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Because Safeguarding is everybody’s business

Event Format
• Welcome and Overview of Process

Derek Benson  WSAB Chair

• Thematic SAR – Learning and Recommendations 
Brendan Clifford SAR Author

• What is already being actioned
Stephen Gabriel – Rough Sleeper Task Force

• Moving Forward – Stakeholder Input
Workgroups

• Workgroup feedback

• Response to Questions

• Closing – Derek Benson 



Because Safeguarding is everybody’s business

Housekeeping 

• Microphones off – unless speaking or raising questions   

• Will provide opportunities to question 

• At these points use raise hand function

• Burning questions 
• put in group chat 

• we will collate these aim to answer these at end

• or if we can’t get back to you.



Because Safeguarding is everybody’s business

What is a SAR?
• SARs are commissioned when:

• there is reasonable cause for concern about how WSAB members or other agencies 
providing services, worked together to safeguard an adult,

and

• The adult has died, and WSAB knows or suspects that the death resulted from abuse or 
neglect (whether or not it knew about or suspected the abuse or neglect before the adult 
died)

or

• The adult is still alive, and WSAB knows or suspects that the adult has experienced serious 
abuse or neglect.

• A Safeguarding Adults Review (SAR) is a multi-agency review process which seeks to determine 
what relevant agencies and individuals involved could have done differently that could have 
prevented harm or a death from taking place. The purpose of a SAR is not to apportion 
blame. It is to promote effective learning and improvement to prevent future deaths or 
serious harm occurring again.



Because Safeguarding is everybody’s business

Thematic SAR Process
• Commissioned June 2019 following deaths of 4 Rough 

Sleepers across the County and one other who is still 
alive.

• Stakeholder event held November 2019 – Over 40 
representatives across sectors represented   Consulted 
on Terms of Reference. 

• Review conducted by independent author  who engaged 
with 30 plus organisations.

• Aimed to hold second stakeholder review to discuss 
findings prior to publication BUT Covid19 took hold

• SAR signed off by WSAB 14th September 2020
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Today…
• Invited 60 representatives from across sectors

• Share learning and recommendations

• Identify opportunities for taking these forward, 
building on work you are already undertaking.

• WSAB Role in taking forward
• Produce Action Plan  based on recommendations and 

learning

• Contact relevant body/organisation to take these forward

• Monitor Implementation



THEMATIC 
SAFEGUARDING 
ADULTS REVIEW
REGARDING 
PEOPLE WHO SLEEP 
ROUGH

Brendan Clifford
Independent Author 



The individuals who slept rough… 

Mike (DH) – still alive 

Larry (SF)  

Terence (PM)

Remi B

Paul Jobey Sparrey

Cardon B –
WCC Report taken into 
account 

https://www.google.co.uk/url?sa=i&url=https%3A%2F%2Fwww.shutterstock.com%2Fsearch%2Fman%2Bprofile%2Bsilhouette&psig=AOvVaw0IiLbV_WQZZuNWiEn6mjwS&ust=1581431231780000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCLj6pMmYx-cCFQAAAAAdAAAAABAD


TERMS OF REFERENCE

• TOR1 Understanding the multi-agency and public responses made in respect of the men who are the subject of 

this SAR and how we might be more likely to help prevent the deaths of adults sleeping rough in Worcestershire 

through developed coordination and engagement across relevant boundaries / sectors further as needed 

• TOR2 Considering the impact of physical or mental impairment or illness, including substance dependency and 

dual diagnosis on the risks experienced by adults who are rough sleepers and the service response to those issues; 

• TOR3 Reflecting on learning about any relationship between the safeguarding and assessment duties of the Care 

Act 2014 and safeguarding good practice such as Making Safeguarding Personal (MSP,) other relevant legislation (e.g. 

the Mental Health Act 1983 as amended,  the Mental Capacity Act 2005 and specific housing legislation) and the 

experience of rough sleepers;

• TOR4 Identifying any other specific themes in the experience of those who are the subject of the SAR such as 

experience of debt, family support, cause / symptom issues or similar which might have an impact on learning from this 

thematic review overall

• TOR5 Specific consideration to the issues of self-neglect as a Care Act 2014 category of safeguarding links to 

issues for rough-sleepers. 



Engagement I  -
with people described as “rough sleepers”

• MN (DH) – himself 
• SPH – former rough sleeper
• SPH – currently living at SPH
• R&B BC – one didn’t work out
• session with MOATs team (met 4/5 ‘on the street’)

• Witness from patients representative groups / campaigners
• Witness of experience from yourselves – NHS, Police, Councils, RSLs, other 

providers 
• Others cf. Rev Paul Nicholson (national campaigner)

https://www.mirror.co.uk/news/politics/im-87-year-old-vicar-21515391.amp?utm_source=twitter.com&utm_medium=social&utm_campaign=sharebar&__twitter_impression=true

https://www.mirror.co.uk/news/politics/im-87-year-old-vicar-21515391.amp?utm_source=twitter.com&utm_medium=social&utm_campaign=sharebar&__twitter_impression=true


Engagement II – with relatives 

Mike (DH) – met personally 

Larry (SF) contact made -

Terence (PM) contact made 
advised that they would not 
wish to be involved

Remi B - reasonable attempts made 

Paul (Jobey) Sparrey – didn’t  
successfully reach relative.

Cardon Banfield  - taken into 
account from previous Review 

https://www.google.co.uk/url?sa=i&url=https%3A%2F%2Fwww.shutterstock.com%2Fsearch%2Fman%2Bprofile%2Bsilhouette&psig=AOvVaw0IiLbV_WQZZuNWiEn6mjwS&ust=1581431231780000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCLj6pMmYx-cCFQAAAAAdAAAAABAD


Engagement III - with yourselves 

07/11/19 
Stakeholder 

Event at 
Warndon 

CC. approx. 
50 

attendees

08/11/19 
ff…. Indiv / 

group 
interviews –
approx. 30-
40 people

22/11/19 
updated 

ToR, PPP 
and Notes 

from 
07/11/19  
emailed 

19/12/19 –
Email to 

stakeholders 
including 

Watts et al 
article

circa 
25/02/2020

Invite to 
27/03/20 

Event 

27/03/202 
Final 

Stakeholder 
Event



Report drafting…

• Safeguarding Unit

• Independent Readers 
• PH – Hayley Durnall

• WFDC - Kate Bailey  

• Case Review Group 





Strengths in practice - Good practice examples (slide 1 of 2) 

• Lots of very knowledgeable, committed and competent people working to support and safeguard rough sleepers

• Colleagues holding one another in high esteem, appreciating the efforts which one another make

• Commitment to information sharing played out in increasingly effective “Local Intelligence Groups” (noted as 
“brilliant” by one contributor) and “Blue Light Forum” alongside 

• routine monitoring (“snapshot” counts) of numbers of rough sleepers and “housing jigsaw” 

• Services established on good knowledge / evidence base – use of ACE’s, psychologically-informed environments, 
etc.

• Use of formal post-incident review mechanisms to reflect and learn from experience across a range of agencies 

• Recognition of need in the locality to create shared approach / narrative for the next stages of development 

• Positive service developments such as the Housing First approach being used and extended; or “Somewhere Safe 
to Stay”

• Flexibility to people in their situations shown by Social Workers / Psychiatrist visiting the rough sleeper in situ

• Established “concern for welfare” process by the Police

• Support from Business / Traders in Worcester – examples of good cooperation and concern for people sleeping 
rough



Strengths in practice - Good practice examples (slide 2 of 2) 

• What was described as “brilliant” GP coverage for rough sleepers in Worcester and evidence of really flexible 
responses in other areas e.g. ensuring correspondence through surgery

• SWEP arrangements are thoughtful

• Homeless Health Group and hub

• Person-centred focus shown in working with “relapse”

• Embracing of a “compassionate persistence” or “elastic tolerance "approach

• Some good examples of support for staff – counselling available if needed but does not seem to be uniform

• No Wrong Door approach …. One Day One Conversation (ODOC) approach

• Use of Complex Case meetings

• Learning from other related SARs

• Specific services such as “Crisis Café” in Redditch

• Effective community engagement on the issue of rough sleeping in one of the Districts

• Policies are thorough including with a review date for updating e.g. the WSAB Self Neglect Guidance, due for 
updating in 2020 



Recommendations 

• 7.1 In public policy literature, the idea of what are called “wicked issues” is used to 
refer to those very complex situations which require extensive co-ordination amongst 
many agencies and local communities. The issues and challenges for the WSAB partners 
and the local community can be seen as an example of such a “wicked” issue cf. paras. 
5.0.2. 

• 7.2 In agreeing that the experience of the five men who were subject to this SAR and 
taking into account the Worcester City Council Review, WSAB partners wanted to learn 
from collective experience from every point of view with safeguarding as a focus. In this 
way, the SAR can be a springboard for the next steps to be taken to develop the support 
and services offered to people who sleep rough and may need to be safeguarded. The 
recommendations are kept to a smaller number of high-level issues which can be applied 
in Worcestershire and built into existing workplans and arrangements. 

• 7.3 It is important that it is as clear as possible about lead responsibility for given 
recommendations. A suggested accountable nominee to lead the Recommendation from 
the point of Report final approval is indicated in bold, italicised square brackets [ … ]



1, 13, 14, 

2, 3, 6, 9, 10(b), 15,

7b, 12, 16 

4, 8,  11, 17 

7a . 10a, 10 (c ), 18 

5. 



The Person 

• Mental Health: 7b  For commissioners to review their arrangements and 
develop a more specific focus for post-bereavement support for men who 
sleep rough e.g. by post-bereavement services engaging with rough 
sleeping operational groups such as Worcester Cares to ensure that they 
know when a bereavement has occurred. [PH]

• 12  Consider how Section 6 Guardianship might be used to good effect to 
support those people who have been rough sleeping when being 
discharged from mental health hospital wards. [WHCT and WSAB Self 
Neglect Policy]

• 16 At an appropriate time, strategically review the needs of women who 
are sleeping rough with regard to safeguarding in the light of current 
support. [WHSP]



Direct Practice 

• 4 Consider how shared approaches to safeguarding and MCA learning and development 
might promote better understanding of partner’s contributions to safeguarding people 
who sleep rough. [WSAB]

• 8 Continue efforts to establish wider range of innovative accommodation provision as 
well as services from larger / national VSC sector providers, replicated across the whole 
county and embracing new models responding to current challenges e.g. “wet houses” 
as well as resources from philanthropists. [WSHP]

• 11 Assuming updated MCA arrangements are implemented in 2020, as part of required 
local review / update, ensure that issues connected to “executive function” are 
incorporated and possible implications made clear for practitioners, including Case 
Studies in Rough Sleepers Strategy and in Self-Neglect Policy. [WSAB & WSHP with / 
through relevant lead group on Rough Sleeping]

• 17 As part of the planned 2020 update and review of the WSAB Multi-Agency Self 
Neglect Guidance, develop more material (including case studies) relating to people who 
sleep rough and self-neglect specifically based on agreed direction for next steps in 
multi-agency working as a framework for practice. [WSAB]



Organisational Factors 

• Mental Health: 7a For commissioners to review their arrangements for extending the 
detail and extent of activity for people who sleep rough and suicide in the Suicide 
Prevention Strategy embracing a developed approach for mental health services as part 
of multi-agency arrangements including Psychology Service. [PH with the CCG and 
WH&CT Psychology Service]

• For agencies to work together to consider how the balance / compromise of specialism 
and generalist can be established in and between relevant groups including:

10a Lead GP for rough sleepers across all districts [WCCG]

10c housing lead in safeguarding hubs through shared RSL role. [RSL’s with WSHP
with / through relevant lead group on Rough Sleeping]

• 18 Continue to build on learning from other areas such as considering to what extent the 
acute trust hospital with others may be able to use learning on “Homeless Patients 
Pathway” with special emphasis on people sleeping rough. [WAHT]



Interagency Factors (Slide 1 of 2)

• 2 To contribute to the shared narrative:

a. with due regard to local District-level variation, agree and deliver a consistent county-wide process of engagement with local
communities and businesses to co-produce a shared approach to people who sleep rough and other street-based behaviours
to include specific engagement with small-providers such as soup kitchens to be part of a wider-community-led approach.
[WSHP lead group on Rough Sleeping]

b. Use contract / grant-aid arrangements and engagement to influence voluntary small-scale including volunteer led community
groups such as street cafes providers as part of whole system. [Commissioners – all public services [Relevant lead group on
Rough Sleeping]

c. ensure volunteers are part of this initiative.  [Relevant lead group on Rough Sleeping]

• 3 Aim to influence WSHP in building on current achievements to update design of a whole county approach to people who sleep 
rough, taking account of any need for local variation, built on local practitioner / public meetings to make sure that local multi-
agency / community relationships / teams are built and sustained with a clear “lead officer” role allocated.  [WSHP relevant lead 
group on Rough Sleeping]

• 6 Based on a developed shared narrative, consider if there is more development possible to promote a shared data base for all 
organisations across the county to ensure that information is shared and enabling a smoother transition for rough sleepers when 
moving across services. [WSHP relevant lead group on Rough Sleeping]



Interagency Factors (slide 2 of 2) 

• 9 Ensure that safeguarding of adults who sleep rough is explicitly stated by the 
service aims of the current Homelessness and Rough Sleeping Strategy and 
incorporating any newly developed service arrangements (& cf. No. 14 below). 
[WSHP with / through relevant lead group on Rough Sleeping]

• For agencies to work together to consider how the balance / compromise of 
specialism and generalist can be established in and between relevant groups 
including:

10b Shared lead professional model for rough sleeping to promote
integration into and across generic services. [WSHP with / through
relevant lead group on Rough Sleeping]

• 15 Increase links with DWP re local arrangements for Universal Credit with a view 
to seeking to improve experience of people needing it. [WSAB & WSHP with / 
through the lead group on Rough Sleeping Task together with DWP]



Governance - policy oversight 

• 1 Consider whether or not some developments to current leadership arrangements might enhance a shared approach to rough 
sleepers and safeguarding e.g. 

a Using a nominated local or other independent person “Champion” model for the
overall work of pulling partners together to create a shared narrative / doctrine
including agreed approach to safeguarding and rough sleepers and associated action
plans achieved through the relevant “Rough Sleepers” group. [Worcestershire
Strategic Housing Partnership - WSHP]

b assess with Elected Members if there is more that their contribution might add e.g.
through designating an Elected Member Lead on “Rough Sleeper” theme. [CX’s of
County, City and District Councils]

c assessing if public health leadership / perspective might strengthen strategic
arrangements which impact on safeguarding. [DPH & team with WSHP ]

• 3 Aim to influence WSHP in building on current achievements to update design of a whole county approach to people who sleep 
rough, taking account of any need for local variation, built on local practitioner / public meetings to make sure that local multi-
agency / community relationships / teams are built and sustained with a clear “lead officer” role allocated. [WSHP relevant lead 
group on Rough Sleeping]

• 14 Based on agreed new shared model for approach to rough sleeping, create, deliver and maintain a Communications Strategy to
support shared approaches with the public. [WSAB & WSHP with / through the Rough Sleeping Task and Finish Group and with 
WCC Communications Team and partners from all public sector Comms Teams]



Broader legal, financial & policy context

• 5 Work with local partners to clarify the concern about inclusion of 
requirements linked to safeguarding practice in funding agreements 
allocated at regional level e.g. through the Big Lottery for projects 
supporting people who sleep rough. [WSAB]
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Questions 



Stephen Gabriel

Chair – Homeless Taskforce

Director of Housing & Communities

Malvern Hills & Wychavon District 
Councils

Worcestershire 
Covid-19 
Homeless 
Taskforce



Covid 19 & Rough Sleepers



Worcestershire 
Strategy 2019-2022
Main priorities and progress 

Priority 1

Prevent homelessness at a much earlier stage

Priority 2

Provide flexible and comprehensive responses to those in crisis 
and those with complex needs

Priority 3

Improve supply of / access to good quality affordable and 
supported accommodation



Worcestershire Rough Sleeping 
Funding 20/21

MHCLG - £672,308.09

• Housing First 

• Rough Sleeper Navigators 

• Somewhere Safe To Stay 

• Supported Lettings 

• Personalisation fund



Next Steps Accommodation Programme 
Funding 

MHCLG - £445,000

• B&B Emergency Accommodation
• SWEP
• Support Services
• Access to PRS 

• No allocation – Long term



Rough Sleeping – recent estimates 



Rough Sleeper - Challenges

• Poor housing history in their local area

• Complex needs: substance use and offending history 

• Child and adult trauma 

• Face to face engagement during Covid-19

• Support from the local community 

• Positive Engagement vs Criminalisation 



Homelessness and Covid 19
Changes across the sector

Homelessness Substance Misuse Criminal Justice

• Emergency accommodation to 
support the “everyone in” policy

• Triage based on vulnerability to 
Covid 19

• In-reach provision to the 
emergency accommodation 
including from re-deployed areas

• Continued contact with 
coordinators and key workers, 

• Creating space for physical 
distancing in existing provision

• Increased flexibility on eligibility

• OST prescription 
covering longer 
periods of time

• Daily virtual contact
• Prescription deliveries 

to accommodation or 
local pharmacies 

• Rapid assessments 

• Safe accommodation for 
people realised from 
prison

• Improved partnership 
working between police 
and other agencies 

• Continued face to face 
contact

• Restrictions in prison



Mental Health Women’s Services Relationship and 
Working  
Cultures

Other Services

• Fewer adaptations and 
less flexibility than other 
service areas

• Dual diagnoses workers in 
the emergency 
accommodation 

• In – hostel provision of 
assessment and 
psychological support, 
improved discharge 
planning, and specialist 
mental health services (all 
less widespread) 

• Deliver services 
remotely 

• Additional funding 
for domestic 
abuse services 

• Lack of 
appropriate 
accommodation 

• Establishment 
of new panels 
or multi 
disciplinary 
groups 

• Increased staff 
autonomy and 
flexibility 

• Additional 
support from 
other 
community 
partners, 
charities and 
volunteers 

• Flexible 
responses from 
GP’s and 
partnership 
working with 
pharmacies 



Impact on services and 
systems
Positive Negative

• Improved inter-agency collaboration and 
partnership working 

• Increased sense of community and shared 
purpose across agencies 

• Working “beyond the remit” 
• Swift decision making / staff autonomy 
• Reflective practice 
• Improved relationships with clients 
• Increased strategic buy in 
• A more supportive and less punitive approach 

to enforcement 
• Identification of gaps in provision 

• Challenge of remote working and new 
conditions for staff

• Strategic and operational disconnect in 
planning

• Staff shortage 
• Flexibility due to individuals and not 

systems 
• Reduced focus on person centred care
• Tensions between services in relation to 

methods of delivery 



Impact on People
Positive Negative

• Clients adapting and engaging well 
• Safe and sustained accommodation 

placements 
• Increased autonomy 
• Increased trust in individuals and services 
• Increased engagement with substance 

misuse services 
• Effective self management of medication 
• Positive mental health outcomes for some 

people where additional and appropriate 
support is available 

• “Knock back” to progress
• Loss of meaningful activity 
• Less positive experiences of emergency 

accommodation
• Challenges of engaged in remote support 
• Stalling of progress due to reduced or 

different access to services 
• Risk to some substance misuse service users
• Exclusion of vulnerable people who are not 

“verified” as rough sleeping 
• Social isolation, anxiety and poor mental 

health  



Covid 19 Response
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Work Groups



Because Safeguarding is everybody’s business

Workgroup 
Feedback
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Any Questions 
Feedback
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Summing Up
• Next Steps

• WSAB Role in taking forward
• Produce Action Plan  based on recommendations 

and learning

• Contact relevant body/organisation to take these 
forward

• Monitor Implementation



DISCUSSION


