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Introduction 
 
It is my pleasure to introduce my first Peterborough Safeguarding Adults Board’s Annual 
report. I would like to thank my predecessor Flick Schofield for all of her hard work during 
the last year.  
 
The aim of the report is to capture the difference we made in 2013/14, set against the 
priorities we had identified in the previous annual report, and set out our priorities for 
2014/15. 
 
Once again, our work over the year took place in an environment of organisational change 
and resource constraint across the whole partnership, in particular with the reconfiguring of 
the health system and probation system. Nevertheless, I think that we have made some 
considerable progress again this year, particularly around our monitoring and oversight of 
the quality of care within Peterborough. 
 
We have maintained close links with both the Peterborough Safeguarding Children Board 
and the Cambridgeshire Safeguarding Adults Board in recognition of those organisations 
that deliver services to both children and adults and across the council boundaries.  
 
We have also kept close links with the Health and Wellbeing board in Peterborough. 
 
In the forthcoming year we will need to ensure we are ready as a Board to fulfil the 
expectations of the Care Act 2014, which begins operation in April 2015.   
 
I should also like to thank all of those colleagues who have worked so hard to promote and 
improve our approach to safeguarding over the last year. 
 
Russell Wate 
Independent Chair 
September 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 4 

Background 
 
Our current Safeguarding Adults Board was formed under the ‘No Secrets’ statutory 
guidance 2000. Safeguarding Adults Boards are not at this time a statutory requirement. 
The role of the Peterborough Safeguarding Adults Board under this ’No Secrets’ guidance 
is summarised as follows: 
 

¶ To ensure the safeguarding of adults at risk in Peterborough, to prevent abuse and 
neglect happening within the community and in service settings. 

¶ To provide independent governance and audit of safeguarding practices and to 
promote the safeguarding interests of vulnerable adults to enable their wellbeing 
and safety. 

¶ To promote, inform and support the work to safeguard adults in Peterborough 
across all the partnership agencies. 

¶ To develop Peterborough’s strategic safeguarding policies, and ensure the inclusion 
of these polices in all agencies strategy documents and plans. 

 
Throughout this report we will make reference to the enhanced and statutory role of 
Safeguarding Adults Boards which will be introduced via the Care Act 2014 from April 
2015. 
 

Members 
 
The Board has representation from the following organisations:  
 

¶ Cambridgeshire and Peterborough Clinical Commissioning Group 

¶ Cambridgeshire and Peterborough NHS Foundation Trust 

¶ Cambridgeshire Community Services 

¶ Cambridgeshire Constabulary 

¶ Cambridgeshire Fire and Rescue Service 

¶ Care Home Representative 

¶ Domiciliary Care Representative 

¶ East of England Ambulance Service NHS Trust 

¶ Healthwatch  

¶ HMP Peterborough 

¶ NHS England 

¶ Peterborough and Stamford Hospitals NHS Foundation Trust 

¶ Peterborough City Council (representation from Adult Social Care, Community 
Safety, Children’s Services and including the lead member for adult services) 

¶ Peterborough City College 

¶ Peterborough Regional College 

¶ Peterborough Voluntary Sector representatives (including Age UK and Mind) 

¶ Probation Service (Now operating as the National Probation Service and BeNCH – 
Bedfordshire, Northamptonshire, Cambridgeshire and Hertfordshire Community 
Rehabilitation Company PLC)  

 

For further information about the work undertaken by individual member organisations 
across the partnership in 2013/14, please refer to the ñPeterborough Safeguarding Adults 
Board Members Commentaryò document, which can be found at: 
www.peterborough.gov.uk/safeguardingadults 

http://www.peterborough.gov.uk/safeguardingadults
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How The Board Operates  
 
The Peterborough Safeguarding Adults Board provides the strategic leadership for 
safeguarding adults work locally.  The Board’s approach to safeguarding is based on 
promoting dignity and respect, helping all people to feel safe and making sure 
safeguarding is everyone’s business 
 
In 2013-14 Adult Social Care began to transform its service delivery and this will continue 
through 2014/15 in preparation for the implementation of the Care Act from April 2015.  
There was continued health reorganisation during 2013-14 with Cambridgeshire and 
Peterborough Clinical Commissioning Group, Peterborough and Borderline Local 
Commissioning Group, and NHS England taking on the functions previously carried out by 
the Primary Care Trust.  There was also reorganisation within the Probation Service in 
preparation for the establishment of the National Probation Service and the Community 
Rehabilitation Company in May 2014.  Against this backdrop the Safeguarding Adults 
Board continued to provide the strategic leadership for the adult safeguarding agenda. 
 
The Board is supported by three sub-groups: 
 

¶ Quality and Performance Sub-Group 

¶ Training Sub-Group 

¶ Serious Case Review Sub-Group 
 
The Board monitored its progress for 2013/14 against the three priorities identified in its 
business plan: 
 

¶ Priority Area 1 - Effective safeguarding policies procedures and governance 

¶ Priority Area 2 - Improved response to safeguarding concerns 

¶ Priority Area 3 - Increased access and involvement. 
 
This report reflects the work undertaken which we feel has delivered  performance 
improvement across the system during 2013-14, and sets out some further work 
programmes for 2014/15 to allow further progress to be made, alongside our preparations 
for the Care act 2014. 
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Priority Area 1 – Effective Safeguarding Policies, Procedures 
and Governance 
 
Establishing a Board Strategy  
 
The Board held its annual away day in February 2014 and set out the main framework for 
a strategy to take it forward into the coming years.  
 
From the day we were able to draft a Board vision as set out below: 
 
Our vision is clear: Safety, Enablement, Empowerment and Prevention will be at the 
centre of everything we do.  
 
We have agreed that our vision includes: 
 

¶ Enabling and empowering our communities to live a life free from harm 

¶ Working together to promote the early detection of harm, abuse and neglect, 
and before it happens, make proportionate, preventive intervention.  

¶ That if abuse has taken place, to provide an effective multi-agency response 
where professionals are competent and communities know how to respond   

¶ Making  sure that service users and their carers are empowered and well 
represented   

¶ Working closely with the voluntary and private sector to build and develop 
choices    

¶ Continuously improving  our skills and practices to effectively safeguard adults 
at risk    

 

 
A strategy is subsequently being developed during 2014/15 to determine how we will 
deliver this vision.  To support further development the Board has invited the Local 
Government Association to undertake a Peer Review of Safeguarding Adults in 
Peterborough, at a date to be agreed.  Learning from this review will help us build on our 
strategy, and develop our business plan and preparations for the Care Act responsibilities 
from April 2015.   
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Practice Guidance – building on Multi Agency Safeguarding Adults 
Policy and Procedures 
 
The current Multi Agency Safeguarding Policy and Procedures were formally adopted by 
the Safeguarding Adults Board in March 2013.  During 2013/14 a Practice Guidance Task 
and Finish group has produced the following guidance documents to support the 
procedures:  
 

¶ Minute Taking for Safeguarding Meetings  

¶ Working with the Coroner’s Office  

¶ Pressure Ulcers (to support decision making about when to make a safeguarding 
adults referral regarding pressure ulcers).  

¶ An Escalation and Resolution procedure   
 
Work is continuing to develop a framework for Serious Case Reviews and other Multi-
Agency Reviews, and the Large Scale Investigation Procedure.  
 
The Board is still committed to ensuring that where possible, future policy and procedural 
developments are undertaken in conjunction with Cambridgeshire County Council.  Work 
to review our policy and procedures in preparation for the Care Act will be done in 
conjunction with the regional ADASS Safeguarding network, alongside Cambridgeshire. 
 

Deprivation of Liberty Safeguards 
 
In the period 1 April 2013 to 31 March 2014, 
Peterborough City Council’s Deprivation of Liberty 
Safeguards (DOLS) team received 24 requests for DOLS 
authorisation, compared to 17 in the previous year.  10 
were from hospital settings (either acute or psychiatric 
inpatient wards) and 14 were from care homes, 
compared to 5 from care homes in the previous year.  
This represented some level of improved awareness in 
Care Homes, but not enough.  However, the Cheshire 
West judgement which came at the end of 2013/14 has 
led to a much increased awareness and 138 requests 
from care homes in the first quarter of 2014/15 alone.  

 
The Work of the Sub Groups 
 
Quality and Performance Sub Group 
 
The Quality and Performance Sub Group draws membership from a cross section of 
partner organisations. The purpose of this sub-group can be categorised as: 
 

¶ To assure adult safeguarding processes in Peterborough are safe, effective and 
provide a positive customer experience. 

¶ To commission specific quality and performance analysis work and to report 
findings and make recommendations to the SAB 
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Highlight achievements  
 
A Performance Framework was agreed in July 2013.  This includes a performance report 
which is reviewed quarterly by the Sub-Group and a summary Dashboard which is 
presented to the Board.  The Dashboard includes the following system performance 
indicators.  
 

¶ Timelines for investigations 

¶ Outcomes of investigations 

¶ Use of Protection Plans  

¶ Re-referral rates 

¶ Number of DOLS requests made and 
granted 

¶ Numbers in secure provision as per 
Winterbourne Review definition. 

 
The Sub-group also overviewed the 
development of quality audit work around 
investigations and some pilot programmes around outcomes and experiences for adults 
supported by the investigation process. 
 
Details on performance and quality relating to Safeguarding is covered under priority 2. 
 

Training Sub Group 
 
The purpose of the Training Sub Group is to oversee and commission training which 
further strengthens the awareness of safeguarding.  To ensure that those who respond to 
and investigate safeguarding concerns have the necessary skills to do so effectively. 
  
Highlight Achievements   
 

¶ Developed a Training Strategy and training 
programme for 2014/15 

¶ Oversaw the work of the Practice Guidance 
Task and Finish Group 

¶ Targeted training for provider managers around 
their roles and responsibilities in relation to 
safeguarding 

¶ Targeted training for professionals leading 
investigations 
 

Serious Case Review (SCR) Sub Group 
 
The purpose of the Sub Group is to consider referrals made to the group which either meet 
the criteria for a serious case review or which might result in lessons learned for 
partnership working if examined in detail.  
 
The Serious Case Review subgroup is chaired by the independent chair of the 
Safeguarding Adults Board and comprises of senior managers from all the statutory 
agencies. 
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For the year 2013-14 two potential Serious Case Reviews were considered, but no 
Serious Case Reviews were undertaken. A multi-agency review, which commenced in 
2012, into a case where an elderly man had sadly died from sepsis due to pressure sores, 
was completed.  The report was agreed by the Board and a programme of learning events 
were held over the summer and autumn. 
 
As direct recommendations from the review, practice guidance around pressure sores and 
a process for recording and communicating concerns about care providers were both 
developed. 
 

 
 

 

 

 
 
 
 
 
 
 

Effective Safeguarding Policies, Procedures and Governance - 
Priorities set for 2013/14 
 

¶ Review Safeguarding Procedures and develop a framework for Serious 
Case and other Multi-Agency Reviews – Delayed pending Care Act 
guidance 

¶ Review and agree funding arrangements for the Safeguarding Adults 
Board - Delayed pending Care Act guidance 

¶ Develop a Performance Management Framework - Complete 

¶ Develop quality assurance of safeguarding adults work - Underway 

¶ Improve awareness of MCA and DOL’s in care home settings - 
Underway 

 

Effective Safeguarding Policies, Procedures and 
Governance - Our priorities for 2014/15 
 

¶ Review Safeguarding Procedures and develop a framework for  
multi-agency reviews in light of the Care Act, in partnership with 
Cambridgeshire SAB and the regional ADASS safeguarding network. 

¶ Develop a MCA and DOLS service that is able to provide a quality 
and timely response to the increased demand for use of DOLS within 
care settings. 

¶ Review SAB membership and funding in light of the Care Act 2014 
guidance 

¶ Undergo an LGA Peer review of Adult Safeguarding arrangements in 
Peterborough 
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Priority Area 2 – Improve response to safeguarding concerns. 
 

Safeguarding Adults Activity 2013/14   
 
During 2013/14 the national reporting for Adult Safeguarding was changed and a new 
return was introduced, the Safeguarding Adults Return.  In order to comply with this return 
we have changed some of our recording.  Therefore not all information available for the 
year can be compared with previous years or with elsewhere in England.  One of the 
significant changes has been the move away from counting safeguarding alerts.   
 
In order to ensure responsiveness to safeguarding concerns we need to ensure that there 
is awareness amongst all agencies and that appropriate alerts are raised.  Too many 
referrals can be evidence of a lack of understanding of what constitutes a safeguarding 
concern, too few can be evidence of a lack of awareness of adults at risk.  Initial first cut 
benchmarking of referral rates under the new Safeguarding Adults Return shows 
Peterborough rate to be 260 referrals per 100,000 of the population and the all England 
rate to be slightly lower at 251 per 100,000.  See figure 1 below. 
 
Figure 1 
 

 Total 
referrals  

Total adult 
population 

Referrals per 
100,000 

Peterborough 368 115,400 260 

England  105560 33,013,910 251 

 
Figure 2: Cases Progressing to Referral by Service User Group 
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As in previous years the majority of referrals were for those recorded as being physically 
disabled or frail (52%), which includes frail older people.  Mental health was the next 
largest percentage with 27% of referrals, and a further 7% being dementia.  18% of 
referrals were for adults with learning disabilities, (an increase from 10% in the previous 
year) and 10% were for people with sensory impairments (a new category for 2013/14 
which would previously have been included in physical disability).   
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Of the referrals received 308 (84%) were for people with White British ethnicity.  Referrals 
for other ethnic groups were spread, with the next largest percentage (5%) being Asian / 
Asian British. 
 
Figure 3: Cases progressing to referral by Age band  
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In 2012/13 people aged 65 years or over accounted for combined 66% of all safeguarding 
referrals.   The balance changed slightly in 2013/14 with only 58% of referrals relating to 
adults aged 65 and over and 42% relating to younger adults, aged 18-64.   Those aged 85 
or over continue to be most at risk, making up 25% of all referrals received.   
 
Figure 4: Source and type of alleged abuse  
 

Type of abuse Social Care / 
Support 
service 

Individual 
known to the 
person  

Individual 
unknown to 
the person  

Total  

Physical  57 85 8 150 

Sexual 8 33 4 45 

Psychological/ 
Emotional  

26 77 6 109 

Financial / 
Material 

17 102 13 132 

Neglect or 
omission 

125 42 22 189 

Discriminatory 1 42 22 65 

Institutional  40 3 0 43 

Total  274 345 54  

 
The most commonly investigated form of alleged abuse was neglect, with 189 referrals 
involving some aspect of neglect, the majority of which (125, 66%) relating to social care 
providers or support services.  This is line with the issues we have discovered around the 
poor quality of some social care provision with the city.  Improving our oversight of quality 
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of care provision has been a key focus for us in 2013/14 and continues to be so in 
2014/15.   
 
During the year there were 11 large scale investigations into providers of social care and 
health care services, accounting for a large proportion of the referrals relating to 
institutional abuse and neglect or omission.  Concerns around the quality of care provision 
have led to plans for the CCG and the Council to establish a quality improvement team to 
support care providers in the City.  
 
Financial abuse was still the most common form of abuse alleged to be perpetrated by 
someone known to the adult at risk, other than as a social care worker.   
  
Outcomes of referrals and investigations  
 

Of the 368 received in the year 288 led to some action 
being taken under safeguarding.  Of these 288 only 40 
(14%) were judged to still have the same level of risk 
following the investigation, 168 (58%) had “reduced risk” 
and 80 (28%) had the “risk removed”.  Where no action 
was taken this is likely to have been because the 
investigation revealed no risk of abuse.  
 
Figure 5 below shows a breakdown of the case 
conclusions for all completed referrals. 
 
 

Figure 5: Case conclusion 
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In 2012/13 cases which were concluded as Not Substantiated accounted for 44% of all 
safeguarding adult cases, whereas in 2013/14 this dropped to 35%.  It is felt that this is 
linked to the tightening of timelines for completion leading to better evidence collection; our 
previous rates of not substantiated outcomes were high compared to other similar cities.  
The percentage resulting in an inconclusive finding also reduced from 22% to 19% 
 
The percentage of investigations where abuse was substantiated increased from 28% to 
33%, and those which were partially substantiated rose from 6% to 9%.  Although 
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benchmarking is not yet available for 2013/14, these figures appear to be more aligned to 
the national picture than in 2012/13.  
 
Improving the quality of safeguarding in Peterborough  
 
Alongside collecting activity data for the national safeguarding returns the Quality and 
Performance Sub-Group have developed metrics to aid the Board in monitoring the quality 
and inclusiveness of safeguarding in the City.  This work led to the launch of a new 
investigation process in November 2013 and the introduction of a SAB Performance 
dashboard. The dashboard metrics can be aligned to the following three performance 
improvement themes: 
 
1. Strengthen response to referrers of safeguarding concerns 
 
Referrers had expressed concerns around a lack of feedback at key points of the 
safeguarding investigation process, at the point at which it is decided to treat a concern as 
a referral and at the conclusion of an investigation.  Two measures were introduced to the 
dashboard. 
 

1. Feedback to referrers. Of the 704 concerns submitted 345 (or 49%) referrers were 
given feedback after the referral / non referral decision.  This is not as high as we 
would wish and we will continue to monitor this measure. 

 
2. Feedback not given to referrers after the outcome of the investigation. We 

have seen a vast improvement in recording cases where feedback was being 
given; The graph below shows the increasing rates of feedback being given 
throughout the year.  By March only 5% of referrers did not receive some form of 
feedback at the end of the investigation, see figure 6 below.  

 

Figure 6. % of cases where feedback was given to the Referrer regarding the 
outcome of the investigation.  
 

0%

20%

40%

60%

80%

100%

0

20

40

60

80

100

April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

% of cases where feedback is provided to the referrer regarding the 
outcome of the investigation. (2013/14)

Number of Safeguarding cases concluded

% of cases where feedback is provided to the referrer regarding the outcome of the investigation.
 

 

Providers have asked that we now focus on improving the value of feedback provided, to 
ensure that it is shared with the responsible manager in a useful format, to maximise 
potential for learning. 
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2. Improve timeliness of investigations  
 
Although there are no nationally set timeframes for conducting and completing adult 
safeguarding investigations, the Board was anxious to monitor timelines to ensure 
previous issues with back logs did not reoccur.  The Board agreed to monitor the 
investigation process via the following four timeline benchmarks, suggested by the 
Association of Directors of Adult Social Services (ADASS) 
 

¶ 24 hours to decide to treat concern as a referral 

¶ Strategy meeting or discussion to be held within 5 working days 

¶ Investigations completed within 20 working days / 30 working days 

¶ Outcome of the investigation to be known within 40 working days  
 
Figure 7 – Timeline indicators  

 
 
Although improvements have been made there has been particular difficulty in meeting the 
timelines around investigation completion.  This is in part due to the number of large scale 
investigations that have been undertaken during the year, but also in part due to a focus 
on quality audit of investigations meaning that some investigations were kept open longer 
to ensure a thorough investigation took place.  
 
The improvement in percentages of substantiated cases might be evidence that timelines 
are not adversely affecting outcomes.  
 
3. Prevention of further abuse 
 

The Board also wished to identify measures to show the impact of 
investigations in preventing further abuse.  Two measures were 
identified as headline measures of this. 
 

¶ % of safeguarding adults cases where a protection plan was 
put in place 

¶ % of safeguarding referrals that were re-referrals 
 
The rate of re-referrals rose in 2013/14, although this is felt to be 
due to the large numbers of individuals included in large scale 
investigations and also to be a reflection on previous historical 
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referrals.  This continues to be a key measure for us to monitor in 2014/15. 
 
Figure 8 – prevention indicators  
 

 
 
The use of protection plans to prevent further harm rose significantly throughout the year 
and has continued to rise into the first quarter of 2014/15.  It is hoped that the focus on 
protection plans will also impact on future re-referral rates. 
 

Safeguarding Adults Training Report April 2013/14  
 

Identification and response to safeguarding concerns are dependent upon knowledge, 
understanding and awareness of all agencies.  The Safeguarding Adults Board has an 
agreed training plan to enhance this.   
 
During the year we began to move away from generic training to more focussed training 
for specific groups.  Rather than running a generic “Enhanced” safeguarding course we 
have run courses for those who lead investigations, minute case conferences, and for 
provider managers.  These focussed courses were well received. 
 
We have also developed a course for Councillors which was initially rolled out to Scrutiny 
Commission members but will be rolled out more widely in 2014/15.   

We introduced shorter level 1 refresher sessions for 
Safeguarding and MCA/ DOLS, but these were not taken up 
as well as expected.  This may be due to a lack of 
understanding around when a refresher is appropriate, or an 
indicator of the volume of new starters within the system. 
 
Providers have requested MCA and DOLs training for them 
in their role be added to the plan for 2014/15 following the 
Cheshire West judgement. 
 
All partner organisations report on training compliance levels 
within their highlight reports to the SAB.  



 

 16 

Quality Monitoring and Audit 
 
During 2013/14 steps were taken to significantly enhance both the quality auditing of 
safeguarding investigations and the quality of social care provision to vulnerable people.   
 

We have instigated regular case audits of safeguarding 
investigations by senior managers across the City 
Council and Cambridgeshire and Peterborough 
Foundation Trust (CPFT) social care functions.  Within 
the year 59 investigations were audited. Where specific 
concerns around an individual investigation were found 
the worker and team manager were issued letters giving 
clear guidance on remedial action to be taken.  More 
recently we have seen a number of investigations judged 
to be excellent and workers have received letters of 
commendation for the clear analysis carried out.   
 

 
From January 2014 Team Managers and Social Workers have been included in the case 
audit process and the next step will be to involve external agencies.  This will begin by the 
Police auditing their involvement in a sample of cases. 
 

 

 
 

 
 

Improve Response to Safeguarding Concerns – Our 
Priorities for 2013/14 

¶ Ensure thresholds for safeguarding referrals are better 
understood.  Awaiting guidance around Care Act  

¶ Strengthen response to referrers of safeguarding concerns. 
Improving 

¶ Provide training for all managers to enhance their skills in 
leading investigations - Provided 

¶ Improve outcomes for service users – Pilot projects 
undertaken 

¶ Ensure an increase in take up of training provided – more 
targeted training provided  

 
 
  
 
 

¶  

¶  

Improve Response to Safeguarding Concerns – Our 
Priorities for next year 

¶ Work with the County project group and Children’s Services to 
establish a MASH  

¶ Continue with national outcome pilots – in line with Care Act 
2014 

¶ Training for GPs, in MCA and DOLs 

¶ Training for Provider managers in MCA and DOLs 

¶ Enhance monitoring of quality around MCA and DOLs 

¶ Continue to build on quality and audit processes 

¶ Establish a quality improvement team to support providers 
within the City 
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Priority Area 3 – Increased access and involvement 
 

Improving accessibility of information 
 
During 2013/14 we have continued to look at ways to better 
increase awareness of adult safeguarding and to improve 
the involvement of adults at risk in the process of 
investigations and in quality overview of social care 
provision and of our work as a Board. 
 
We have added to the information available on the Adult 
Social Care Safeguarding Adults website, which now 
includes posters and leaflets to download, and 
newsletters.   
 
  

 

 
 
The Council is currently investing in an extensive redesign of its website and customer 
facing portals as part of its Customer Experience Programme.  The Safeguarding Adults 
Board pages will be included as part of this redesign to further enhance accessibility. 
 

Participation in national pilots  
 

We also took part in two national pilot projects both looking at ways to involve adults at risk 
in the safeguarding investigation process: 
 
Making safeguarding Personal – a pilot run by the Local Government Association (LGA) 
and ADASS 
 
Safeguarding Outcomes Measures – a pilot run by the Department of Health Information 
Centre.  
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Both pilots will feed national work to prepare for the Care Act 2014 and the establishment 
of a new national safeguarding outcomes measure.  
 

Winterbourne Review 
 
The Board has continued to receive reports on the progress of implementing the learning 
from Winterbourne View.  The Winterbourne review recognises that choice and 
empowerment is needed to prevent institutional abuse, and that secure hospital settings 
are not the correct settings to foster this.  
 
All Peterborough people who were ready to be resettled have now received person 
centred support to move on from the secure setting placements outside Peterborough.  At 
the end of March 2014 only 8 people with Learning Disabilities still remained in secure 
settings, all of whom were not yet ready to move on.  
 
 

Notification of Concerns process and Quality oversight of providers  
 
In response to findings from the multi-agency review overseen by the Serious Case 
Review Sub-Group, and to the concerns around the quality of some care services within 
the City a process has been established for collecting and sharing concerns about social 
care providers. The Notification of Concerns process requires any Council Adult Social 
Care worker identifying concerns or being informed of concerns about a provider to record 
them within the system.  Notices are then sent to the contracts monitoring and quality 
assurance functions within the Council in order that immediate action can be taken if 
required.   

In addition a monthly multi-agency review is held including adult 
social care, the Clinical Commissioning Group and Healthwatch to 
review the concerns raised and agree any system wide actions 
and inputs. 
 
System actions taken have ranged from system wide suspension 
of commissioning from a provider, through to increased contract 
monitoring visits, or an “enter and view” visit being made by 
Healthwatch.  
 
 
 

A summary of the concerns reviewed from the establishment of the process to end March 
2014, is shown below. 
 
Count of concerns received:  248 
Count of categories selected:  501 
 
Note: The count of categories selected for the 248 NOC was 501, as many NOC related to 
more than one category of concern. 
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Figure 11 – Notifications of Concern – count of categories selected. 
 

 
The knowledge being built up over time via this process will allow us to target quality 
improvement interventions more widely for the City.  This information has also helped 
support the business case for the establishment of a multi-professional quality 
improvement team for the City. 
 
Feedback from providers has recognised the worth of surveillance and monitoring but has 
asked that addressing issues identified is seen as a partnership, and that summary of 
concerns raised should be shared openly and regularly with providers.  This will be a key 
objective for the quality improvement team once in place. 
 

Findings from the 2014 Adult Social Care User Experience Survey. 
 
The Quality and Performance Sub-Group have reviewed the findings of the User Survey 
carried out in February 2014, where they relate to safety, dignity and control.  Key 
messages are summarised below.  
 
A significant increase was observed in the proportion of service users who said care and 
support services help them in feeling safe from 72% in 2012/13 to 84.2% in 2013/14. 
Nationally only 79.2% of service users felt their services helped them keep safe, so 

Peterborough service users experience here appears more 
positive.  
 
There was also an increase in those feeling that their care 
or support services did not undermine how they felt about 
themselves from 87.8% in 2012/13 to 89% in 2013/14, in 
line with the national average of 89.1%.   
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However less people felt they had control over their lives, 76.4% in 2013/14 compared to 
78.8% in the previous year, and only 87.7% felt their support services helped them have 
control, as opposed to 88.1% in the previous year. 
 
Nationally 76.7% of respondents felt they had control and 86.9% felt services helped them 
take control.  Although less people in Peterborough felt they had control a higher 
percentage still felt their services help them to have control than the national picture. 
 
Although an increased percentage of people felt their support services helped them feel 
safe, overall less people felt safe 91.5% as opposed to 93.9% in 2012/13, with the national 
average being 93.9%.  The percentage who did not feel safe at all rose from 1.2% to 2%, 
higher than the national average of 1.8%.  Where users indicated they did not feel safe 
social workers were alerted so that follow up action could be taken. 
 

 
 

 
Summary 
 
In summary, the Board feels that a great deal of progress has been made during the year, 
putting systems in place to try to improve safeguarding of adults in Peterborough.  
 
The focus for 2014/15 will be making the systems work to deliver outcomes, as well as 
delivering long term sustainability by preparing for the Care Act 2014 and applying learning 
from our Peers via the Peer Challenge process. 

Increased Access and Involvement – Our Priorities for 2013/14 
¶ Continue to develop the Safeguarding Adults website. ongoing 

¶ Continue to review our safeguarding publications and launch our new ‘Stop 
Abuse’ poster and leaflet. complete 

¶ Ensure that contract management processes are reviewed ensuring service 
users are safeguarded. ongoing 

¶ Establish a system for sharing concerns about care providers. Ongoing 

¶ Continue Progress to ensure the Government’s action plan on Winterbourne 
View is implemented. Ongoing 

 
 

 

Increased Access and Involvement – Our Priorities for 2014 /15 
¶ Continue to build on the Notification of Concerns process and system wide 

intelligence sharing  

¶ Implement a quality improvement team with health and social care specialist 
inputs. 

¶ Improve service user perception of safety within the community 

¶ Implement aspects of the Care Act 2014 relating to personalisation and 
advocacy, and access to advice and information as they relate to safeguarding 
and the prevention of significant harm to wellbeing.  
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If you require any further information please contact: 

Tina Hornsby, Assistant Director, Quality Information and Performance 

Adult Social Care, Peterborough City Council 

 

Email:    tina.hornsby@peterborough.gov.uk 

Telephone:   01733 452434 

Or visit our website: www.peterborough.gov.uk/safeguardingadults 

 


