPS and ASC. These documents are being
tailored for local use and will support both strategic planning and frontline responses.
Final feedback is being gathered before borough-wide rollout, and ongoing strategic
and tactical meetings will ensure the process remains responsive and iterative. The
review marks a significant step toward a more coordinated and effective
safeguarding system across London.

Homelessness and Safeguarding

Over the past year, Haringey has made significant strides in supporting people
experiencing homelessness, with a strong focus on safeguarding and multi-agency
collaboration. Key achievements include:

o Integrated Support at Mulberry Junction: Sixteen services now operate
from this hub, offering extended hours and holistic support. This includes
immigration advice, mental health and paramedic drop-ins, and evening
scripting services.

o Health Inclusion and Access: 96% of residents in council-delivered services
are now registered with a GP. Jointly commissioned health outreach services
provided street and clinic-based care, including COVID-19 vaccinations and
wellbeing events.

o Targeted Interventions: The Homeless Health Inclusion Team (HHIT) and
Haringey Outreach Team delivered over 700 interventions combined,
addressing complex needs through a multidisciplinary approach.

e Cultural and Communication Improvements: The year highlighted the need
for better use of translation services and culturally competent care. These
insights are shaping future training and service design.

« Staff Wellbeing: Emotional toll on frontline staff was acknowledged, with
plans to introduce structured emotional support and reflective practice.

Looking Ahead
For 2025-26, the focus will be on:

o Sustaining and expanding health inclusion work

e Improving system coordination between housing, health, and safeguarding
services to prevent missed interventions.

o Embedding learning from recent findings on language barriers, cultural
competency, and staff wellbeing into safeguarding practice.
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o Strengthening HSAB links, ensuring safeguarding remains central to
homelessness strategy and that learning is shared across the partnership.

This work reflects a strong commitment to safeguarding adults at risk and ensuring
no one is left behind due to homelessness.

Homelessness Strategy

At the January 2025 HSAB meeting, the Board received an update on the
development of Haringey’s new Homelessness Strategy (2025-2027). This strategy
is a statutory requirement under the Homelessness Act 20024 and aims to prevent
homelessness, ensure sufficient accommodation, and provide appropriate support
for those at risk.

The strategy is being developed in two phases of co-design, engaging directly with
people affected by homelessness, including young adults, probation services, and
community groups. A formal consultation is scheduled for summer 2025, with
adoption planned for September 2025. The strategy will be followed by a longer-term
joint Homelessness and Rough Sleeping Strategy (2027-2032).

Key emerging priorities include:

e Strengthening partnership working across services

o Early intervention and prevention, particularly in the private rented sector

o Targeted support for high-risk groups such as care-experienced individuals,
people leaving mental health or care settings, and those with no recourse to
public funds

« Expanding and improving temporary and supported accommodation

« Enhancing access to affordable housing

The Board discussion emphasised the importance of safeguarding considerations
throughout the strategy. Members highlighted the need to:
e Include care-experienced individuals and those transitioning from institutional
settings as vulnerable groups
o Address language needs and risks of exploitation
e Improve inter-agency communication and learning from past safeguarding
cases
o Use the SAB network to support consultation and feedback

The Homelessness Reduction Board (HRB), which includes council officers and
external partners, is overseeing the strategy’s development and delivery. HSAB will
continue to be engaged to ensure safeguarding remains central to the strategy’s
implementation.

Tackling Health Inequalities

In 2024-25, the ICB continued to drive forward its commitment to reducing health
inequalities across Haringey, with a strong emphasis on safeguarding adults at risk.

4Homelessness Act 2002
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The work focused on improving access to care, addressing wider determinants of
health, and strengthening partnerships across the system.

Key Highlights from the Year

o Targeted Support for Vulnerable Adults: Programmes such as the Longer
Lives initiative and the Haringey Multi-Agency Care and Coordination (MACC)
Team provided proactive, personalised care for adults with severe mental
illness and frailty, helping to prevent hospital admissions and improve
outcomes.

e Inclusion Health Investment: Sustained funding supported GP access for
asylum seekers and enhanced the work of Haringey’s Homeless Health and
Inclusion Team and Rough Sleeper Mental Health Team.

e Neighbourhood Working: Integrated neighbourhood teams worked closely
with the Voluntary, Community, and Social Enterprise (VCSE)® sector
partners to deliver preventative care and support, particularly in the most
deprived communities.

« Safeguarding and Hospital Discharge: The ICB reinforced a “no discharge
to the streets” culture across hospital trusts. Poor discharge planning was
recognised as a safeguarding concern, with new pathways and tools
introduced to improve outcomes for people experiencing homelessness.

Strengthening Safeguarding and HSAB Links

« Safeguarding Integration: The ICB’s Designated Safeguarding Lead for
Adults will join the Live Well and Age Well Boards, ensuring safeguarding is
embedded in strategic planning.

« Data Sharing: The ICB welcomes opportunities to work with HSAB to share
safeguarding data, helping to inform service planning and better target
support.

o Out of Hospital Care Models: Continued development of intermediate care
pathways for people experiencing homelessness will reduce unsafe
discharges and improve recovery.

« Community-Based Mental Health Growth: New investment will expand
support for people with co-occurring conditions, building on successful local
models.

HAGA Alcohol-Related Deaths Review

Between January 2023 and July 2024, Haringey Alcohol Action Group (HAGA)
undertook its second review of alcohol-related deaths among clients in Haringey’s
substance misuse services. This work has provided vital insights into the complex
needs of individuals affected by alcohol dependency and the safeguarding
implications for local services.

Key Achievements and Improvements
« Safeguarding Integration: HAGA now has direct access to the Principal
Social Worker to resolve safeguarding concerns and is awaiting the
recruitment of a dedicated substance misuse social worker.

5 NCL-ICB-Working-with-our-VCSE-2223 2526.pdf
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Mental Health Support: A dual diagnosis team from Barnet, Enfield, and
Haringey (BEH) NHS Trust attends HAGA weekly, improving access to
mental health support and strengthening links with local mental health teams.
Primary Care Collaboration: Communication with GPs has improved, and
from 2025/26, the GP Federation will provide weekly primary care clinics at
HAGA.

Findings from the Review

Client Deaths: 21 deaths were recorded across Haringey’s substance misuse
services, with 13 linked to alcohol use. Most individuals were male, with an
average age of 54.

Complex Needs: 86% had known mental health conditions, and all had
physical health issues, commonly liver disease, respiratory conditions, and
long-term ilinesses such as diabetes and epilepsy.

Safeguarding Gaps: Only 3 of the 21 individuals were known to adult social
care, highlighting missed opportunities for safeguarding intervention.
Hospital Use: High levels of Accident and Emergency (A&E) attendance
were noted, with 108 visits across 11 clients. However, communication gaps
meant that services were often unaware of clients’ high-intensity use of
emergency care.

Planned Actions and Future Focus

Enhanced Hospital Liaison: HAGA is working with North Middlesex
University Hospital (NMUH) to review client deaths and improve data sharing,
particularly around emergency department use and missed outpatient
appointments.

High Intensity User Monitoring: Efforts are underway to better identify and
support high-intensity users of health services, ensuring they are discussed in
multi-agency forums where appropriate.

Liver Health Monitoring: There is a renewed focus on early identification of
liver disease, with plans to increase the use of fibroscans and improve follow-
up care.

The review underscores the importance of multi-agency collaboration in
safeguarding adults with complex needs. The findings have informed HSAB'’s
priorities around early intervention, improved data sharing, and proactive
safeguarding responses. The Board will continue to monitor progress and support
system-wide learning to reduce preventable deaths and improve outcomes for
vulnerable adults.

Department of Work & Pensions Joint Working Protocol

In 2024, a national Joint Working Protocol was developed between the Department
for Work and Pensions (DWP) SABs, following key recommendations from two
SARs. This protocol aims to strengthen collaboration between DWP and SABs under
Sections 42° and 447 of the Care Act 2014, focusing on safeguarding enquiries and
reviews.

8 Care Act 2014
7 Care Act 2014
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Key achievements this year:

o The protocol formalises DWP’s engagement with SABs, encouraging local
boards to include DWP Advanced Customer Support Leads in strategic
discussions and safeguarding reviews.

« It clarifies DWP’s role in identifying and referring safeguarding concerns,
despite not having statutory duties under the Care Act.

« DWP staff are now empowered to share safeguarding concerns proactively
with relevant authorities, even without claimant consent, where there is a clear
risk to welfare or safety.

e The protocol supports DWP’s participation in SARs, including sharing relevant
information and contributing to learning and improvement processes.

Looking ahead:

e The HSAB will continue to build on this strengthened relationship with DWP,
ensuring their involvement in safeguarding enquiries and reviews where
appropriate.

« The protocol will be evaluated nationally within 12 months of implementation
to assess its effectiveness and impact.

« HSAB will support the aspiration for a national Thematic Impact Report from
DWP, summarising learning and strategic changes from safeguarding cases.

HSAB Escalation Policy Update (2025-2028)

In January 2025, the Board reviewed and endorsed a revised version of the HSAB
Multi-Agency Escalation Protocol, which will guide safeguarding dispute resolution
across partner organisations until 2028.

This updated protocol reflects learning from SARs and reinforces the importance of
professional challenge and timely resolution of interagency disagreements. It
simplifies previous procedures while maintaining a clear, staged approach to
resolving disputes, starting at the lowest operational level and escalating to senior
management only when necessary.

A key feature of the protocol is the provision for a Safeguarding Adults Board
Resolution Panel, convened by the Independent Chair when disputes cannot be
resolved through usual channels. This panel includes representatives from multiple
agencies and ensures that safeguarding concerns are addressed collaboratively and
decisively.

The protocol also introduces a fast-track mechanism for complex, high-risk cases
requiring urgent multi-agency resolution, and outlines how learning from disputes will
be fed back into training and policy development via the Board’s Practice and
Learning subgroup.

This development marks a positive step in strengthening multi-agency safeguarding

practice in Haringey, promoting accountability, partnership, and continuous
improvement. The Board’s commitment to this protocol ensures that safeguarding
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concerns are addressed with transparency, urgency, and a shared focus on
protecting vulnerable adults.

Mental Capacity Act (MCA) & Deprivation of Liberty

Safeguards (DoLS): Staff Procedure and Guidance Update

In 2024-25, the HSAB endorsed a significant update to the MCA DoLS Staff
Procedure and Guidance, marking the first revision since 2016. This update followed
an audit, which recommended modernising the policy to reflect current practice and
legal expectations. The revision had been delayed due to anticipated legislative
changes with the Liberty Protection Safeguards (LPS), which have since been
postponed.

The updated guidance now aligns with current case law, national standards, and
operational procedures, ensuring that staff across Haringey are equipped to identify,
assess, and authorise deprivations of liberty in line with the MCA 20058. It includes
clearer definitions, streamlined referral pathways, and improved clarity on roles and
responsibilities across the DoLS process.

The revised policy was approved by the Quality Assurance Subgroup (QA) and
formally signed off by the HSAB in January 2025. This reflects a strong commitment
to safeguarding adults who may lack capacity and ensuring their rights are protected
through lawful and proportionate care arrangements.

Looking Ahead

The HSAB will continue to monitor developments around the implementation of the
LPS and ensure that local practice remains compliant with evolving legal
frameworks.

8 Mental Capacity Act 2005
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Work of the HSAB Subgroups

The HSAB has established five key subgroups to support its aim of protecting adults
at risk and promoting their well-being. These subgroups focus on specific areas of
safeguarding practice and policy development.

The subgroups are designed to ensure that safeguarding work in Haringey is
coordinated, evidence-informed, continuously improving and responsive to local
needs. Each subgroup has a defined purpose and remit, contributing to the overall
effectiveness of the Board.

Chairs Executive Subgroup

To ensure strategic oversight and alignment, the HSAB has established a Chairs
Executive Subgroup (CES). This group brings together the chairs of all five
subgroups and is responsible for:

Overseeing the delivery of the HSAB Strategy Delivery Plan,

Promoting collaboration and information-sharing between subgroups,
Escalating issues or concerns to the full Board where necessary, and
Ensuring that subgroup activity remains focused, impactful, and aligned with
the Board’s vision and statutory responsibilities.

In preparation for the 2025-2026 financial year, the CES convened to undertake a
comprehensive review of the current delivery plan. This strategic exercise was aimed
at ensuring the Board'’s priorities, objectives, and actions remain responsive to
emerging safeguarding challenges, reflect learning from past reviews, and align with
both local and national developments in adult safeguarding.

The review process involved a detailed evaluation of each objective within the
existing plan. The group assessed progress made, relevance to current safeguarding
needs, and alignment with the Board’s overarching vision and statutory
responsibilities. As a result of this review:

e Some objectives were retired where they had either been successfully
delivered or were no longer deemed strategically necessary.

o Other objectives were refreshed and carried forward into the 2025-2026 plan
to ensure continuity and sustained impact.

o New objectives were introduced to address evolving safeguarding concerns,
such as the cost-of-living crisis, transitional safeguarding, and quality
assurance in care provision.

The refreshed delivery plan continues to be structured around three strategic
priorities:

1. Prevention and Awareness

2. Learning, Reflection and Practice Improvement
3. Safeguarding and Quality of Services
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Each priority is underpinned by the six principles of adult safeguarding;
Empowerment, Prevention, Proportionality, Protection, Partnership, and
Accountability, and is supported by clear objectives, lead subgroups, and
measurable indicators of success.

The plan reflects a strong commitment to multi-agency collaboration, community
engagement, and continuous learning, ensuring that safeguarding adults in Haringey
remains a dynamic, inclusive, and evidence-informed endeavour.

HSAB Priorities and Objectives 2025/2026

PRIORITY 1: PREVENTION AND AWARENESS

Aligned Principle: Prevention

Objectives

To meet this objective over the
coming years we will:

Key indicators of
success and impact

Objective 1 .1

The Board and
Voluntary Community
Sector, including the
Joint Partnership Board
to set up and maintain
regular engagement.

Attend quarterly meetings with
the Joint Partnership Board to
maintain clear actions and
activities for the year.

Regular communication with the
VCS and annual meetings with
the HSAB Chair

The Board has
effectively connected
with the JPB and the
VCS to share
messages on adult
safeguarding and the
roles and
responsibilities of the
board and the delivery
of the board's plan.

Objective 1.2
Identify community
groups that require
targeted engagement
activity.

Continue to use data available to
target engagement activity and
monitor short- and long-term
impact jointly planned with the
VCS and Haringey Healthwatch.

An increase in relevant
knowledge and
awareness within the
targeted group(s).

Objective 1.3
Delivering a
communication and
engagement plan for
2024/25 to raise
awareness of

Review and refresh the Haringey
Safeguarding Prevention Delivery
Plan in line with the new HSAB
priorities and objectives.

Effective alignment of
the plan's goals,
strategies, and actions
with the updated
HSAB priorities and
objectives.
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PRIORITY 1: PREVENTION AND AWARENESS

Aligned Principle: Prevention

Objectives

To meet this objective over the
coming years we will:

Key indicators of
success and impact

safeguarding in
Haringey.

Deliver a communication
engagement plan for 2025/26.
Defining and prioritising
communication and engagement
based on national priorities and
the Board Strategic Plan.

Establishment of a robust
framework for ongoing monitoring
and evaluation of the Haringey
Safeguarding Prevention Delivery
and Communications Plan.

The development and
execution of a
comprehensive
Communication
Engagement Plan that
reaches key
stakeholders and
generates measurable
outcomes. Success
indicators will include
the breadth and depth
of stakeholder
engagement,
heightened awareness
and understanding of
safeguarding issues,
and also positive
feedback from
stakeholders.

Objective 1.4

To consider the
safeguarding impact of
the cost-of-living crisis
(including food and fuel
poverty).

Monitor safeguarding impact and
develop relevant actions where
necessary.

Positive feedback from
service users, carers,
and families about the
quality of services and
support provided in
response to the cost-
of-living crisis.

Objective 1.5

Creating a Collaborative
and Impactful
Programme for
Safeguarding Adults
Week 2025.

Partner with local authorities,
community organisations, and
advocacy groups.

Engage with the NCL to align
with regional priorities and
resources.

Plan and focus on different
themes focusing on different
aspects of safeguarding, such as
financial abuse, domestic
violence, and mental health.

Collect feedback from
participants through
surveys and feedback
forms.

Positive feedback and
high satisfaction
ratings from
participants. Active
engagement during
events.
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PRIORITY 2: LEARNING, REFLECTION AND PRACTICE IMPROVEMENT

Aligned Principle: Empowerment, Protection, Proportionality

To meet this objective over the

Key indicators of success

mechanisms to
support practice
improvement in
safeguarding
across the
partnership

Ulcers and Mental Capacity
Assessments (MCA's).

Explore opportunities for
collaboration with NCL-wide
initiatives, with pressure-ulcers as
an example, and to reflect on
potential synergies between local
and regional efforts, with the
need for comprehensive

Objectives . . .

coming years we will: and impact
Objective 2.1 The subgroup to focus on two Measurable improvements
Develop prominent themes: Pressure in knowledge, practice, and

outcomes related to these
themes.

The improvement in the
quality and consistency of
Mental Capacity
Assessments.

Ensure that learning from
Safeguarding Adult Reviews is
embedded in practice across the
partnership and quarterly
reporting to the Board.

Partners can provide the
Board with assurance that
key findings and
recommendations from
SARs have been effectively
incorporated into
organisations practice and
culture.

Continue to promote and improve
use of the Multi-Agency Solutions
Panel and improve responses to
self-neglect.

Annual report to be presented to
the HSAB

Measurable improvements
in multi-agency
collaboration, case
resolutions, and outcomes
for individuals experiencing
self-neglect.

To undertake and oversee the
delivery of multi-agency case file
audits on two different themes in
the year to identify areas for
improvement.

The Audit will always include
Making Safeguarding Personal
and Mental Capacity Act
Assessment.

Actions and
recommendations from
multi-agency audits have
been implemented across
the partnership where
relevant.

Quality assurance measures
evidence that consent is
sought from the individual
where it is appropriate to do
so before referral and
informed of their outcomes.
Any decisions on consent
are well documented.

The Board is assured that
practice has improved
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PRIORITY 2: LEARNING, REFLECTION AND PRACTICE IMPROVEMENT

Aligned Principle: Empowerment, Protection, Proportionality

Objectives

To meet this objective over the
coming years we will:

Key indicators of success
and impact

through auditing of the
quality of Mental Capacity
Act assessments and that
practice is continuing to be
audited and issues
addressed.

Objective 2.2
Deliver a
consistent
approach to
conducting and
sharing learning
effectively.

Continue the dissemination of
SAR’s learning through SAR
reports, Domestic Homicide
Reviews, Coroners inquests, 7-
minute briefings and learning
events.

Partners to assure the Board of
improvements made as a result
of SAR’s and impact of change
though reports to the Board, and
SAR learning workshops.

Annual Safeguarding Adult
Reviews learning event.

Consider joint dissemination work
with NCL SABs

Ensure that there is ongoing
monitoring of Safeguarding Adult
Reviews learning (e.g., Housing
issues).

Staff across partner
agencies are aware of the
key learning from SARs and
can evidence impact of
improvements made as a
result of SARs learning.

The Board is assured that
all deaths and other
incidents involving serious
abuse or neglect are
assessed within the
Safeguarding Adult Reviews
protocol and the process
managed well with the focus
from a range of
experiences.

Objective 2.3
Incorporate
national and
regional learning
and innovations
into practice
improvement.

Contribute to National Policy and
practise through our active
participation in regional and
national networks and forums.

There is evidence of two-
way information sharing
between regional and
national networks.

LeDeR reviews annual report
2023/2024. To focus on Haringey
Adult Services actions,
recommendations and impact.

The Board is assured that
learning from LeDeR
reviews is embedded and
leads to improved
safeguarding practice.
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PRIORITY 3 SAFEGUARDING AND QUALITY OF SERVICES

Aligned Principle: Accountability, Partnership

Objectives

To meet this objective over
the coming years we will:

Key indicators of
success and impact

Objective 3.1

Seek assurance from
providers to improve
service quality and
reduce safeguarding
risk

Quality Assurance subgroup to
undertake care organisational
audits (care related
commissioned organisations) to
identify key safeguarding issues
that will improve the quality of
services delivered to residents.

Evidence shows that
actions and
recommendations from
the audits are
implemented and
monitored through the
reporting to the Quality
Assurance subgroup.

Improving Care Quality
Commission ratings
across the market.

Objective 3.2
Working with other
partnerships to
address
safeguarding issues.

The Board will continue to

support with on-going work in

the following areas:

e Homelessness and
Safeguarding

¢ Modern Day Slavery

¢ Transitional Safeguarding and
Think Family jointly with the
Childrens Partnership

¢ Violence Against Women and
Girls

e Serious Youth Violence

e DHR

Evidence and assurance to
demonstrate that partner
organisations understand
each other's roles,
responsibilities and legal
duties to ensure they
provide a collaborative
safeguarding response.

Objective 3.3

The Board meets its
statutory
responsibilities.

¢ Annual Safeguarding Adults
Partnership Audit Tool.

e Produce and disseminate the
2024/25 HSAB Annual report

e Care Quality Commission
inspection preparation for the
Local Authority and Integrated
Care Board to present
preparation plans to the
Board.

¢ Review Board Policies and
procedures to ensure they are
up to date and relevant.

e Prisons and secured
accommodation

¢ Rough sleeping and
homelessness

The Board is assured of
improvements made as a
result of findings from the
Safeguarding Adults
Partnership Audit Tool
audits.

The Board is assured that
Care Quality Commission
(CQC) preparations from
the Local Authority and
Integrated Care Board are
in place.

The HSAB can effectively
enhance monitoring,
accountability, and
responsiveness to
homelessness and rough
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PRIORITY 3 SAFEGUARDING AND QUALITY OF SERVICES

Aligned Principle: Accountability, Partnership

To meet this objective over Key indicators of

Objectives . - .
the coming years we will: success and impact

sleeping issues; and data
on homelessness and
rough sleeping is
integrated into the
quarterly performance
reports within the agreed
reporting periods.

Safeguarding Adult Review (SAR) Subgroup

The purpose of the SAR Subgroup is to consider referrals for any case which may
meet the criteria for a SAR under Section 44 of the Care Act 2014°. The Subgroup
makes decisions according to the statutory criteria, arranges and oversees all SARs,
and ensures SAR recommendations are made, and messages disseminated to all
SAB partners so that lessons are learned from these cases.

The Care Act 2014 requires SABs to arrange a SAR when a case meets the
mandatory criteria: that is, when an adult with care and support needs 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 adult, or if
the same circumstances apply where an adult is still alive but has experienced
serious abuse or neglect.

A SAB may also arrange a discretionary SAR in other situations where it believes
there will be value in doing so. SARs are undertaken to ensure that relevant lessons
are learnt, professional multi-agency safeguarding practice is improved, and to do
everything possible to prevent the issues raised happening again.

Achievements in 2024/25:

The SAB has published three SARs in 2024/25, and the SAR Subgroup has
continued to discuss other cases, making clear decisions about referrals meeting the
SAR criteria and progressing cases for review where relevant.

SAR referrals

Four SAR referrals were received for consideration during 2024/25. One of the
referrals is in the process of being commissioned as a discretionary SAR. One
referral was found not to meet the SAR criteria, and the remaining two referrals are
still under consideration.

Most of the SAR referrals made to the SAR Subgroup in 2024/25 involved either
suspected neglect/acts of omission or self-neglect. Suspected domestic abuse also
featured in one referral. Three of the four SAR referrals involved adults who had
died at a relatively young age (under 65), a trend that has been observed in previous

® http://www.legislation.gov.uk/ukpga/2014/23/section/44/enacted
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years. Ethnicity data continues to be collected on SAR referrals; two referrals were
for people from Eastern European backgrounds, one related to a person from a
Black Caribbean background and one related to a person from a Northern European
background. The SAR Subgroup will continue to monitor trends through the
collection of information about each person’s protected characteristics within the
SAR referral form and will ensure that these are considered in any SARs
undertaken.

Safeguarding Adults Reviews (SARs)

During 2024/25, the Victoria, Eleanor and Adult Safeguarding and Provider
Concerns Thematic SARs were published on the Haringey website:
https://www.haringey.gov.uk/adult-social-care/safeguarding-adults/haringey-
safequarding-adults-board/safequarding-adults-reviews. The full SAR reports and 7-
minute briefings have been shared with SAB partners to aid the dissemination of
learning across partner agencies.

The SAB commissioned the independently led Victoria SAR to identify learning from
the events leading to the death of Victoria, who sadly passed away, aged 38, from
sepsis of unknown aetiology. Type 2 diabetes mellitus, cardiac failure, liver cirrhosis,
obesity, right below knee amputation, and learning disability were recorded as
contributing to Victoria’s death but not related to the disease or condition causing it.
The SAR recommended improvements, including:

e Reviewing the SAB’s Self-Neglect and Hoarding Procedure to ensure that the
level of risk an individual exposes themselves to is fully assessed in cases of
self-neglect.

¢ Reviewing SAB policy, guidance and training content relating to mental
capacity assessment.

e Ensuring feedback is given when safeguarding concerns are referred.

e Ensuring concerns raised about a care provider are shared with the relevant
commissioning team.

e Considering the benefits of wider roll out of the London Urgent Care Plan to
share information across the healthcare system.

The Eleanor SAR looked at learning arising from the events leading to the death of
Eleanor, who sadly passed away, aged 74, from heart failure, heart disease and
obesity. The SAR recommended improvements, including:

e Raising awareness of the Multi-Agency Solutions Panel (MASP).

¢ Improving understanding of how medical needs are considered in housing
allocations.

¢ Reviewing arrangements for authorising urgent packages of social care.

e Seeking assurance from housing providers that safeguarding risks are
considered in the context of housing repairs.

The Adult Safeguarding and Provider Concerns Thematic SAR identified learning
from the events leading to the deaths of Rosemarie and Mearl, who were living at a
local care home. Rosemarie sadly passed away, aged 53, of multi-organ failure and
disseminated breast carcinoma. Mearl sadly died, aged 83, with cause of death
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recorded as pneumonia alongside infected pressure sore, bed bound secondary to
degenerative lumbar/cervical spine, and type two diabetes and hypertension. The
SAR recommended improvements, including:

Reviewing resource allocation for quality assurance of care providers.
Mental health support for residents in care settings.

Health/Local authority monitoring of pressure ulcer care.

Care provider management of complaints.

Audits of hospital discharge.

Collaboration between agencies in preventing and responding to
abuse/neglect.

SAR Implementation Subgroup

The SAR Implementation Group ensures that learning from Haringey SARs leads to
change and improvement. ASC and the ICB are standing members of the group,
with other agency representatives invited to the meeting depending on the action
plans being reviewed. In 2024/25, the SAR Implementation Group oversaw progress
against recommendations from SARs, including the Steve and Paulette SARs. The
following improvements have been implemented:

Review of the effectiveness of the MASP. This has led to better signposting to
other multi-disciplinary forums and raised awareness of the MASP through
promotion activities with various agencies including the SAB, voluntary and
community sector, GPs and Housing. Information about the MASP has also
been made available on the Council website.

Improved interagency communication between Environmental Health,
Housing and the MASP about concerns in private sector housing.

Changes to the adult safeguarding referral process to ensure referrers receive
appropriate feedback on safeguarding concerns.

Improvements to Deprivation of Liberty processes and capacity, which has led
to improved performance in the number and timeliness of assessments
completed.

An improved approach to quality assurance of local care provision, guided by
the Quality Assurance and Contract Management Framework which was
launched in November 2023. In addition, regular quality assurance meetings
are now held between the local authority, NCL ICB and the Care Quality
Commission (CQC) to share intelligence and any concerns.

Work has begun with care providers in Haringey to review access to specialist
wheelchair services and provision in care homes.

Supervision audits in ASC have led to delivery of supervision training for
managers. A support group that includes reflective group supervision has
also been established in ASC.

Practice & Improvement Subgroup

The HSAB Practice & Improvement Subgroup (PIS) plays a pivotal role in enhancing
safeguarding practices across Haringey. Its primary remit is to drive continuous
improvement in adult safeguarding by:
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o Overseeing and supporting the implementation of SARs in line with the Care
Act.

e Collaborating with the SAR subgroup to identify areas for development and
ensure lessons are embedded into practice.

o Facilitating cross-agency collaboration to identify concerns, share expertise,
and promote best practice.

e Focusing on key thematic areas such as the MCA, mental health, and tissue
viability nursing (TVN), especially where these arise from SARs.

o Establishing a working group to ensure streamlined action planning and
delivery.

The subgroup meets at least quarterly. It reports quarterly to the HSAB and Chairs
Executive, ensuring transparency and accountability.

The PIS has played a pivotal role in advancing safeguarding practice across
Haringey over the past year. A key achievement has been the development of a
stable and increasingly engaged membership, which has strengthened inter-agency
collaboration and information sharing. This has enabled more coordinated responses
to safeguarding concerns and improved the quality of care, particularly in areas such
as tissue viability, where joint working between health services, the local authority,
and voluntary and community sector (VCS) partners has led to tangible
improvements in risk management.

The subgroup has taken a proactive and creative approach to embedding learning
from SARs. A range of accessible and engaging formats have been used to
disseminate learning, including:

e Interactive workshops

e 7-minute briefings

o Reflective supervision reviews

e “Lunch and Learn” sessions co-delivered with VCS partners

These initiatives have helped ensure that learning is not only shared but also
meaningfully understood and applied by a wide range of professionals across the
safeguarding system.

Despite these successes, the subgroup has faced challenges, particularly around
sustaining long-term engagement from key stakeholders and the lack of dedicated
funding for multi-agency safeguarding work. These were addressed through flexible
use of existing networks and resources, ensuring that safeguarding training and
engagement continued despite financial and logistical constraints.

Key Initiatives in 2024-25:
e Lunch and Learn Sessions: Informal, cross-sector learning opportunities
focused on key themes from SARs, fostering shared understanding and trust.
e Supervision Audits: Conducted across adult social care, NHS partners, and
VCS agencies to assess and improve how supervision supports safeguarding
practice.
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« Provider Engagement: Active involvement in forums related to SARs (e.g.,
Paulette and Steve), promoting collaborative learning and improved practice.

« Tissue Viability Training: Broader dissemination of training through health
partners, ensuring best practice reaches a wider audience.

Learning from SARs

The subgroup has promoted the use of the MASP to support complex safeguarding
cases, translating SAR learning into practical service improvements. Learning is
embedded through:

e Regular electronic learning updates
e Community engagement with providers
« Monitoring and assurance via contract management and quality visits

Equality and Inclusion

All partner agencies deliver mandatory training aligned with the Equality Act 20107°,
ensuring staff understand and apply principles of equality, diversity, and human
rights in their daily work. This is supported by supervision audits to monitor
compliance and effectiveness.

Priorities for 2025-26
Looking ahead, the subgroup will align with HSAB’s strategic direction and focus on:

Clarifying roles and responsibilities across subgroups to reduce duplication
Sustaining engagement in the face of workforce turnover

Securing sustainable resources for multi-agency safeguarding roles
Improving impact measurement, including better reporting and analysis of
safeguarding outcomes

e Continuing to embed SAR learning and promoting a preventative, person-
centred approach to safeguarding

Engagement & Prevention Subgroup

The Engagement and Prevention Subgroup (EPS) is a key working group reporting
to the HSAB. Its primary purpose is to support the delivery of Priority 1: Prevention

and Awareness from the HSAB Strategic Plan. The subgroup plays a central role in
promoting safeguarding awareness, leading on prevention initiatives, and fostering

meaningful engagement with the local community and stakeholders.

The subgroup is responsible for:

o Overseeing the Haringey Safeguarding Adults Prevention Strategy and
coordinating multi-agency safeguarding training.

« Delivering safeguarding awareness campaigns and ensuring accessible
communication about HSAB’s work.

e Engaging with community groups, Healthwatch Haringey, and the voluntary
sector to promote safeguarding.

10 Equality Act 2010
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e Collaborating across NCL London boroughs (Enfield, Barnet, Camden, and
Islington) on shared safeguarding priorities.

« Using data to target engagement activities and monitor their impact.

o Developing a communications and engagement plan to raise awareness and
encourage reporting of safeguarding concerns.

« Organising events for Safeguarding Adults Week and contributing to the
HSAB Annual Report.

Key Achievements

Strengthened Multi-Agency Collaboration

The subgroup prioritised in-person attendance at meetings, which significantly
improved communication and trust among partners. This approach fostered a more
cohesive and responsive safeguarding network across health, social care, police,
and the voluntary sector.

Borough-Wide Public Awareness Campaign

During Safeguarding Adults Week in
November 2024, the subgroup led a
successful campaign focused on

financial abuse. Key elements included: TUESDM 19 N(NEMBEH- 1—APM

e Alearning and information-

sharing event for community WINKFIELD RESOURCE c::;‘:;m' 22 5RP
organisations SEMNFELD RO, ¥ WHAT TO EXPECT:
o A targeted social media campaign SR
. . : Join our session for ROt Uaridl saerclo
o Public advertising at GP surgeries people who have contact. [RADAINDNISMIN
and bUS StOpS with vulnerable adults to mmpleso‘fénanclal abuse.
« Distribution of safeguarding o gt i g
leaflets through voluntary sector i Rdarobust network. + Partner Presentations: Hear from
experts and partners in the field.
pa rtn e rs m:-:nut:nwr:::::f sek * Resources: Get access to a range

This campaign enhanced public ; Q
understanding of safeguarding and
supported the Board’s prevention
agenda by encouraging community
vigilance.
\ .

Promoting a Culture of Learning and Hﬂﬂﬂﬂef
Reflection
The subgroup championed continuous professional development through:

« Regular safeguarding briefings and reflective supervision

« Mandatory and specialist training, including Missing Persons (MISPER)

training in partnership with local police
« Monthly case discussions led by the Principal Social Worker (PSW)
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Challenges and Responses

Managing Competing Priorities

Coordinating schedules among subgroup members was occasionally challenging
due to operational pressures. However, the consistent engagement of core members
ensured the subgroup remained productive and focused throughout the year.

Partnership in Practice

A multi-agency event during the financial abuse campaign showcased the roles of
various organisations in supporting at-risk residents. This initiative strengthened
inter-agency understanding, improved referral pathways, and highlighted best
practices in safeguarding.

Learning from Reviews
The subgroup has actively embedded learning from SARs and Learning from Lives
and Deaths Reviews (LeDeR) by:
« Promoting awareness of executive capacity
e Encouraging multi-agency professional meetings and the identification of lead
workers to improve communication and risk management

Priorities for 2025-26
Looking ahead, the subgroup will focus on:
« Addressing self-neglect and hoarding behaviours among residents
e Supporting a comprehensive programme of activities during Safeguarding
Adults Week 2025
e Embedding learning from SARs and LeDeR reviews into communications with
both staff and residents
e Promoting safeguarding as “everyone’s business” across all partner agencies

Quality Assurance Subgroup (QAS)

The HSAB QA subgroup is a key component of the HSAB, established to ensure that
safeguarding arrangements across Haringey are effective, robust, and person-
centred. Its overarching purpose is to support the HSAB in fulfilling its statutory duty
to protect adults at risk by holding local agencies accountable for their safeguarding
responsibilities.

The subgroup operates under the guidance of the HSAB’s Quality Assurance
Framework (QAF), which provides the structure for monitoring, evaluating, and
improving safeguarding practices. Through a coordinated annual work plan aligned
with the Board’s strategic priorities, the QA subgroup delivers regular performance
reports, audits, and thematic analyses to inform and influence safeguarding policy
and practice.

The QA Subgroup has strengthened safeguarding oversight and market assurance

across Haringey. Over the year it established new governance, embedded risk-
based monitoring, escalated systemic risks to CQC, and supported providers to
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improve care quality. Learning from SARs has been shared and embedded to drive
system-wide improvement.

Achievements for the year
e Governance: Subgroup convened quarterly meeting and reviewed Terms of
Reference.
e Frameworks: Rolled out the Quality Assurance & Contract Management
Framework (QACMF) to place safeguarding at the core of contracts and

escalation.
e Market oversight: Identified 91 services overdue CQC inspection (5—6 years);
HSAB formally escalated to regional and national level. Arranging to

discuss with the regional CQC leads to consider improvement of the
inspection rates in Haringey.

e Joint reporting: Embedded Joint Provider Monitoring Report and Safeguarding
Dashboard as routine scrutiny tools.

¢ Provider engagement: Forums and workshops strengthened partnership
working; providers to participate in QA subgroup meetings.

e Learning: SAR Paulette recommendations implemented; Implementation
Group established; 12-month audit scheduled.

Quality Assurance Activity has continued to monitor High-risk providers and deal with
any suspension / closure of providers both in Haringey and out of placements. The
HSAB QA subgroup jointly worked with North London ICB / LA to formulate action
plan in focusing on training and monitoring of care quality for a large Nursing Care
provisions in Haringey.

Embedding of Key Learning from SARs - The QA Subgroup has engaged with SAR
and follows up recommendation of key reports to ensure the issues raised in the
reports such as culture of effective challenge to poor care, the providers and care
staff to work with families who often identified risks first, but their voices may have
been undervalued. In addition, the QA subgroup has followed up the SAR
recommendations on Workforce issues on quality of recruitment, training gaps, and
weak culture.

Actions Taken

* Escalation: HSAB formally raised inspection backlog with CQC; local escalation
protocol in development.

* Referral process: QA referral inbox introduced; promoted at locality team
meetings.

* Family voice: Engagement strengthened through forums and monitoring that
includes resident/family feedback.

* Workforce improvement: Providers required to implement and evidence action
plans on recruitment, training, and supervision.

* Joint working: Regular CQC liaison re-established; joint monitoring reports
reviewed at each QA meeting.
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* Learning: SAR implementation overseen by dedicated group; 12-month audit
planned.

Based on the above activity, the subgroup has identified the following priorities for
2025/26:

-_—

Finalise and embed the local escalation protocol.

2. Sustain monitoring of suspended/RI providers and verify improvement
delivery.

Complete QA data-mapping to ensure robust reporting.

Advocate for CQC inspections of long-overdue services.

Deliver the SAR audit to test embedded learning.

Assess safeguarding impact of the cost-of-living crisis using resident survey
data.

I o

Conclusion:

The QA Subgroup has shifted from reactive oversight to a proactive, risk-based
approach. Governance, escalation, and joint monitoring are stronger; provider
engagement and SAR learning are improving culture and practice. Next year will
focus on embedding escalation pathways, testing SAR learning through audit, and
pressing for CQC inspections to address systemic gaps.

Joint Working Between the HSAB and the
Haringey Children’s Partnership (HSCP)

Introduction

The HSAB and the Haringey Children’s Partnership (HSCP) work together to ensure
that safeguarding is a continuous and coordinated effort across all stages of life.
While each board has distinct responsibilities, our collaboration reflects a shared
commitment to protecting vulnerable residents and supporting families holistically.

This joint working is formalised through biannual meetings, where both boards come
together to address shared challenges, align strategies, and ensure that transitions
between services are smooth and effective. The collaboration is particularly vital for
young people moving from children’s to adult services, and for families who require
support from multiple agencies.

Why Joint Working Matters
Joint working between HSAB and HSCP ensures:
« Continuity of care for young people transitioning into adulthood.
e Whole-family support, recognising that safeguarding one individual often
involves supporting their wider family.
o Shared learning from serious case reviews and safeguarding adult reviews.
o Integrated responses to complex issues such as exploitation, housing
insecurity, and mental health.
« Efficient use of resources through coordinated planning and service delivery.
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The Transitions Programme: A Joint Initiative

A major focus of joint work this year was the development and implementation of a
borough-wide Transitions Programme. This initiative was launched to address
longstanding concerns about the experiences of young people moving from
children’s to adult services, particularly those with special educational needs and
disabilities (SEND), mental health needs, or care experience.

Many young people do not meet the strict eligibility criteria for adult services, even
though they remain vulnerable. Transitional Safeguarding aims to bridge this gap by
ensuring that support is not abruptly withdrawn at age 18, and that services work
together to provide a smooth, coordinated journey into adulthood.

Why It Matters in Haringey

In Haringey, the need for a robust Transitional Safeguarding approach has been
highlighted by both local experience and national inspections. Ofsted'" previously
identified inconsistent planning and late assessments as key concerns. In response,
the borough has taken significant steps to improve how young people are supported
during this crucial life stage.

Strategic Improvements

e A new team was established, including social workers and a team manager,
with plans to expand to include mental health professionals and key workers.

o A Disability Register is being developed to identify children from age 5 with
additional needs, enabling earlier planning.

e Transition planning is being embedded into EHC Plans from Year 9.

« A transitions page will be added to the SEND Local Offer website, alongside a
short video to explain the process to families.

e Co-production with parents and carers is central to the programme, with
parent representatives contributing to planning and delivery.

e Care Act Assessments: The programme aims to complete assessments this
year, ensuring that eligible young people receive the support they need under
adult social care.

Looking Ahead: Priorities for 2025-26

o Expanding the multidisciplinary team to include mental health and
employability specialists.

e Increasing the number of Care Act assessments and support plans.

« Strengthening early identification of young people who may not meet statutory
thresholds.

« Embedding safeguarding risk assessments into all transition planning.

e Publishing a clear, accessible transitions pathway for families and
professionals.

e Continuing to co-produce services with young people and their families.

" Ofsted - GOV.UK
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Think Family: A Whole-Family Approach to Safeguarding
and Support

Think Family is a borough-wide approach that recognises the interconnected needs
of children, adults, and families. It ensures that services do not work in isolation but
instead consider the whole family when assessing needs, planning support, and
delivering interventions.

Why Think Family Matters in Haringey
Haringey is a diverse borough with a wide range of social, economic, and health
challenges. Many families face multiple and overlapping issues, such as:

e Poverty and housing insecurity

e Domestic abuse

o Mental health difficulties

e Substance misuse

e Learning disabilities or special educational needs
In such cases, a siloed approach where services only focus on one individual or
issue can lead to missed opportunities for early intervention and increased risk of
harm. Think Family helps to break down these silos and ensures that families
receive joined-up, compassionate, and effective support.

The COVID-19 pandemic further highlighted the importance of this approach, as
families experienced increased stress, isolation, and service disruption. Think Family
provides a framework for recovery and resilience.

Progress in 2024-25
During the year, the Joint Board received updates on how Think Family is being
embedded across services in Haringey. Key developments included:

o Early Help Strategy Refresh (2024-2027)
o The new strategy places Think Family at the heart of Early Help services.
o Family Support and Youth Justice teams are working together to deliver
whole-family plans.
o A new “Early Help Journey” has been developed to map how families
access and move through support.
o Workforce Development
o Training on Think Family principles is now available to all social care
teams.
o Parenting programmes have been redesigned to reflect whole-family
needs.
o The Family Hubs programme has strengthened partnerships and
improved access to support.
« Partnership Integration
o Stronger links have been built between Children’s Services, ASC, SEND,
and Health.
o Substance misuse services have embedded Think Family into their
practice.
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o Health partners have aligned their work with the Supporting Families
Programme.

Next Steps for 2025-26
The following priorities have been identified to strengthen the Think Family
approach:
e Refresh the Think Family Protocol and ensure it reflects the voices of families
and frontline practitioners.
e Audit current practice to identify strengths, gaps, and opportunities for
improvement.
e Develop a model of best practice that can be shared regionally.
e Ensure all agencies report on how they are embedding Think Family in their
work.
e Continue to build workforce capacity through training, supervision, and shared
learning.

Learning from Reviews: The Case of AdultH

The board reviewed the case of a care leaver who died in another borough in 2021.
This case highlighted critical issues around transition planning, mental health
support, and safeguarding for vulnerable young adults.

Although the death occurred outside the borough, Adult H’s journey began in
Haringey. This case is a powerful reminder that safeguarding responsibilities do not
end at borough boundaries. It also highlights the importance of:

o Continuity of care for care leavers placed out of borough

« Robust transition planning from children’s to adult services

« Effective multi-agency working, especially for young people with complex
needs

o Learning from others to improve local practice and prevent future tragedies

The case of Adult H is not unique. Many local authorities face similar challenges in
supporting care leavers and young adults with overlapping vulnerabilities. By
engaging with the findings of this SAR, Haringey demonstrates its commitment to
continuous learning and improvement, even when the learning originates elsewhere.

Key Learning Points for Haringey
e Transitions Must Be Planned Early and Holistically
Care Leavers Need Stable, Supported Housing
Mental Health and Neurodiversity Require Integrated Responses
Exploitation Risks Must Be Recognised in Adults
Cross-Borough Collaboration is Essential

What the Board is Doing in Response
o Track progress and ensure that learning is embedded across services.
o Discussions are underway to expand trauma-informed training across the
workforce, recognising the long-term impact of adverse childhood
experiences.
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« The Board is reviewing how care leavers placed outside Haringey are
monitored and supported.

e The case will be used as a learning tool in upcoming workshops and training
sessions.

The case of Adult H is a sobering reminder of the consequences when systems fail
to work together. It reinforces the importance of transitional safeguarding, whole-
family approaches, and cross-borough collaboration. By learning from this case,
Haringey is taking proactive steps to strengthen its safeguarding arrangements and
ensure that vulnerable young people receive the care, protection, and dignity they
deserve.

Housing and Safeguarding

In Haringey, housing-related issues are increasingly recognised as central to
safeguarding both adults and children. Poor housing conditions, homelessness,
overcrowding, and insecure tenancies can all increase the risk of harm, exploitation,
and neglect. For vulnerable residents such as care leavers, people with disabilities,
survivors of domestic abuse, and families living in poverty, housing is often the
tipping point between resilience and crisis. That's why the HSAB and the HSCP have
made housing a key area of joint focus.

Progress in 2024-25
1. New Housing Policies to Support Safeguarding
e Vulnerable Tenants Policy: Designed to identify and support tenants at risk of
harm, including those with safeguarding concerns.
o Safeguarding Adults and Children’s Policy: Embeds safeguarding
responsibilities across housing services and registered providers.
e Housing Allocations Policy: Approved for public consultation, with a focus on
prioritising families with safeguarding needs.
2. Tackling Damp, Mould, and Unsafe Conditions
« Joint work is underway with registered housing providers to address damp
and mould, particularly in homes where children or vulnerable adults are
present.
o Cases involving SEND families are being prioritised, especially where poor
housing is impacting health or education.
3. Responding to Exploitation and Criminal Risk
e Housing teams are working with the Multi-Agency Child Exploitation (MACE)
panel to identify social housing tenants at risk of being groomed or exploited
by gangs.
e This includes young people in temporary accommodation or those living
independently without adequate support.
4. Fire Safety and Overcrowding
e Collaboration with the London Fire Brigade (LFB) has been strengthened to
support overcrowded households.
o Fire safety checks are being targeted at homes with vulnerable residents,
including those with mobility issues or complex needs.
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Learning from Reviews and Casework
Housing issues have featured prominently in recent SARs and Child Safety Practice
Reviews (CSPRs). These cases have highlighted:

« Delays in securing appropriate accommodation for care leavers and
vulnerable adults.

o The impact of unsuitable housing on mental health and wellbeing.

o The need for better legal literacy among housing professionals regarding
safeguarding duties.

The Joint Board has committed to using these lessons to inform future policy and
practice.

Next Steps for 2025-26
The following priorities have been identified to strengthen the link between housing
and safeguarding:

« Embed safeguarding training across all housing teams and registered providers.

« Monitor the impact of new housing policies on safeguarding outcomes.

« Improve data sharing between housing, social care, and health to identify risks
earlier.

e Develop joint protocols for responding to housing-related safeguarding concerns.

o Ensure care leavers and vulnerable adults have access to safe, stable, and
supported accommodation.

o Address systemic issues such as overcrowding, temporary accommodation, and
out-of-borough placements.

By embedding safeguarding into housing policy, practice, and partnerships, Haringey
is taking a proactive approach to building safer, healthier communities for all.

Corporate Parenting and Care Leavers: A Shared

Responsibility Across Haringey

Care leavers often face significant challenges as they transition into adulthood. As a
corporate parent, the Council must act with the same care, commitment, and
ambition as any good parent would. This means ensuring that care leavers have
access to safe housing, meaningful opportunities, and trusted relationships.

During the year, the Joint Board received an update on the development of
Haringey’s Corporate Parenting Strategy, which was co-produced with care-
experienced young people. This group has played a vital role in shaping the
Council’'s understanding of what good corporate parenting looks like.

Key Developments:
1. Whole-Council Engagement
o The strategy calls for every department and partner agency to
understand and act on their corporate parenting responsibilities.
e This includes areas such as housing, leisure, digital access, and
health.
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2. The “Postcard Promise” Initiative

e Agencies are being invited to create a “Postcard Promise” that outlines
their commitment to care leavers.

« This initiative encourages reflection on what corporate parenting
means in practice and how each service can contribute.

3. Housing and Accommodation

o Concerns raised by care leavers about homelessness and unsuitable
placements are being addressed through a dedicated Housing
Subgroup.

e An action plan is being developed to improve housing pathways and
ensure that care leavers are not placed in unsafe or unsupported
accommodation.

4. Participation and Voice

o Care leavers are being supported to speak directly to services and
decision-makers.

o Participation workers are helping to build bridges between young
people and the Council, ensuring their voices shape policy and
practice.

Next Steps for 2025-26
The Joint Board has identified the following priorities to strengthen corporate
parenting in Haringey:
1. Launch the Postcard Promise across all agencies and monitor its impact.
2. Improve housing pathways for care leavers, with a focus on safety, stability,
and choice.
3. Ensure access to leisure, digital tools, and community resources as part of a
holistic support offer.
4. Embed corporate parenting training across the workforce, including in adult
services and housing.
5. Continue to co-produce services with care-experienced young people and
ensure their voices are central to decision-making.

In Haringey, the Joint Board is committed to ensuring that care leavers are not only
safeguarded but also empowered to lead fulfilling, independent lives. By working
together across services, we can ensure that no young person is left behind.

Right Care, Right Person (RCRP): A New Approach to
Emergency Response

The Right Care, Right Person (RCRP) initiative is a significant change in how
emergency services respond to individuals experiencing mental health crises or
other health-related concerns. Introduced by the MPS in November 2023, the RCRP
model aims to ensure that people in distress receive the most appropriate care from
the right professionals, whether that be health, social care, or emergency services.

Why This Matters
Historically, Police officers have often been the first responders to incidents involving
individuals in mental health crisis, even when no crime has been committed. While
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police play a vital role in public safety, they are not always best placed to provide the
specialist care and support that vulnerable individuals need. The RCRP model seeks
to change this by:
e Reducing unnecessary police involvement in health-related incidents.
o Ensuring that health and social care professionals lead on cases where their
expertise is more appropriate.
e Freeing up police resources to focus on crime prevention and public safety.

Impact in Haringey

Since the launch of RCRP, the number of police deployments to health-related calls
in Haringey has decreased significantly, from 41% to 29% compared to the same
period the previous year. This 12% reduction reflects a shift in how services are
working together to respond more effectively to people in need.

The data shared with the Joint Board showed a breakdown of incidents by type and
location, helping partners understand where further improvements can be made. The
reduction in police involvement has allowed officers to respond to a wider range of
calls, while also prompting a broader conversation about how health and social care
services can step in more proactively.

Safeguarding Considerations
The Joint Board recognised that while RCRP is a positive step, it also raises
important safeguarding questions:
e How are children and vulnerable adults affected by the change in response?
o Are there sufficient health and social care resources in place to meet the
increased demand?
« How can services ensure that no one falls through the cracks during a crisis?

To address these concerns, the Board agreed to:
e Monitor the impact of RCRP on children and families.
e Include updates from health and social care services in future meetings.
o Explore opportunities to triangulate data across agencies to identify trends
and gaps.

CQC Inspection outcomes (2024)

CQC Inspection Outcomes

The recent CQC inspection has rated our safeguarding practice with a score of 3,
indicating a good standard overall. The inspection highlighted several key strengths
across safeguarding systems, local risk response, and personalised safeguarding
approaches, while also identifying areas for improvement.

Key Strengths
Safeguarding Systems and Processes

The service benefits from a well-structured central safeguarding team that triages
referrals within defined timeframes, screening within 24 hours and allocation within
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48 hours. The median processing time for safeguarding concerns stands at 13 days.
A person-centred approach is consistently evident, even in cases where formal
processes are not fully followed. Strong multi-agency collaboration is in place,
particularly with the HSAB and local Police. Internal audits have driven operational
improvements, including enhanced documentation consistency and more proactive
planning.

Responding to Local Risks

The service demonstrates a proactive approach to local safeguarding risks, with a
particular focus on homelessness and transitional safeguarding for young people.
SAB subgroups are actively engaged in prevention, community engagement, and
risk reduction initiatives. Learning from SARs has led to tangible improvements, such
as updates to the Mental Capacity Practitioner Manual.

Section 42 Enquiries

CQC inspection highlighted a clear guidance, and frameworks support the handling
of Section 42 enquiries, with a median processing time of 21 days. Notably, 71% of
referrers were informed of the outcomes, which is considered good practice.
However, feedback suggests that communication in this area could be further
strengthened.

Making Safeguarding Personal (MSP)

Staff consistently engage with individuals to understand their desired outcomes, and
continuity of care is supported by allocating enquiries to familiar staff members.
There is strong evidence of staff understanding personalised safeguarding principles
and relevant legislation, including the Mental Capacity Act (MCA) and the Equality
Act.

Areas for Improvement

Communication

Feedback from voluntary, community, and social enterprise (VCSE) partners and
care providers indicates inconsistencies in receiving updates on safeguarding
referrals and outcomes. This highlights a need for improved communication
protocols.

Advocacy Access

Access to statutory advocacy remains a challenge, with waiting times of up to six
weeks. Only 14.29% of individuals lacking capacity were supported by an advocate,
family member, or friend, significantly below the national average of 83.38%. This
gap suggests a need for urgent review and improvement in advocacy provision.

Provider Learning

There is inconsistency in how learning from safeguarding investigations is shared
with care providers. Strengthening this feedback loop would enhance provider
practice and service user outcomes.
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Data and Recording
Some performance issues may be linked to recording errors, which could be
affecting the accuracy of key statistics, particularly in relation to advocacy support.

Performance Metrics

While 95% of individuals felt their safeguarding outcomes were met or partially met,
other performance indicators fell below national averages. Specifically, 68.12% of
service users reported feeling safe (compared to the national average of 71.06%),
81.16% felt services made them feel safe (national average: 87.82%), and 78.35% of
carers felt safe (national average: 80.93%). These figures indicate areas where
further improvement is needed to align with national benchmarks.

HSAB Performance Data

Safeguarding adults is a critical responsibility, and collecting accurate data is
essential to evaluating the effectiveness of protection measures. This information
enables the HSAB to set strategic priorities and respond to emerging risks. Both
local and national safeguarding data are monitored, encompassing all reported
concerns and formal inquiries. The council tracks each case from initial referral
through to resolution, analysing key factors such as the nature of harm, demographic
details, and outcomes.

The QA subgroup plays a vital role in reviewing this data, identifying trends, and
reporting significant findings to the HSAB to inform decision-making and service
improvements.

Under the Care Act 2014, local authorities have a legal duty to safeguard adults at
risk. This includes conducting Section 42 inquiries when specific criteria are met. The
following sections summarise safeguarding activity recorded during 2023/24,
including both reported concerns and formal inquiries. This part of the report
presents a detailed analysis of safeguarding performance data in Haringey Adult
Social Care. The data spans two financial years 2023/24 and 2024/25 and is
reviewed quarterly by the QA subgroup and the HSAB.

Understanding Safeguarding Concerns

A safeguarding concern arises when someone reports suspected abuse or neglect
involving an adult who requires care and support. If the concern meets certain
thresholds and is investigated further, it progresses to a formal safeguarding inquiry.

Other Safeguarding Concerns

Many referrals do not meet the threshold for a Section 42 inquiry but are still
significant. These are classified as 'Other' safeguarding concerns. Although not
statutory, these cases are managed carefully to ensure appropriate responses, such
as preventative actions, referrals to support services, or community-based
interventions. This proactive approach ensures that safeguarding responsibilities are
upheld even when formal inquiries are not required.
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These are non-statutory enquiries initiated by the local authority when it is deemed
necessary and proportionate to investigate a concern. While they fall outside the
scope of Section 42, they are aligned with the broader safeguarding principles of the
Care Act, particularly the duty to promote well-being. Examples include cases
involving carers or individuals who do not meet the statutory criteria but still face
risks. The growing number of these inquiries reflects the council’s commitment to
safeguarding all residents, extending protection beyond legal mandates.

Total Number of Safeguarding
Referrals Received

3000 2436

2000 1366

- -
0

Safeguarding Referrals

W 2023/2024 m2024/2025

The number of safeguarding referrals increased from 1,366 in 2023/2024 to 2,436 in
2024/2025, representing a 78% increase. This rise reflects improved reporting
mechanisms, heightened awareness, and increased safeguarding concerns within
the community.

Source of Safeguarding Referrals in Haringey
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In adult safeguarding, the source of referral refers to the individual, agency, or
organisation that raises a safeguarding concern to Haringey. These referrals are a
critical first step in identifying adults who may be at risk of abuse or neglect and
ensuring they receive timely support and protection.
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Understanding the source of referrals helps us identify where awareness is strong,
where training may be needed, and how well different sectors are engaging with
safeguarding responsibilities. It also provides insight into how accessible and
responsive our safeguarding system is to the needs of the community.

The data shows a significant increase in safeguarding referrals across all sources
between 2023/24 and 2024/25. Notably, referrals from Social Care and Housing
Agencies. Police saw a sharp rise, while NHS referrals increased by 47%. These
trends reflect improved multi-agency collaboration, heightened awareness, and
improved reporting.

Section 42 Enquiries
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What is a Section 42 (s42) Enquiry?

A Section 42 enquiry is a statutory duty under the Care Act 2014, which requires
local authorities to undertake enquiries when they have reasonable cause to suspect
that an adult has needs for care and support (regardless of whether those needs are
being met), is experiencing or at risk of abuse or neglect, and, as a result of those
needs, is unable to protect themselves from the abuse or neglect or the risk of it.

If all three criteria are met, Haringey Adults Services must initiate a s42 enquiry to
determine what action is needed to support and protect the individual.

The number of Section 42 safeguarding enquiries has decreased in 2024/25
compared to the previous year. Both the enquiries started and completed show a
downward trend, which reflect changes in operational processes, or the nature of
safeguarding concerns being addressed.
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Location of Abuse in Haringey
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Understanding where abuse occurs is essential to shaping effective safeguarding
strategies. The location of abuse provides critical context for identifying risk
environments, targeting preventative measures, and allocating resources. Abuse can
take place in a variety of settings, including private homes, care facilities, hospitals,
and community spaces. Each setting presents unique challenges and requires
tailored safeguarding responses.

The data shows a general decline in safeguarding concerns across most locations in
2024/25 compared to the previous year. Fewer cases were recorded in settings such
as own homes, community environments, hospitals, and nursing care homes.
However, there was a slight increase in concerns reported in residential care homes
(grouped under Care Home). These trends reflect changes in service delivery,
reporting practices, or the nature of risks being identified.

Type of Abuse 2023/24
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Type of Abuse 2024/25
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The Type of Abuse categorises the different forms of abuse identified in
safeguarding cases. These include physical, emotional, financial, neglect, and other
types of abuse. This classification helps in understanding the nature and prevalence
of abuse affecting vulnerable individuals in the borough and supports targeted
interventions.

The number of safeguarding concerns investigated across all types of abuse has
decreased in 2024/25 compared to the previous year. Notably, cases of physical,
psychological, and neglect-related abuse have seen a marked reduction. While
financial or material abuse remains relatively consistent, other categories such as
domestic abuse and self-neglect have also declined. This trend may reflect changes
in reporting patterns, service access, or broader shifts in safeguarding activity.

Making Safeguarding Personal (MSP) Outcomes

Outcome Type 2024/25
Fully Achieved 257

Partially Achieved 66

Making Safeguarding Personal (MSP) is a national approach embedded in the Care
Act 2014, which places the individual at the centre of safeguarding practice. In
Haringey, MSP is a core principle guiding adult safeguarding work, ensuring that
interventions are not only protective but also empowering. The focus is on
understanding what outcomes the adult at risk wants to achieve and working
collaboratively to support those outcomes. Haringey Adult Social Care, through the
HSAB partnership, promotes MSP by encouraging person-led decision-making,
improving communication, and tailoring safeguarding responses to individual needs
and circumstances
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In 2023/24, Haringey Council achieved a fully achieved outcome in 82% of its
Section 42 safeguarding enquiries, demonstrating strong alignment with the
principles of MSP. In contrast, 2024/25 saw a decrease to 72%, indicating a slight
drop in the proportion of cases where individuals’ desired outcomes were fully met.
This shift may reflect increasing complexity in safeguarding cases or evolving
challenges in achieving person-centred outcomes.

AGE BAND

95+
85-94 9o
10%

Understanding the age distribution of adults involved in safeguarding concerns is
crucial for tailoring services and interventions. The MSP framework emphasises
person-centred safeguarding, and age is a key factor in shaping how risks are
experienced and addressed. By analysing age trends, local authorities like Haringey
can better allocate resources and design age-appropriate safeguarding responses.

GENDER
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Understanding the gender of individuals involved in safeguarding concerns is
essential for ensuring that services are inclusive, accessible, and culturally
appropriate. These demographic insights help us tailor their safeguarding responses.
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While safeguarding concerns and s42 enquiries have increased overall, the rise in
female cases is proportionately higher. This may reflect demographic factors (e.g.,
more older women), increased identification of abuse types that disproportionately
affect women, and improved reporting mechanisms. Further analysis by abuse type
and referral source will help confirm these trends.

Conclusion

The 2024/25 data reveals both progress and emerging challenges in safeguarding
adults in Haringey. While referral numbers have significantly increased, and multi-
agency collaboration have improved, concerns remain around the timeliness of
Section 42 enquiries, the rise in discriminatory abuse, and the increase in repeat
referrals. These trends underscore the importance of continuous quality assurance
and targeted interventions.

The significant increase in referrals received is a combination of greater awareness
among partner agencies and the team receiving a high number of referrals that do
not meet the safeguarding criteria but are recorded as initial referrals for triage

To manage demand the current practice is to triage all cases, adopting a two-stage
process; and as necessary to ensure immediate protective measures are put in
place to safeguard vulnerable adults and record this in the client record case notes,
with S42 enquiry forms updated on the client database subsequently. The current
adopted two-stage process is as follows.

The first stage 42 (1) includes determining if an adult meets the safeguarding
criteria; and gathering further information to decide of whether the next stage 42 (2)
is warranted which is a comprehensive multiagency safeguarding enquiry.

During section 42 (1) it can be determined that a single agency approach is required
as a protective measure for example:

e Information, advise and signposting

o Referrals to third sectors organisations

o Referral to Locality Front Doors or Assessment Team (for longer term pieces
of work e.g. hoarding and self-neglect which requires social care practitioners
to develop relationships with the adults concerned; and multi-professional
input coordinated by a social care practitioner),

o Request specific activity for Single Provider / Organisation to resolve the
issue(s) causing risk to the vulnerable adult and provide feedback.

Section 42 (stage 2) requires more comprehensive intervention and planning /
strategy meetings and discussions, chaired by the Safeguarding Adult Manager
(SAM) with a wider range of stakeholders.

These are the cases with several layers of complexity that are allocated and section
42 forms fully completed on the client record system for example:
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Mental Health as well as physical health issues

Challenging behaviour

Substance abuse — drug and alcohol

Homelessness and housing issues

Chaotic lifestyle

Domestic abuse

Financial exploitation

Modern slavery

Acts of a criminal nature — emotional abuse, coercive control, sexual abuse,
physical abuse.

The Board recognises that Higher referral numbers demonstrate stronger awareness
and vigilance across agencies. The Board also acknowledge that staff are working
on higher number of safeguarding concerns which include screening emails,
gathering further information to determine if the safeguarding criteria has been met
or not, providing information, advice and signposting as appropriate, following up
S42 (1), and conducting section 42 (2) enquiries. Despite the increase in referrals,
the progressing to Section 42 enquiries has fallen in absolute numbers. Reasons
given include Thresholds not being met — many referrals involved risk/vulnerability
but did not strictly meet Care Act s.42 criteria. Alternative safeguarding responses
through multi-agency support, housing, or community services; Preventative
interventions (case conferences, health input, voluntary sector support) addressing
issues before escalation; Repeat referrals that, while concerning, did not meet the
statutory test for inquiry. More consistent use of the “other concern” category, in line
with national practice.

The Haringey Safeguarding Adults Service in the coming year will:

1. Develop targeted strategies for individuals with multiple referrals.

2. Allocate resources to ensure Section 42 enquiries are completed and closed
promptly.

3. Enhance Community Engagement: Particularly with younger adults and
underrepresented groups.

4. Promote equity and cultural competence through targeted engagement with
diverse communities.

5. Monitor performance through quarterly dashboards and benchmarking against
national and local comparators.

6. Review safeguarding functions and performance in Haringey Adult Social
Care.
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HSAB Partner Statements

Each year, the HSAB invites its partner agencies to contribute a statement to the
Annual Report. These statements are a vital part of our collective commitment to
transparency, accountability, and continuous improvement in safeguarding adults
across the borough.

The agencies that make up the HSAB represent a wide range of statutory, voluntary,
and independent sector organisations. Each plays a crucial role in preventing harm,
identifying risk, and responding effectively to concerns of abuse or neglect. Their
contributions to this report highlight the breadth and depth of safeguarding activity
taking place across Haringey.

This year, we are pleased to have received partner contributions from:

Violence Against Women & Girls (VAWG)

London Fire Brigade

Haringey Metropolitan Police

North Central London Integrated Care Board

North London Mental Health Partnership (Barnet, Enfield and Haringey
Mental Health NHS Trust)

e Royal Free London NHS Foundation Trust

« Whittington Health NHS Trust

In their partner statements, agencies reflect on their key achievements over the past
year, sharing examples of good practice, innovation, and collaborative working.
These reflections not only demonstrate the progress made in strengthening
safeguarding arrangements but also provide valuable insights into the challenges
faced and lessons learned.

Looking ahead, each partner outlines their priorities and plans for the coming year.
These forward-looking commitments help ensure that safeguarding remains a
dynamic and evolving area of practice responsive to emerging risks, changing
needs, and the voices of those with lived experience.

Together, these statements reinforce the shared vision of the HSAB: to ensure that

adults at risk in Haringey are supported to live safe, empowered, and independent
lives, free from abuse and neglect.

Haringey’s Violence Against Women and Girls (VAWG)

Haringey’s commitment to tackling Violence Against Women and Girls (VAWG) is
underpinned by its comprehensive 10-year VAWG Strategy (2016—2026), which
sets out a borough-wide vision to end gender-based violence and ensure every
woman and girl can live free from abuse and reach their full potential.

The strategy is built around four key priorities:
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. Developing a Coordinated Community Response — ensuring all agencies

and community partners work together to prevent and respond to VAWG.

. Prevention — embedding early intervention and education to stop violence

before it starts.

Support for Victim/Survivors — providing tailored, survivor-led services that
meet the diverse needs of those affected.

Holding Perpetrators Accountable — ensuring those who cause harm are
challenged and supported to change their behaviour.

Haringey’s approach is rooted in the understanding that VAWG is both a violation of
human rights and a manifestation of gender inequality. The strategy recognises
the disproportionate impact of abuse on women and girls, while also acknowledging
that men and boys can be victims too. It promotes a whole-community response,
where residents, services, and local organisations share responsibility for creating a
borough where abuse is not tolerated and support is accessible.

Key Achievements

Domestic Abuse Policy for Residents:

e A comprehensive, zero-tolerance policy was introduced to support all
residents affected by domestic abuse, including those in temporary
accommodation or experiencing homelessness.

e The policy was co-produced with tenants and leaseholders, ensuring
lived experience shaped the response.

« It mandates regular training for all housing staff and contractors,
embedding safeguarding into frontline housing practice.

« This aligns with the Social Housing Regulator’'s consumer standards
and strengthens the safeguarding framework for vulnerable adults.

Domestic Abuse Policy for Staff:
e Introduced a modernised approach to DA, including a discussion
checklist, safety planning tools, and guidance on welfare loans.
e Promoted across council buildings and supported by joining the
Employers’ Initiative for Domestic Abuse.
« This internal safeguarding measure ensures staff experiencing abuse
are supported and protected.

Training Initiatives:

o Delivered targeted training on DA in the LGBT+ and Deaf communities,
addressing intersectional safeguarding needs.

o North London Rape Crisis provided training on sexual violence,
including child sexual exploitation and trafficking.

e A new training programme focused on coercive control, DASH risk
assessment, and reflective practice for social workers.

e A pioneering training on DA and Suicide was launched, recognising
that 50% of suicide attempts are linked to DA, critical for adult
safeguarding.

e A borough-wide DA awareness module for all LBH staff is being rolled
out, supporting policy implementation and DAHA accreditation.
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« Multi-Agency Practice Week (MAPW):
« The March 2025 theme was Domestic Abuse, with “Lite Bite” sessions
delivered to multi-agency staff.
« VAWG team led sessions on recognising abuse and making
appropriate referrals, reinforcing safeguarding pathways.

« UEFA Men’s Football Tournament Campaign:

e Haringey led a London-first campaign using beermats in pubs and
cafes to challenge gender-based violence and promote help-seeking
among men.

o Over 3,000 materials were distributed, raising awareness in informal
community settings.

« Walk for Women:
o Aflagship event during the UN'’s 16 Days of Activism, showcasing
partnership efforts to tackle VAWG.
e Included speakers from key safeguarding partners and was featured on
BBC Radio London.

e International Women’s Day:
o Delivered a borough-wide presentation on recognising and responding
to VAWG, including referral pathways.

e Relaunch of the VAWG Operational Forum:
« Now meets quarterly with expanded membership and a focus on
solution-oriented discussions.
« Strengthens multi-agency safeguarding coordination.

o Collaboration with the Metropolitan Police:
e« VAWG team contributed to the refresh of the Met's VAWG pledges and
strategy.
o Participated in ride-alongs and community engagement sessions,
ensuring safeguarding concerns are addressed in real time.
e Regular attendance at the NA-BCU VAWG Strategic Board and
Haringey’s own VAWG Strategic Board.

e Children’s Social Care Engagement:
e Delivered a 7-minute briefing for the HSCP and presented at the
Designated Safeguarding Lead Network.
e Focused on tackling misogyny in schools and raising awareness of
gender-based abuse.

e Alcohol Strategy Integration:
e VAWG team worked with Public Health to embed safeguarding into the
borough’s Alcohol Strategy.
o Addressed how alcohol intersects with abuse, both as a coping
mechanism and a control tactic.
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e Ensured alcohol services are trained and represented in safeguarding
forums.

« DAHA Accreditation:
e Achieved through embedding a culture of accountability and best
practice across housing services.
« Focused on prevention, early intervention, and multi-agency working.

« Recommissioning of VAWG Services:
o Despite extensive consultation, the initial tender received few bids and
was withdrawn.
e Interim contracts are in place to ensure continuity while the process is
revised under the new procurement act.

« Domestic Homicide Reviews (DHRs):
e 1 DHR ready for publication, 2 nearing sign-off, 2 in early stages, and 1
awaiting confirmation.
e These reviews are vital for learning lessons and improving
safeguarding responses.

London Fire Brigade

Key Achievements:

o LFB maintained strong safeguarding awareness among all staff, emphasizing
the importance of reporting safeguarding and welfare concerns during public
interactions.

« Staff were encouraged to submit referrals promptly and follow up on their
progress, contributing to tangible changes for residents.

« Collaborative work with local partners was a highlight, with positive feedback
received from the local authority on referrals made by LFB.

Key Challenges:
e« Some communication issues arose in specific cases, but these were resolved
over time.

Safeguarding Initiatives and Training:
o Borough-wide safeguarding training was delivered to LFB staff.
« Engagement with carers helped identify and report fire risks, enhancing early
intervention and prevention efforts.

Case Study — Good Practice Example:

e Avresident in Haringey received threats of arson. The MPS promptly informed
LFB, who conducted a home fire safety visit and installed an arson-proof
letterbox.

e The individual was also referred by MPS to the MASP, demonstrating
effective inter-agency collaboration.

Plans and Priorities for the Coming Year:

Page 56 of 69



HSAB Annual Report 24/25

« Continue to raise safeguarding awareness among all LFB staff.

e Ensure referrals are submitted within recognised timeframes and followed up
appropriately.

e Due to staff turnover, LFB is reviewing safeguarding training and staff
knowledge to ensure continuity and compliance.

Dissemination of SAR Learning:
e Learning from SARs is shared and embedded through monthly and quarterly
meetings.

Metropolitan Police

Key Achievements:

« Significant increase in staffing within the Public Protection (PP) unit, reaching
98% capacity—the highest in years. This unit focuses on safeguarding
vulnerable adults and children.

e Haringey is the only borough in London with a dedicated Adults
Coordinator, enabling:

o Faster investigations
o Stronger relationships with social care and hospitals
e Improved multi-agency collaboration

Key Challenges:
e Ensuring appropriate police units respond to safeguarding concerns that may
not initially appear criminal.
« Communication barriers, especially identifying the right contacts across
agencies. This has been mitigated by:
e Regular meetings between the Adults Coordinator and Haringey Social
Care managers
« Establishing a Single Point of Contact (SPOC) to streamline
communication and response

Safeguarding Initiatives and Training:
« Bespoke training for all officers following a major IT system overhaul,
including:
o Safeguarding and triage awareness
e Missing Person Training for both police and partners
o Creation of an Adult Safeguarding Glossary for officers
e Training on the RCRP approach to clarify when police involvement is
appropriate, especially in mental health cases
e Financial abuse awareness sessions for partner agencies

Case Studies — Good Practice Examples:

1. Hospital Safeguarding Lead (HSGL) contacted police about a non-verbal
woman with learning needs. The police HSGL identified her as a missing
person from a South London care home and coordinated her safe return.

2. A vulnerable woman, placed in Haringey, repeatedly reported sexual
offences. Joint working between police teams and a Haringey social worker
led to effective safeguarding and ongoing support.
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Plans and Priorities for the Coming Year:
« Navigate internal restructuring with minimal disruption to safeguarding work.
« Continue participation in subgroups, especially around financial abuse.
o Expand officer training on vulnerable adults and missing persons.
e Develop and disseminate new training on vulnerable adult triage.

Organisational Changes in Response to SARs:
« Retention of the SPOC role despite budget pressures, with plans to expand it
across the Met.
o Comprehensive review of how missing adult cases are reported and
investigated.
e Launch of the Local Missing Hub (LMH) in June 2025 to manage all missing
person reports from start to finish.

Dissemination of SAR Learning:
o Bespoke training days tailored to each unit.
o Use of internal platforms (Intranet/SharePoint) to share partner information.
e Regular newsletters to keep staff informed of safeguarding updates.

North Central London Integrated Care Board (NCL ICB)

As a key strategic partner within the HSAB, the ICB is committed to promoting a
culture of prevention, professional curiosity, and continuous learning. Over the past
year, NCL ICB has demonstrated strong leadership in embedding safeguarding
across the health and care system through workforce development, multi-agency
collaboration, and a focus on addressing health inequalities. Their contribution to this
year’s report highlights a proactive and reflective approach to safeguarding, with a
clear emphasis on system-wide improvement, community engagement, and person-
centred care.

The ICB has made significant progress in promoting awareness and preventing
abuse and neglect through multi-agency collaboration, education, and community
engagement.

« Safeguarding Conference — Promoting Curiosity (April 2024):
NCL ICB hosted its first in-person safeguarding conference, attracting 130
delegates from health, social care, and voluntary sectors. The event, themed
Promoting Curiosity, showcased cutting-edge research and powerful service
user narratives. Topics included:

New pathways for victims of non-fatal strangulation

The lived experience of women affected by FGM

Coercive control and its insidious impact

Links between gaming and radicalisation

Practitioner resilience and reflective practice

Feedback was overwhelmingly positive. Evaluation data is informing

future training offers.

o O O O O O
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NCL Safeguarding Learning Event (July 2024):

A co-produced partnership with the NCL System Learning Group addressed
key themes from recent CSPRs, RRs, DHRs, and SARs. Feedback indicated
a strong appetite for system-wide reflection.

Best Interest Assessor Training (August 2024 & March 2025):

Two cohorts were commissioned for Best Interest Assessor (BIA) training
across the ICS. Building workforce capacity in complex decision-making and
promoting patient rights.

Level 4 Safeguarding Training (Summer 2024):
Commissioned through UCLH, aimed at senior practitioners to meet the
requirement. A follow-up session is scheduled for summer 2025.

Public and Community Awareness:

Through engagement with community groups and third-sector partners, the
ICB has continued to promote safeguarding awareness. Targeted outreach
focused on vulnerable adults who may not be known to services, and social
media campaigns have helped to highlight the signs of abuse and encourage
public reporting.

Learning, Reflection and Practice Improvement
NCL ICB has embedded a system wide improvement programme through structured
training, reflective events, and dissemination from statutory reviews.

Safeguarding Learning Events and Training:

Regular training, including Level 4 safeguarding and Best Interest Assessor
training, have enhanced the professional competence of staff across the
system.

Policy and Procedure Updates:

Learning from SARs and other reviews has been integrated into revised
safeguarding policies and procedures, ensuring alignment with national
standards and best practice.

Dissemination of Learning:

7-minute briefings, thematic learning reports, and review summaries have
been widely circulated across NCL to ensure that frontline practitioners benefit
from emerging knowledge and shared experiences.

The ICB has maintained oversight of the quality of safeguarding services and
supported safe practice across its provider landscape.

Monitoring of Provider Quality:

The ICB receives safeguarding assurance from all our providers regarding
their safeguarding activity and performance quarterly. The designates work
closely with the Trusts to ensure safeguarding responsibilities are delivered
and we provide assurances to the ICB and NHSE that our duties are met.
Safeguarding Policy Governance:

The ICB supports the development and implementation of robust
safeguarding policies across commissioned services. These policies mandate
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rigorous recruitment processes, staff training, and accessible reporting
mechanisms.

e Culture of Openness and Safety:
Through leadership engagement and training, we have promoted a culture
where staff feel empowered to raise concerns. The emphasis on practitioner
resilience and psychological safety in training events has supported this
agenda.

o Workforce Training and Competency:
Staff across the ICS continue to receive training on recognising and
responding to abuse, neglect, and exploitation. This includes mandatory
safeguarding training and opportunities to build specialist skills such as
undertaking capacity assessments and complex casework.

Key challenges

One of the key challenges we faced was the lack of interoperability between different
IT systems used across health and partner agencies. This often-made
communication and timely information sharing more complex and time-consuming.
However, we addressed this through strengthened multi-agency relationships within
our Borough, which have been instrumental in enabling safe and proportionate
information sharing.

We also provided ongoing support and guidance to staff regarding appropriate
information sharing under safeguarding legislation, ensuring clarity and confidence in
decision-making.

Case study
Collaborative Safeguarding Response for an Adult at Risk in NCL

In early 2024, concerns were raised about Mr. A, a 72-year-old man with complex
physical health needs, cognitive impairment, and a history of self-neglect. He lived
alone in temporary accommodation following a hospital discharge and had no known
family support. Multiple missed appointments, deteriorating living conditions, and
poor engagement with services triggered a safeguarding referral from his GP.

Initial Response:

The safeguarding concern was triaged through the local authority’s adult
safeguarding team, who initiated a Section 42 (Care Act 2014) enquiry. The case
highlighted systemic challenges in coordinating care for adults with fluctuating
capacity and multiple needs. A multi-agency safeguarding meeting was convened,
involving professionals from:

Local authority adult social care

The ICB’s Continuing Healthcare (CHC) team
The community mental health team

Housing services

A voluntary sector advocacy provider

The GP practice and community nursing team

Through the safeguarding meeting, the following actions were agreed:
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« A full mental capacity assessment to determine Mr. A’s ability to engage with
care.

o A Best Interest meeting coordinated by the CHC team to explore safe and
appropriate accommodation.

e Urgent cleaning and hazard removal from Mr. A’s property was arranged.

« Referral to local advocacy services to ensure Mr. A’s voice was represented.

o Weekly visits by community nurses to monitor his health and administer
medication.

o Joint visits by social worker and community mental health practitioner to build
trust and assess needs holistically.

Outcomes

e Mr. A was moved into supported accommodation with onsite carers, tailored
to his health and cognitive needs.

o Better engagement with mental health and social care professionals,
supported by the advocate

o Regular medication support was established, leading to improved physical
health and reduced hospital admissions

o His overall wellbeing improved, with reduced incidents of self-neglect and
greater social inclusion

Partnership Learning and Impact:

This case demonstrated the value of strong multi-agency communication, shared
ownership of risk, and flexible working to meet complex needs. Key enablers of
success included:

o The ICB’s leadership in facilitating multi-disciplinary collaboration across
health and care

e The role of advocacy in ensuring that safeguarding practice was person-
centred and rights-based

« Joint visits and consistent follow-up, which built trust and allowed for a better
understanding of Mr. A’s lived experience

Consequently, the local safeguarding partnership has:

e placed the individual at the centre of well-co-ordinated care.

e Developed guidance for responding to self-neglect in adults with cognitive
impairment.

o Strengthened referral pathways to advocacy services.

« Provided briefings to frontline teams on conducting joint visits and building
engagement with hard-to-reach individuals.

Evidenced effective safeguarding practices through proactive case coordination and
joint working practices.
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Next Steps

As we transition into the next phase of integrated care, our safeguarding priorities
will align closely with the evolving strategic direction of the North Central London
Integrated Care Board (ICB) and the implementation of the new neighbourhood
model of care. Our key priorities include:

e Embedding Safeguarding within the Prevention and Health Inequalities
Agenda. With the roll-out of the neighbourhood model, we will undertake a
strategic review to understand how safeguarding can be more effectively
integrated into prevention strategies. This includes aligning safeguarding
practice with broader objectives around reducing health inequalities and
improving access and outcomes for marginalised and at-risk populations. This
work will be done in collaboration with system partners including local
authorities, voluntary sector organisations, and public health teams.

e Strengthening System-Wide Approaches to Complex Harm, Including
Knife Crime. In partnership with Public Health, the ICB is committed to
supporting multi-agency efforts to reduce serious youth violence and knife
crime, recognising the impact on young adults and families. Our role will focus
on developing trauma-informed commissioning pathways and safeguarding
responses that are aligned with early intervention and prevention priorities.

e Enhancing Service User and Carer Involvement in Commissioning and
Safeguarding Practice. We will continue to embed meaningful user and
carer engagement in our commissioning cycles and service design. Our aim is
to ensure that lived experience informs safeguarding priorities, quality
assurance processes, and outcome measurement. This will help ensure that
the voice of the adult at risk is central to how services are shaped, delivered,
and improved across the system.

Response to SARs and embedding learning

Over the past year, we have taken several proactive steps to embed learning from
Haringey SARs and wider reviews across our system. Upon publication, the key
findings and recommendations were disseminated promptly, including to the specific
practices involved, and cascaded through our internal governance and safeguarding
networks to ensure system-wide awareness and alignment.

To further embed this learning, we have scheduled a dedicated session at the
upcoming GP Forum in July 2025. This will focus on enabling primary care
professionals to reflect on the SAR recommendations, identify individuals at risk, and
take a preventative approach by reviewing patient caseloads for others who may be
vulnerable.

We have also worked closely with commissioners to explore actions that address
healthcare inequalities highlighted in these reviews particularly in Haringey, by
reviewing service access, coordination, and information-sharing pathways.

Our CHC teams and provider partners have been engaged to review internal
processes to better support individuals with complex or escalating needs.
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In addition, we contribute to the NCL Safeguarding System Learning Group, which
actively shares learning from SARs across NCL and nationally, encouraging
implementation across local providers. Notably, we co-produced and participated in
the NCL Safeguarding Learning Event (July 2024) a collaborative forum that
reflected on themes from recent CSPRs, RRs, DHRs, and SARs. The event was well
received, with strong feedback on the value of system-wide reflection and shared
accountability for embedding learning into practice.

The ICB has a clear, multi-layered approach to disseminating and embedding
learning from Haringey SARs. We routinely share key findings through our System
Learning and Development Group, ensuring representation from providers,
commissioners, and safeguarding leads across NCL. This enables cross-sector
reflection and coordinated implementation.

Locally, designated professionals cascade learning directly to primary care
colleagues and Haringey Place Team. For example, following recent SARs, we
provided targeted support to GP practices in reviewing patient registers to identify
and safeguard individuals with similar risk profiles. Learning is further discussed in
GP safeguarding forums, where practical implications and case-based learning are
explored.

We also share national SAR and DHR learning via provider safeguarding meetings
and include summaries in regular safeguarding bulletins. All reviews and associated
resources are uploaded to the GP safeguarding webpage and distributed through
GP safeguarding leads to ensure wide accessibility.

North London Foundation Trust

North London Foundation Trust (NLFT) is an NHS foundation trust established in
November 2024 through the merger of Barnet, Enfield and Haringey Mental Health
NHS Trust and Camden and Islington NHS Foundation Trust. The Trust provides a
wide range of community and mental health services across five London boroughs:
Barnet, Camden, Enfield, Haringey, and Islington. With a workforce of approximately
6,000 staff and an annual budget of £670 million, NLFT is committed to delivering
high-quality, person-centred care that promotes recovery, resilience, and
safeguarding for all individuals it serves

Key Achievements in Safeguarding Adults
Over the past year, NLFT has implemented several initiatives to enhance adult
safeguarding practices:

o Safeguarding Surgeries: Weekly one-hour sessions were introduced to
provide practitioners with advice and support on complex cases.

« Domestic Abuse Response: Improved identification and response
mechanisms, supported by regular training and a weekly drop-in surgery.

o Policy Integration: Consolidation of policies (e.g., Domestic Abuse, Adult
and Children Safeguarding) into streamlined, user-friendly documents.
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« Level 3 Safeguarding Training: Transitioned from e-learning to interactive
Microsoft Teams presentations, enabling real-time discussion and deeper
learning.

Key Challenges and Responses
o Staff Turnover: Ongoing recruitment and training efforts are required to
maintain safeguarding standards.
o IT Integration Issues: The merger of two former Trusts led to data collection
inefficiencies, which are being addressed through system improvements.

Safeguarding Initiatives and Training (2024-25)

e Weekly Drop-in Surgery: Focused on Domestic Abuse and Harmful

Practices, supporting staff with high-risk and complex cases.
e Training Delivered:
e Hate Crime and VAWG

Harmful Practices: Female Genital Mutilation/Cutting (FGM/C)
Supporting Jewish Women Experiencing Domestic Abuse
White Ribbon Day: Non-fatal Strangulation
International Men’s Day (Parts 1 & 2): Mental Health, Suicidality, and
Male Victims of Domestic Abuse & Stalking

Case Study: Partnership and Safeguarding Practice
Service User X (diagnosed with Schizophrenia) was discharged in August 2024.
Despite initial support, concerns arose regarding medication adherence and self-
neglect. A multi-agency response was initiated:

o Safeguarding concern raised

e Home visit and mental health review

o Referral to Home Treatment Team

e Review of care and support needs

e GP contacted regarding medication compliance
Outcomes:

e Hospital admission prevented

e Service user moved to supported accommodation with advocacy support
Learning Points:

e Importance of robust discharge planning

e Regular GP communication

o Capacity assessments

« Advocacy involvement

Future Plans and Priorities
e Implementation of a new incident reporting system with a safeguarding
module to streamline processes and improve data collection.

Learning from Safeguarding Adult Reviews (SARs)
o Development of a formulation checklist to guide holistic assessments upon
hospital admission, ensuring all aspects of a patient’s life are considered.
e SAR reports, 7-minute briefings, and Chair statements are cascaded across
Trust divisions.
o Webinars and learning events are promoted Trust-wide.
« Key themes are discussed in monthly divisional meetings.
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Royal Free London NHS Foundation Trust
North Middlesex University Hospital (joined in 2025)

The Royal Free London NHS Foundation Trust is one of the largest and most
respected healthcare providers in the UK, serving a population of over 1.6 million
people across 70 sites in north London and Hertfordshire. With a workforce of more
than 17,000 staff from 120 countries, the Trust is renowned for delivering world-class
expertise and local care.

Key Achievements

Integration of Services: North Middlesex Hospital joined the Trust on 1
January 2025. Safeguarding teams across both sites aligned governance and
assurance processes.

Training Initiatives: Developed and delivered Level 3 safeguarding adults
training with a Think Family approach, focusing on domestic abuse.

Referral Improvements: Enfield community safeguarding referrals now
routed through the MASH portal for improved triage and personalization.
Champion Network: 35 Safeguarding Adult Champions support early
identification and team-based learning.

SOP Development: New Standard Operating Procedure for medical
photography in safeguarding cases, improving documentation (e.g., pressure
ulcers).

Training Compliance: Targeted initiatives addressed gaps, aligning training
across business units.

Multi-Agency Collaboration: Improved hospital discharge processes with
best-interests decision-making and collaborative care planning.

Clinical Pathway Leadership: Contributed to Non-Fatal Strangulation work
across North Central London (NCL), leading on acute hospital services
pathway.

Key Challenges and Responses

Staffing Gaps: Community safeguarding vacancies now filled.

Data Capture Issues: Discrepancies between incident reporting and
electronic patient records are being addressed.

Discharge Delays: Complex planning and social care capacity issues led to
prolonged admissions. Weekly senior safeguarding meetings proposed to
improve communication.

Referral Triage Delays: Ongoing efforts to enhance partnership engagement
and timely protection planning.

Safeguarding Initiatives and Activities

Level 3 safeguarding training with a Think Family approach.
MCA/DoLS training across clinical teams.

Safeguarding Adults Week with webinars and Champion-led resource
sharing.

Simulation training with role play.

Alignment of statutory policies across the Trust.

Enhanced Prevent training with a new video resource.
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Delivery of two MCA masterclasses, with plans for expansion.
Integration of Equality Act 2010 duties in training.
Commitment to NHS Sexual Safety Charter and its 10 core principles.

Case Studies

1.

Multi-Agency Best-Interests Discharge (Enfield):

Collaborative discharge planning for a patient with prolonged disorder of
consciousness, ensuring adherence to the Mental Capacity Act and
safeguarding principles.

. Effective Discharge through Partnership (Royal Free London):

Joint meeting with ASC, discharge teams, and family enabled timely, safe
discharge using a Think Family approach.

Future Plans and Priorities

Expand safeguarding training to include neglect.

Increase Prevent awareness.

Standardize safeguarding in maternity care.

Review team structures for efficiency.

Develop a robust non-fatal strangulation pathway with NCL partners.
Expand sexual safety initiatives and anonymous reporting.

Continue MCA masterclass delivery Trust-wide.

Respond to safeguarding system reforms and social care changes.

Learning from Safeguarding Adult Reviews (SARs)

Dissemination: 7-minute briefings shared across teams and embedded in
training.

SAR: Eleanor: Emphasised multi-agency collaboration and timely
identification of safeguarding contacts.

SAR: Paulette: Highlighted communication between health and social care;
led to discharge team restructuring and improved information sharing.
SAR: Steve: Reinforced professional curiosity; staff encouraged to explore
underlying causes of disengagement.

Safeguarding Newsletter: Shares SAR and DHR learnings.

7-Minute Briefings: Available on intranet for staff engagement.

Training Integration: SAR themes embedded in Level 3 safeguarding
training. A new module on self-neglect is in development.

Whittington Health NHS Trust

Whittington Health NHS Trust is a key partner of the HSAB, actively contributing to
the Board'’s strategic objectives and safeguarding priorities. As a provider of acute
and community health services across North London, Whittington Health plays a vital
role in identifying, responding to, and preventing abuse and neglect of adults at risk.
The Trust’s Adult Safeguarding Team works collaboratively with local authorities,
health partners, and other agencies to ensure the safety and wellbeing of vulnerable
individuals in Haringey.

Key Achievements

Active participation in HSAB and its subgroups.
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« Maintained face-to-face Safeguarding Adults Level 1 & 2 training, with 3,288
staff trained and 83% compliance as of 31 March 2025.

« Strengthened safeguarding leadership with the appointment of a permanent
Head of Vulnerable Adults and a new Adult Safeguarding Lead.

e Delivered bespoke training to acute departments (e.g., Emergency
Department, Preceptorship, Health Care Support Workers) and community
teams (e.g., District Nursing Managers).

e Increased safeguarding presence in community settings, leading to Adult
Community Services making the most referrals in the last two quarters.

o Continued reporting of staff allegations to local authorities across SAB
partnerships.

e Hosted regular virtual drop-in sessions for community staff and managers.

o Promoted Safeguarding Awareness Week (18—22 November 2024) with
intranet resources and case studies.

Key Challenges
« Rising volume and complexity of safeguarding referrals across acute and
community services.
e Resource-intensive nature of safeguarding work.
e High demand for training, met with tailored support for specific teams.

Safeguarding Initiatives
« Face-to-face Level 1 & 2 training across acute and community settings.
o Bespoke training on self-neglect, courageous conversations, and
safeguarding escalation.
e Monthly “10 at 10" meetings in the Emergency Department.
e Increased visibility in health centres to support safeguarding awareness.

Case Study - Partnership Working
A 92-year-old female patient with multiple safeguarding concerns was admitted to
Whittington Health. The case involved:
o Six safeguarding alerts in 2024, including neglect.
« Barriers to care posed by the patient's son.
e Severe health issues including pressure sores and maggot-infested wounds.
e Collaboration with the Office of the Public Guardian, ward teams, discharge
teams, and local authority.
e Appointment of an Independent Mental Capacity Advocate (IMCA).
o Best Interest meetings leading to safe discharge to step-down care while
Section 42 safeguarding enquiries were completed.

This case exemplifies effective multi-agency collaboration and safeguarding practice.

Future Plans and Priorities
« Sustain high levels of face-to-face training.
e Expand safeguarding presence in community settings.
o Continue responsive support for staff on safeguarding, domestic abuse,
homelessness, and Prevent.
e Maintain fortnightly meetings with Haringey safeguarding and discharge
teams.
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« Enhance domestic abuse awareness using new Trust resources.

Learning from Safeguarding Adult Reviews (SARs)

e SAR learning embedded in Level 1 & 2 training, regularly updated to reflect
emerging themes.

e Dissemination through Whittington Improvement and Safety Paper (WISP)
and seven-minute briefings.

o Presentations delivered to community teams and Clinical Leads and Quality
Committee (CLaQC).
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