
 

 
 
  

Solihull Safeguarding  
Adults Board  

Annual Report  
2019-2020 



 

Page 2 of 25 
 

Contents 
 

Message from the Chair 3 

At a glance - Solihull 4 

How our priorities led to better outcomes for adults in Solihull 5 

How the Board has overseen and led safeguarding in Solihull. 17 

What is our performance information telling us? 19 

Our learning from Safeguarding Adult Reviews 21 

What the SSAB Budget was used on 23 

Partners’ work in 2018-19 24 

 

 

 
 



 

Page 3 of 25 
 

Message from the Chair 
Jane Geraghty 

 
It has been my pleasure to be the Independent Chair of Solihull 
Safeguarding Adults Board since September 2018 and I am 
pleased to present this Annual Report for 2019-20.    
 
In this report you will find an overview of the Boards work over 
the past 12 months.  Producing this report has given us the opportunity to reflect on the 
impact we have had during this year and think about the plans for the year ahead. 
 
This year our focus has been to support the new Exploitation Reduction Board and 
Delivery Group, set up in response to our Rachel SAR to improve responses to 
exploitation of children moving into adulthood.  We have also carried out research with 
people who live and work in Solihull and reviewed existing literature to understand the 
areas of financial abuse we should focus on in Solihull to ensure maximum impact and 
effect.  This work will continues into 2020-21. 
 
Making Safeguarding Personal is a continuing theme for the Board’s work and 
development.  It has been particularly pleasing that people going through the 
safeguarding process are asked at the end if they feel safer.  As you can see from our 
data on page 19 - 59% of those asked said they feel safer as a result of the 
safeguarding activity.  
 
I have been very keen to improve our engagement with adults who have experienced 
abuse, their carers, professionals and practitioners and members of the public.  And this 
year we have had 4 successful events as detailed on page 13. 
 
Our performance framework was overhauled this year and has been recognised as Best 
Practice in the West Midlands Region.  Going forward we will continue to work closely 
with regional and national colleagues to find ways to develop data that can be properly 
compared with our peers. 

 
Sadly adults continue to experience abuse or neglect. Where this happens we are 
determined to learn and improve our services and safeguarding practice across the 
partnership. Our Safeguarding Adult Review (SAR) activity this year has been varied 
and we have introduced a One-Year-On process to evaluate how effectively learning 
from SARs is implemented, maintained and makes a difference.  For more information 
see pages 21 & 22.   We also looked back on the SARs we have completed since the 
implementation of the Care Act and the reoccurring themes will inform our work in  
2020-21. 
 
Looking forward to 2020-21 we will continue with our priorities - Financial Abuse and 
Transitions and Exploitation.  We will also, through our sub committees, carry out 
work in relation to the themes we identified from previous SARs, continue to improve 
the  Boards Performance Report and seek further assurance from all partners that 
Making Safeguarding Personal is embedded across the partnership.  
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How our priorities led to better outcomes for 
adults in Solihull 
 
During 2019-20 we identified 2 key areas we wanted to concentrate on as a 
Board, as a partnership and as individual organisations. These key areas or 
priorities were agreed as they would make a positive impact on adults in Solihull.  
 
They were: 
 

Exploitation and Transitions so that responses to exploitation of children moving 
into adulthood are improved. 
 
Financial Abuse to understand the areas of concerns for residents in Solihull to 
enable us to identify what work is required for maximum impact and effect. 

 
In addition we continued to prioritise: 

 
Making Safeguarding Personal to monitor that during a safeguarding journey the 
person will be put at the centre of any decisions. That they were able to make their 
own choices and their views and wishes were respected when it comes to making 
decisions.  That people had access to information that they can understand. And we 
wanted to hear people’s experiences. 

 
Provider Assurance so that we understand the quality of services in the 
Borough and the initiatives available to improve services. 
 
Engagement so we could step up our Engagement approach and seek the 
support of partners to engage with a wide range of people who use health and 
social care services, members of the public, staff and volunteers and 
professionals. 
 

     
Posters developed with LSCP and used to raise awareness on National CSE Awareness Day 
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Andrew’s safeguarding story 

 

Andrew is in his 40’s, has a learning disability, autism and is blind.  Andrew 

lives in his own home with 24hour support from a Domiciliary Care Agency.  

Following admission to hospital after he had a seizure at his family’s home 

a significant ear infection was identified and Andrew’s family raised a 

safeguarding concern as they felt the care agency had neglected Andrew’s 

health care needs.  Andrew confirmed these concerns - he had been 

complaining to the care agency staff he was in pain, felt dizzy and could 

not hear properly but their response was to call him a “drama queen” and 

they did not arrange for him to see his GP.  Andrew also shared that the 

carers rarely took him out and many of his regular staff who he liked had 

left to join another agency. 

 

On discharge from hospital Andrew’s family arranged for him to go to 

theirs to be looked after.  When Andrew’s social worker visited - Andrew 

wanted the following outcomes: 

 

 To go home as soon as possible – and for his social worker to tell his 

family this is what he wanted. 

 A new agency to provide the support he needed.   

 An advocate. 

 

Andrew’s social worker advised Andrew finding an agency to provide the 

level of support he needed would take time.  Andrew understood this and 

said he wanted to return home with the existing agency but still wanted a 

new agency found.  Andrew also suggested his social worker approached 

the agency his old staff had left to join.  Andrew’s family were extremely 

unhappy for Andrew to return home with the existing agency.  Andrew did 

not want to upset his family so he negotiated with his social worker that 

he would stay for another week whilst a new agency was found but he 

wanted daily visits to update him on the progress.  Eight days later 

Andrew went home with the new agency and his old staff. 

 

Andrew was very clear he wanted the concerns looked into – he wanted the 

agency to know how unhappy he and his family were.  Since returning home 

his quality of life has improved significantly – he goes out 6 times a week 

and has participated in new activities and met new people. 
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Exploitation and Transitions  

 

 

 

 
  

We said we would  
 
Make Transitions and Exploitation a priority so that responses to 
exploitation of children moving into adulthood are improved. 

 

What we did 

 The Exploitation Reduction Board was set up to oversee the 
development of strategic priorities, co-ordinate actions and 
oversee delivery of these, in respect of both children and adults 
who are victims, or at risk of exploitation. 

 The Exploitation Reduction Delivery Group was set up to 
develop policies, procedures, guidance, tools and pathways in 
respect of both children and adults who are victims or at risk of 
exploitation. 

 Developed guidance titled ‘Language Matters’ for professionals 
when discussing and recording the exploitation of individuals.  It 
is so important that Victim blaming language is not used. 

 Developed an adult screening tool to support staff to determine 
whether an adult is potentially being exploited or is at risk of 
exploitation 

 We liaised with partners to start to scope out the pathways and 
develop policies and procedures. 

 With the Local Safeguarding Childrens Partnership we have 
been pulling together an All Age Exploitation Strategy for 
Solihull. 

 Solihull’s Exploitation Panel (ShEP) was set up to lead, oversee, 
review and recommend actions in relation to children, young 
people and adults who are being exploited, or at high risk of 
exploitation. 

 Commissioned the Geese Theatre to lead a Conference for 
practitioners. 
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Sara’s safeguarding story 

 

Sara is 22 years of age with a long history of sexual exploitation and 

mental health needs.  This year Sara was sectioned under s2 of the 

Mental Health Act.  Whilst detained staff were very concerned about 

the amount of calls she was receiving from a number of different men 

– so a safeguarding concern was raised.   

 

A new Social Worker was allocated. Sara has over the years developed 

a mistrust of professionals who she felt only wanted her to report her 

sexual exploitation to the police.  Sara’s new social worker was clear 

she would be working with Sara on her social care needs and would 

support her to navigate the criminal justice system and health care 

system if she wanted but primarily she wanted to support Sara to 

improve her safety and wellbeing. 

 

Sara’s primary outcome was to live independently.  Sara’s social 

worker, with her agreement made a referral to the National Referral 

Mechanism (NRM), secured supported living accommodation and helped 

her to move in.   

 

Sara’s social worker concentrated on providing practical support, 

looking forward and not at what had happened in her past which was 

traumatic and provided Sara with some tools to make safer decisions. 

 

Sara is thriving and she is now the one making contact with her social 

worker rather than being chased by her.  To date she has not 

disclosed any information on her previous sexual exploitation but she 

is no longer associating with the people who were sexually exploiting 

her. 
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Financial Abuse   

We said we  
 
Wanted to understand the areas of concerns for residents in Solihull to 
enable us to identify what work is required for maximum impact and 
effect. 

What we did 
 

 We carried out some research, which included literature reviews, 

survey with staff/practitioners  and data was identified from NHS 

digital on the prevalence of Financial or Material abuse as 

reported and recorded as a safeguarding adults matter locally, 

regionally and nationally. 

 Another area shared with us a very detailed policy and procedures 

they were developing specific to Financial Abuse.  We reviewed it 

and decided, not to go forward with specific Financial Abuse policy 

and procedures but we will be progressing a number of 1/2 page 

factsheets or OMG (One Minute Guides) on topics such as Mailing 

Preference Service, Power of Attorney etc.   

 In October 2019 we supported West Midlands Police Solihull 

Partnerships, who organised a ‘Scams’ awareness event in The 

Core Solihull.   

 We have been working with SMBC to secure Financial Abuse data 

from safeguarding activity.   

 We commissioned training from Ann Craft Trust in December 

2019 which was very well attended and positively evaluated – this 

training is to be repeated in 2020-21. 

 Two engagement events held with Healthwatch Solihull, Age UK 

Solihull and Solihull Action through Advocacy in February 2020 

identified a variety of ways to raise awareness of financial abuse 

across the Borough with the public, people who use services, 

practitioners and financial institutions 
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Peggy’s safeguarding story 

 

Peggy is 80 years old, lives alone supported by two nieces and 

receives two visits a day from a Domiciliary Care Agency to help with 

personal care, medication and provision of food. 

 

Early this year Peggy visited Santander with one of her nieces who 

was directing her - how much money to withdraw and that the cheque 

should be made payable to her.   

 

The Bank clerk was concerned with the attitude of the family 

member, the very large sum of money being requested, which would 

have been the second that month and that withdrawing that amount 

would have left her with very little in the account. She denied the 

transaction, and after Peggy had left, the Bank clerk raised a concern 

with Adult Social Care. 

 

A safeguarding adults concern was opened and Peggy was visited.  

Peggy explained to the social worker she wanted to give her nieces 

some money, she had already given one niece some and wanted to give 

her other niece the same.  Peggy showed the social worker that whilst 

withdrawing the money from that account would have left it very low 

– she had two other accounts with other funds – so withdrawing what 

she wanted would not leave her short. 

 

Peggy had mental capacity and wanted to continue with the 

withdrawal.  So Adult Social Care worked with Peggy to enable her to 

manage her money as she wished safely. 

 

Santander provide regular training on the signs of financial abuse and 

scams helping their staff to spot things of concern and empower them 

to take action if they are concerned. 
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Making Safeguarding Personal 

  

We said we would 
 
Continue to monitor that during a safeguarding journey the person will 
be put at the centre of any decisions. That they were able to make their 
own choices and their views and wishes were respected when it comes 
to making decisions.  That people had access to information that they 
can understand. And we wanted to hear people’s experiences. 

 

What we did: 
 

 We continued to monitor the number of people who were asked 
what outcome they wanted from the safeguarding and if, at the end, 
they were met. The number of people asked what outcomes they 
wanted from a safeguarding enquiry has increased by 15% and 99% 
of people stated the outcome they wanted had been met or partly 
met at the end of the safeguarding activity.  The increase in the 
number of people asked for their outcome this year is very positive.  

 SMBC provided data to the Boards from people who were asked if 
they felt safer after the safeguarding activity so we could see if 
safeguarding activity in Solihull is making a difference. Of the people 
asked 59% said they felt safer as a result of the safeguarding 
activity.  This data is really positive. Many areas are struggling to get 
this feedback. 

 We contacted a number of people after their safeguarding activity to 
hear their experiences. Whilst the number of people willing to share 
their experiences with us is low – their feedback shows 
professionals and practitioners supporting them through the 
safeguarding process do it with compassion and professionalism.  

 We continued to participate in a national project to develop a 
framework that provides a means of promoting and measuring 
practice that supports an outcomes focus and person led approach 
to safeguarding. 
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Lilian’s safeguarding story 

 

Lilian is aged 60 years, is unable to leave her bed, has obsessive traits, 

slurred communication and a history of self-neglect.  Lilian lives in her own 

home with support from carers four times a day and District Nursing visits 

2-3 times a week.  The District Nurses raised a safeguarding concern in 

relation to a wound on Lilian’s hip which they felt required hospital 

admission and they felt Lilian did not have mental capacity to make medical 

decisions. 

 

Lilian’s Social Worker visited Lilian who agreed to the Safeguarding 

enquiry.  Lilian also accepted an independent advocate as she wanted her 

views and wishes to lead the safeguarding enquiry but could not attend 

meetings as she is unable to leave her bed and her obsessive traits would 

not enable meetings to take place in her house.   

 

Lilian had 3 outcomes she wanted: 

 To not go into hospital but to stay at home. 

 Her airflow mattress changing (something she had been asking for 

some time). 

 Daily visits from the District nurses and for them to care for her 

from her left side. 

 

Because there was a difference of opinion between the District Nurses 

and the social worker as to whether Lilian had Mental Capacity to make 

medical decisions it was agreed the Community Matron would carry out a 

Mental Capacity Assessment. 

 

Lilian’s mental capacity was assessed over 3 visits with her advocate and 

she was assessed as having mental capacity to make medical decisions. 

 

Lilian’s outcomes were met.  A RESPECT form is now in place, Lilian has a 

new airflow mattress and the District Nurses care for her from her left 

side – not daily but three times a week. 

 

Lilian found the safeguarding adults process very positive.  It empowered 

her to articulate what she wanted and as a result people listened and 

changed their attitude and practice.  Lilian felt the advocate was extremely 

helpful to ensure she had a voice 
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Engagement  

  

We said we  
 
Wanted to step up our Engagement approach and seek the 
support of partners to engage with a wide range of people who 
use health and social care services, members of the public, staff 
and volunteers and professionals. 

 

What we did: 
 

 We carried out a survey in November and December with the public to 
ascertain their understanding of Adult Safeguarding and received 56 
responses. Overall it seems people understand what Adult 
Safeguarding is and would know how to report it, should the need arise. 

 We held three ‘Engagements Events in late January and February.  
One with staff and two with members of the public. 

 Staff from a number of different organisations were invited to a Staff 
Focus Group, in order to provide an opportunity for them to share their 
views as to what is going well with safeguarding practice and where 
further support and guidance is required. This was attended by 
approximately 16 staff from a variety of organisations.    

 We held two Public Engagement Events in February 2020 – one in the 
North of the Borough and one in the South.  The purpose of the events 
was to engage with the public as to their views on what the board 
should focus on in 2020/21. These events were supported by 
Healthwatch Solihull, and Age UK Solihull and Solihull Action through 
Advocacy.   

 We continued to contact some people after their safeguarding activity 
to hear their experiences. Whilst the number of people willing to share 
their experiences with us is low – their feedback shows professionals 
and practitioners supporting them through the safeguarding process do 
it with compassion and professionalism. 
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“I just want to say 
that she was an 

absolutely brilliant 
social worker” 

“I am much safer 
and I’ve still got 

some things to carry 
on with when I meet 
with Women’s Aid” 

“She always 
explained what she 

was doing and would 
ask me ‘would you 

like to…’ so I felt we 
were making 

decisions together.” 
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Provider Assurance 

 
  

We said we wanted to 
 
Make Provider Assurance a routine business item so that we 
understand the quality of services in the Borough and the initiatives 
available to improve services. 

What we did 
 

 We received presentations and reports from SMBC, CCG and 
CQC on services they commission or regulate. 

 Through the Board Performance Report we monitored the quality 
of Health and Social Care Services in the Borough.  This data 
shows the quality of services in the Borough are higher than the 
regional and national average with only a small number of 
services requiring increased monitoring by a multi-agency Quality 
Monitoring and Improvement Group (QuMIG) and support from 
the local Support to Care Home Service (S2CH). 

 Services that get a CQC rating of Requires Improvement or 
Inadequate are contacted by the SSAB business Team to explain 
the safeguarding procedures and the training offer available to 
them. 

 Healthwatch Solihull have introduced three safeguarding 
questions for individuals or their relatives/visitor and three 
safeguarding questions for staff into their Entre and View process. 

 National guidance documents such as: Guide to safe staffing 
published by Skills for Care, Older people in care homes: Sex, 
Sexuality and Intimate Relationships  published by the RCN, Oral 
care and people with learning disabilities published Public Health 
England, Care homes and equipment - Guiding principles for 
assessment and provision published by Royal College of 
Occupational  Therapists etc. are shared quarterly with all 
providers. 
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  Daybreak Care Home Safeguarding Story   

 

Daybreak Care Home is a large care home for older adults.  Several 

safeguarding adult concerns were raised by visiting professionals, 

relatives and from whistle-blowers over a short period prompting a 

number of section 42 enquiries, a CQC inspection and an audit from 

SMBC Care Quality Monitoring Officer (CQMO). These visits 

identified the manager had very recently resigned and the home’s 

deputy manager had been promoted and were trying to implement 

significant change very quickly resulting in confusion and low 

morale.  This new manager then resigned. 

 

A new experienced manager was appointed and very soon after 

appointment a meeting was arranged for the new manager to meet 

with the home’s CQMO.  This meeting explained to the new 

manager the concerns, what was expected and where support was 

available. 

 

Through the Quality Monitoring Improvement Group (QuMIG) the 

scale of the concerns were discussed and relevant professionals 

were identified to offer support. 

 

The majority of the support was provided by the Support 2 Care 

Homes Team (S2CHT).  They provided guidance and advice in 

relation to falls prevention, pressure ulcer care and medication 

management. 

 

The new manager was accepting of the support available and with 

the S2CHT guidance set up new systems.   

 

The safeguarding enquiries were completed and residents and their 

families stated the new manager had changed things in the home 

significantly for the better.  They said he was always available, 

listened to what they said and responded to concerns quickly.  

Staff stated it was now much better to come into work, the home 

is no longer discussed at QuMIG and a CQC inspection is imminent.  

The S2CHT continue to provide support as needed. 
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How the Board has overseen and led safeguarding 
in Solihull. 
 
In addition to the Priorities the Board had for 2019-20 (see previous pages) the Board 
has overseen and led the following so that there was assurance of organisations and 
communities working together in the best way possible, so that people are able to live 
their lives free from abuse or neglect. 
 

 We received a presentation from the National Probation Service and the 
Community Rehabilitation Service assuring us of their safeguarding 
arrangements. 
 

 We received a presentation from West Midlands Fire Service on Hoarding, 
highlighting the fire risks and the implications to individual’s health and wellbeing. 
 

 The Care Quality Commission provided us with an annual update on their work 
with providers and the learning from their thematic reviews assuring us that the 
quality of service in the Borough is higher than the national average. 
 

 Solihull Homelessness and Rough Sleeper strategy was shared with us detailing 
the partnership’s objectives for 2020-23 to minimise rough sleeping, prevent 
homelessness wherever possible, relieve homelessness where it cannot be 
prevented, support people to recover from homelessness and connect service 
planning and delivery. 
 

 We requested a presentation from Immigration Compliance and Enforcement 
Team based in Solihull and were assured there are no current concerns around 
immigration in Solihull. 
 

 Birmingham and Solihull CCG who lead on the LeDeR (Learning Disabilities 
Mortality Review) programme shared with us the considerable progress they 
have made with this programme and how they have begun to build an evidence-
based picture of key learning to inform a Strategic Plan going forward to improve 
the health inequalities adults with a learning disability can experience. 
 

 We monitored partner agencies compliance with the Disclosure and Barring 
Service so we can be assured safer recruitment practices are routinely followed 
to prevent unsuitable people from working with vulnerable groups. 
 

 Within our two Board development days we reviewed our priorities, identified 
issues on the horizon we felt might have a safeguarding adult’s impact and in 
January we were joined by the Local Safeguarding Childrens Partnership to 
consider the relationships, connections and joint working opportunities. 
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Supporting the Board we had four sub committees who completed the following work so 
that people are able to live their lives free from abuse or neglect. 
 

 
Policies & Procedures 
 
 Looked at Strengths Based approaches 

to support making safeguarding 
personal. 

 Developed a Structured Partnership 
Approach to help those working with 
adults who have complex needs and 
unmanaged risks, and services cannot 
engage them, in order to safeguard and 
promote their wellbeing. 

 Reviewed and reissued the Board’s 
Dispute Resolution Procedure. 

 Supported WM Police to develop the 
Herbert Protocol for the West Midlands. 

 Considered Birmingham SAB Risk 
Enablement Statement and Guidance 
for Solihull. 

 
 

Prevention & Engagement 
 
 Marked World Elder Abuse Awareness 

day and raised awareness. 

 Developed Easy to Read information on 
Domestic Abuse. 

 Worked with the Faith Forum to raise the 
profile of safeguarding adults and their 
vital role in responding effectively and 
compassionately. 

 Monitored the Safe Places Scheme in 
Solihull. 

 Supported a small project to develop a 
Trusted Professional approach specific 
to Older Adults and Domestic Abuse. 

 Used Social Media to promote National 
Safeguarding Week in November. 

 

Performance & Audit  
 

 Reviewed and refreshed the 
Performance Dashboard with a focus 
on the Board’s priorities. 

 Undertook a multi-agency case file 
audit with a focus on Making 
Safeguarding Personal. 

 Introduced a focus on audit with 
expectation that a different 
organisation will present their work in 
this area each quarter. 

 
 

 
 

Learning & Improvement 
 

 Reviewed the purpose of the group 
and agreed to focus on learning from 
SARs, both local and national. 

 Identified relevant learning from 
national SARs and shared this with the 
other sub committees to inform further 
work. 

 Developed a Practice Briefing for 
Rachel SAR and agreed to use this 
format for future SARs and other 
topics. 

 Undertook a scoping exercise to 
understand the learning needs of front 
line staff when working with Self 
Neglect. 
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What is our performance information telling us? 
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Throughout the year we have scrutinised the data taking into account previous year’s 
data, regional data and national data for 2018-19. Where there was some anomalies 
agencies provide an explanation. 
 
This year the number of concerns reported to SMBC, as the lead agency for 
safeguarding adults, has increased significantly, however the conversation rate from 
concern to s42 enquiry has decreased.  This has been due to a change in the 
electronic recording system used by SMBC, which has led to lower level concerns and 
issues of poor quality being recorded as a safeguarding concern, and s42 enquiry 
work being recorded within the concerns sections of the electronic record system.  
Throughout the year SMBC have been monitoring this and changes to the new 
electronic system and staff practices are in progress.   
 
The percentage of enquiries relating to gender, age and ethnicity is in line with the 
national average and Solihull’s Population. The majority of abuse takes place in an 
individual’s own home – again this is in line with the regional and national average.  
Identifying abuse within private dwellings is more difficult due to the lack of scrutiny 
within peoples own homes. 
 
Neglect has been the highest reported type of abuse for the last 5 years and is in line 
with the national average.  Financial abuse is not in the top three reported type of 
abuse this year, supporting the Boards priority to raise awareness of this type of 
abuse. 
 
The number of people asked what outcomes they want from a safeguarding enquiry 
has increased by 15% this year which is very positive. Receiving this data enables us 
to measure practice that supports an outcomes focus and person led approach to 
safeguarding.  Of the number of people who expressed an outcome 99% felt their 
outcome at the end of the safeguarding process was fully or partly met. 
 
SMBC have continued this 
year to ask individuals and/or 
their representatives if they 
feel they are safer because 
of the help from people 
dealing with the safeguarding 
concern. This data is really 
positive. Many areas are 
struggling to get this 
feedback. 
 
We have monitored when 
safeguarding action has 
been taken, did it remove or 
reduce the risks or have the 
risks remained. Risk 
enablement is a fundamental 
approach to making 
safeguarding personal. 
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Our learning from Safeguarding Adult Reviews 
 
What are Safeguarding Adult Reviews? 
 
The Care Act 2014 introduced statutory Safeguarding Adults Reviews and mandates 
when they must be arranged but gives Safeguarding Adult Boards flexibility to choose a 
proportionate methodology.   
 
A Safeguarding Adult Review is a multi-agency process that considers whether or not 
serious harm experienced by an adult or group of adults at risk of abuse or neglect, 
could have been predicted or prevented. The process identifies learning that enables 
the partnership to improve services and prevent abuse and neglect in the future. 
 
In 2019-20 we received 3 requests – one progressed with an independent Lead 
Reviewer and is ongoing, one was carried out under s44 (4) of the Care Act and one did 
not progress to a Safeguarding Adults Review as it did not meet the Care Act Criteria. 
 
Safeguarding Adult Review Reports are published on our Safeguarding Adult Board 
webpage www.ssab.org.uk  
 

Our Learning 
 
Paul SAR 
Paul had a long history of sleeping rough in Solihull and Birmingham.  At the time Paul 
passed away in early 2019 he was in a supported housing scheme for homeless 
persons.  During the time period scoped in this Safeguarding Adult Review the review 
identified there had been some very positive initiatives implemented nationally and 
locally including: the implementation of the Homelessness Reduction Act 2017, 
appointment of a Rough Sleeper Coordinator, University Hospitals Birmingham set up a 
Homeless Patient Pathway and Solihull was one of seven areas to deliver a Housing 
First pilot. 
 
Whilst there have been some very positive initiatives implemented nationally and locally 
the review found not everyone was aware of them so these will be promoted during 
2020. Also during 2020-21 we will explore, via multi-agency consultation, levels of 
confidence and understanding in supporting individuals experiencing multiple 
disadvantages, including when to refer something as a safeguarding concern and 
agencies have been asked to consider auditing cases where decisions are made not to 
progress a safeguarding concern to the Local Authority to ensure that decision making 
is evidence based, appropriate and consistent.   
 
We have shared this SAR report with Birmingham as Paul moved between Solihull and 
Birmingham and one year on from publishing Paul’s SAR, we will conduct a review to 
identify progress in implementing the recommendations and to understand the impact 
the new initiatives had on the lives and experiences of adults sleeping rough or at risk of 
homelessness in Solihull. 

 
 
 
 

http://www.ssab.org.uk/
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MH  
This SAR referral did not meet the criteria for a Review, however the Coroners 
Regulation 28 Report to Prevent Future Deaths and Birmingham and Solihull Mental 
Health Foundation Trust SUI recommendations will be monitored by the Board.  
 
John – one year on 
The John SAR was published in 2017 and focussed on the experiences of a 37 year old 
man with learning disabilities who was financially, physically, sexually and emotionally 
abused and neglected by members of his family. Several recommendations were made, 
particularly around how agencies could ensure they understood the voice of the person 
at the centre of any safeguarding enquiry, and how agencies should ensure effective 
information sharing processes and good partnership working. 
 
A review panel – John SAR One Year On – was arranged in order to seek assurance 
from partners that the lessons from John’s case have truly been learned and that 
changes implemented by organisations since this case have had an effective and 
lasting impact on practice. The review panel found that positive improvements had been 
made in the monitoring of how Direct Payments are used, the keeping of accurate and 
up to date records, the implementation of the IRIS project in GP surgeries and the 
efforts made by staff to understand the lived experiences of individuals experiencing or 
at risk of abuse. There were also some areas where further work was required, 
including a focus on advocacy, improved partnership working, and the sharing of good 
practice evidenced at John’s GP surgery across the borough. This work has yielded 
some positive results and is continuing; monitored by the Board.   

 
Stephen  
At the time of writing this Report this Safeguarding Adult Review was ongoing. 
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What the SSAB Budget was used on 
 
 
 
 
 
In 2019-20 we had £201,050 to spend.  This 
money represents contributions from Solihull 
Metropolitan Borough Council Adult Social 
Care, West Midlands Police, Birmingham and 
Solihull Clinical Commissioning Group and 
University Hospitals Birmingham Heartlands, 
Good Hope and Solihull. 
 
In addition to the financial support detailed 
above Board partners also support the board 
by chairing sub committees, providing venues 
and refreshments for meetings and have 
delivered training to the partnership.  
 
 
 
 
 
 
 

The budget covers the costs associated with 
the running of the Board, including its 
Independent Chair and Business Team.  It 
also covers a discreet training offer and 
supports the Boards Engagement approach 
and publicity.  It does not take into account the 
costs of Safeguarding Adult Reviews.  This 
year we had one SAR which required funding 
for an Independent Lead Reviewer who 
chaired Panel meetings and wrote the 
overview report – the cost of this was met by 
additional funding from - Solihull Metropolitan 
Borough Council Adult Social Care and 
Birmingham and Solihull Clinical 
Commissioning Group. 
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Partners’ work in 2019-20 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

WM Police have developed the 
Herbert Protocol  - a risk 

reduction tool for people who 
are at risk of going missing and 

have dementia, learning 
disability or other vulnerabilities. 
It will ensure Police have ready 

access to quick time information 
to ensure a swift search is 
undertaken at the earliest 

opportunity.   

Healthwatch Solihull have 
introduced three new questions for 

their Enter and View visits to 
ascertain the knowledge of staff and 
people using the service on how to 

recognise and report abuse. 

Solihull Action through 
Advocacy have continued to 

support the Safe Places 
Scheme – a scheme that helps 

people with learning 
difficulties feel confident and 

safe whilst out and about 

Age UK Solihull has supported a 
project with Birmingham & Solihull 
Women’s Aid and funding from 
the Active Citizens Fund in order 
to work with Voluntary 
Organisations and increase their 
awareness, knowledge and skills in 
recognising and working with 
victims of domestic abuse who are 
older adults. 

University Hospital Birmingham 

developed a Homeless Patient 

Pathway as they recognise managing 

homeless people who are admitted 

to hospital can be challenging, often 

having a “tri-morbidity” – a 

combination of physical health, 

mental health and substance misuse. 

This can create challenges in 

planning and coordinating discharge. 

The pathway involves organising 

healthcare services in the hospital 

setting to promote safe discharge, 

and then to coordinate external 

agencies such as housing, social care, 

the voluntary sector alongside 

specialist community services to 

build a care package for a 

marginalised group of vulnerable 

patients. 

WM Fire Services 

commissioned an 

independent review of 

their safeguarding 

leadership, workforce, 

policies and procedures 

and quality assurance. 

systems. 

Solihull MBC Adult Social Care 

has developed information for 

self-funders  

Coventry and 

Warwickshire Partnership 

Trust hosted a learning 

event to evaluate an 

incident so learning across 

the partnership could be 

yielded. 
BSOL CCG has led on the Learning Disability 
Mortality Review programme.   Of the 191 

CCGs in England, BSOL CCG sits within the top 
11% in terms of the percentage of reviews 
completed following the notification of the 
death of a person with a learning disability. 

Birmingham and Solihull Mental 
Health Foundation Trust – Substance 
Integration Addition Services (SIAS) 
continued to provide invaluable support 
to known and new adult’s homeless and 
sleeping rough in Solihull. 

 

In Carers week the 
Carers Trust Solihull 
hosted their first live 

panel on Facebook.  The 
topics were – what is a 

carer, how can 
partnerships help 

carers, how to meet an 
increasing demand and 
what does caring mean 

to the panel. 
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Other Supporting Documents 
 

 2020-21 Strategic Plan on a page 
 
 2019-20 Easy To Read Executive Summary. 

 
      

 

Contact details and links 

 
 

If you require any further information, please 
contact the Solihull Safeguarding Adults Board 
Business Team:- 

 
Safeguarding Adults Board Business Team 
Solihull Metropolitan Borough Council 
Council House 
Manor Square 
Solihull 
B91 3QB 
  
Tel: 0121 788 4392 
 
Email: ssab@solihull.gov.uk 
 
Website: www.ssab.org.uk 

 

 
 

mailto:ssab@solihull.gov.uk
http://www.ssab.org.uk/

