
Safeguarding Matters Online Briefing
Wednesday 6th December 2023 

9.30-12.00

Welcome to everyone from across the Multi-Agency 
partnership who support Children, families, adults 

and carers 
Please complete the Registration Form it’s in the chat 

https://forms.office.com/e/jGfcwEqJ6T

https://forms.office.com/e/jGfcwEqJ6T


Please Mute
Please use the chat for questions, pick up links and answer poll questions
Please register and fill out evaluation at the end.
In the chat will be a link to the page where you can find the PowerPoint 
from today’s session- it will be available from tomorrow. 



Agenda

1. Role of the Safeguarding Boards/ Board Priorities 

2. Feedback from Adult Safeguarding Week

3. Feedback from Festival of Learning: Safeguarding Bumps and Babies

4. Mental Health – Children’s & Adults MH – link to resource - Heidi 

5. Jacqui Brown– MCA

6. Safer Sleep Tool

7. David O’Hanlon-Ribbins – Serious Violence Duty

8. Rochdale & Lewisham SAR  – Jo Reed

9. Alison Taylor-Prow

10. Staff Survey?



Members from across the statutory, independent and voluntary sector work in 
partnership to provide strategic leadership to ensure that there are coordinated, effective 
working arrangements to safeguard children and  safeguard adults with needs for care 
and support across Leicester, Leicestershire and Rutland – We do this through:

• Reviews – Child Safeguarding Practice Review, Safeguarding Adults Review and 
Domestic Homicide Reviews

• Audits

• Procedures and Guidance 

• Training/Tools to support Practice

• Engagement

• Communications 

Leicestershire and Rutland SCP and SAB Leicester City SCP Leicester City SAB

The Role of the Safeguarding 
Children Partnerships (SCPs) and 
Safeguarding Adult Boards (SABs)

https://lrsb.org.uk/
https://www.lcitylscb.org/
https://www.leicester.gov.uk/health-and-social-care/adult-social-care/what-support-do-you-need/safeguarding-adults-board/


Leicester, Leicestershire & Rutland (LLR) Safeguarding 
Children Partnerships (SCPs) Business Priorities 2023-25

• Safeguarding Babies

• Child Mental Health, Emotional Wellbeing and Safeguarding

• Keeping Adolescents Safe / Supporting Safe Adolescence

• Safeguarding Children from Diverse Backgrounds

• Effective Safeguarding in Independent and Out of School Settings

• Transitional Safeguarding



Leicester, Leicestershire & Rutland Safeguarding Adults 
Boards Business Plan Priorities 2023-25:

• Self-Neglect (VARM  guidance 
being updated)

• Mental Capacity Act*

• Domestic Abuse

* Learning will be shared with the SCPs as mental capacity assessments 
should be completed, where required, with individuals aged 16+.



Feedback from Safeguarding Adults Week. 
The LLR Engagement and Communications 
Subgroup contributed to 2023 Safeguarding 
Adults week with the production of a short video 
about Domestic Abuse in Older People, one of 
the business priorities for the LLR SABs. The 
video, ‘Hidden Harms – Domestic Abuse Against 
Older People’ can be accessed using the following 
link: https://youtu.be/5XddD7Xgr7c

The group also:

Held two What is Safeguarding? online awareness 
sessions during the week

Produced a safeguarding adults resource pack for 
organisations to use during the week

Distributed an information pack to 
communication leads to enable them to share 
information about Safeguarding Adults week on 
social media channels

https://youtu.be/5XddD7Xgr7c




Feedback from the festival of 
learning

- There were 15 sessions
- Over 300 people attended
- Several sessions were over-subscribed and we are 

looking to repeat them in some way
- All the learning we can share is here on the 

Safeguarding Children Partnership websites:

- LSCPB | Festival of Learning : Safeguarding Bumps 
and Babies 1-7 November 2023 (lcitylscb.org)

- Festival of Learning : Safeguarding Bumps & Babies 
- Leicestershire and Rutland Safeguarding 
Partnerships Business Office (lrsb.org.uk)

https://www.lcitylscb.org/learning-training-development/festival-of-learning-safeguarding-bumps-and-babies-1-7-november-2023/
https://lrsb.org.uk/test


https://www.leicspart.nhs.uk
/mental-health/helpful-

documents/

The link below will take you to a whole host of 
Mental Health Resources- Children’s & Adults 
Some are available to download in different 

languages. 

https://www.leicspart.nhs.uk/mental-health/helpful-documents/














Mental Capacity Act 
in practice. 

Jacqui Brown

Safeguarding & Transition Lead

Rainbows Hospice

Jacqui.Brown@rainbows.co.uk



Rainbows Journey to becoming 
100% compliant with the 
Mental Capacity Act (MCA 
2005)
& Deprivation of Liberty 

Safeguards (DoLS 2009) 



Rainbows

• East Midlands only hospice 
for babies, children and 
young people up to the age 
of 25

• Life-limiting / life threatening 
condition

• Family support, short stays 
and end of life care.



A Cultural Shift
• Compliance is the result but not the aim.

• Instilling the belief that (no matter what 
our role) we are responsible for 
protecting and championing the rights of 
those we care for.

• Validating present good practice.

• Be mindful of barriers (time; fear of 
change; lack of confidence)

• Empowering, motivating, and supporting 
staff so practice becomes ‘habitual’.



Basic Human Rights

https://www.youtube.com/watch?v=PgQn
LXazdSg

https://www.youtube.com/watch?v=PgQnLXazdSg


Rainbows Process

• Pre-admission assessment

• Is the young person an adult?

• What are their care needs; likes and 
dislikes?

• Are they able to provide informed 
consent to their stay and/or treatment?

• How do they communicate?

• What are the views of those who know 
them best?  MCA explained.





Admission
• All children and young people (CYP) are 

allocated a nurse and a HCA

• All CYP are encouraged to be involved in 
their own admissions.

• Care plans are developed in conjunction 
with the CYP / family member.

• Communication aids / methods are used 
as appropriate.



The Act is applied 
throughout.

• Presume capacity

• Is there a disturbance or 
impairment of mind or 
brain?

• Can the decision wait?

• Can the person make some 
decisions, but not others?

• Understand?

• Retain?

• Weigh-up?

• Communicate?



The ‘form’ is not the 
assessment.  It is the 
documentation.

• Paper document.  2 sides of 
A4  Record of the MCA on 
one side and record of best 
interest decision on the 
other.

• Now in SystmOne

• Where required aligned to 
each care plan



Deprivation of Liberty 
Safeguards (DoLS)

• Where the YP has been assessed as 
lacking the capacity to consent to their 
care and treatment, and said care and 
treatment constitute a deprivation of 
their liberty an Urgent DoLS application 
is submitted together with the MCA 
document.



Repeated Admissions

• Same process is applied

• Clinical record is audited

• If capacity remains unchanged the 
documentation remains valid

• Care plans document, “Capacity 
assessed and remains unchanged, 
continue to treat in best interest”.





Thanks for listening

Please get in touch with any 
questions.

Jacqui.Brown@rainbows.co.uk



Safer sleeping for babies: 
the LLR Safer Sleeping Risk 

Assessment Tool



The safest place to sleep….

On their back, feet to foot, in a cot or moses basket, in the 
same room as a parent/carer for the first 6 months.

However:

- Babies are complex

- Family life is complex

- Parental/carer decision-making is complex

https://www.flickr.com/photos/40262553@N00/150984576



Reducing the risk: ABC of Safer Sleep 

Lullaby Trust ABC:

ALWAYS sleep your baby 

on their BACK

in a CLEAR cot or sleep space.



Family & environment

Smoking in 
pregnancy

Young mother 
(under 20)

Mental ill-health

Substance misuse

Alcohol use

Smoking in household

Domestic violence

Planned co-sleeping

Unsafe sleep environment

Low birth                  
weight (<2.5kg)

Prematurity   
(<37 weeks)

Snuffly/mild cold                  
symptoms  

Under 1 year



Safer sleeping is everyone’s business

For every baby:

Curious conversations

Safer sleep for every sleep 

Out-of-routine times:

- Family events/night out

- Baby unwell

- Emergency situations

Consistent messaging

Think family 

- Partners, grandparents, 

wider family networks

Embedded in support for broader family 
risks & vulnerabilities:

• Breastfeeding promotion & support

• Smoking cessation for household 
members

• Housing

• Alcohol use

• Substance misuse 

• Mental health services

• Domestic abuse support



LLR Safer Sleeping Risk Assessment Tool

• Developed to support any practitioner from any agency to have 
conversations with families about safer sleeping

• Supporting families to make informed choices and plan ahead for safer 
infant sleeping

• Recognising & capturing vulnerability to help inform support

• Collaborative multiagency development
• Public Health, Health Visiting, Midwifery, Early Help/Children & Families Wellbeing 

Service, Childrens Social Care, Turning Point, CDOP

• Co-produced - input & feedback from families

https://lrsb.org.uk/safer-sleeping

https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


On the web page:

LLR Safer Sleeping Risk Assessment Tool  
(7 pages)

LLR Safer Sleeping Risk Assessment     
(1 page)

LLR Safer Sleeping Sleep Plan
(1 page)

Key Safe Sleep Messages
- Lullaby Trust animation
- Lullaby Trust information in other 

languages – link

LLR Resources for parents (links)
- Health for under 5s
- Crysis
- Mums Mind
- Health Visiting/Chat Health
- & others

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 1
Intro & Key 
Messages

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 1
Intro & Key 
Messages

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 2
Routines, law & 
local learning

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 2
Routines, law & 
local learning

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 3
Risk Assessment

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 3
Risk Assessment

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 4
What next?

Resource links

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/
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https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 5
Tips for talking 

about safer 
sleeping

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/
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https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 6
Safer Sleeping 

Plan

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Page 6
Safer Sleeping 

Plan

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/
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https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/


Where to go to find out more:

Safer Sleep Advice for families & professionals:

- Lullaby Trust (including easy read info & information in other languages & the full research Evidence Base): 
https://www.lullabytrust.org.uk

Alcohol consumption & supervision of babies/children:

- Who’s in Charge videos developed by Birmingham Safeguarding Children Partnership: 
https://www.bhamcommunity.nhs.uk/about-us/news/latest-news/whos-in-charge-video-campaign/resources/

Safer sleep for Dads:

- ‘Lift the baby’ website & videos developed by NHS services in Berkshire: https://www.liftthebaby.org.uk

NICE guidance for healthcare professionals on safer sleep & bed-sharing:

- NICE Guidance – Postnatal Care: https://www.nice.org.uk/guidance/ng194/chapter/Recommendations

Supporting families in need with baby equipment:

- Baby Basics: https://www.babybasicsleicester.co.uk

LLR Safeguarding procedures:

- LLR Neglect Toolkit: Neglect (proceduresonline.com)

https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/

https://www.lullabytrust.org.uk/
https://www.bhamcommunity.nhs.uk/about-us/news/latest-news/whos-in-charge-video-campaign/resources/
https://www.liftthebaby.org.uk/
https://www.nice.org.uk/guidance/ng194/chapter/Recommendations
https://www.babybasicsleicester.co.uk/
https://llrscb.proceduresonline.com/p_neglect.html
https://lrsb.org.uk/safer-sleeping
https://lcitylscb.org/information-for-practitioners/safer-sleeping/
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Safeguarding Matters

Wednesday 6th December 2023

#PreventionThroughConnection

@VR_Network

www.violencereductionnetwork.co.uk



Introducing the Duty 
The Serious Violence Duty is one of many measures introduced through the Police, Crime, Sentencing and Courts Act (PCSC) 2022

(Ch1 Part 2).

Prisons/
Youth 

Custody

Education

Police

Local 
authorities

Fire and 
Rescue

Integrated 
Care Board

Probation 
& Youth 
Justice

Relevant Authorities

Specified Authorities (duty holders)

The Duty requires specified 
authorities, for one or more local 
government areas, to work together 
and plan to prevent and reduce SV, 
including identifying the kinds of SV in 
the area, the causes of that violence 
and to prepare and implement a 
shared strategy for preventing and 
reducing SV in the area. 

Section 6 of the Crime and Disorder 
Act now requires Community Safety 
Partnerships to have SV as an explicit 
priority in their strategies and plans.

The Duty

Police and Crime 
Commissioners are 
not subject to the 
Duty but have the 
authority to take a 
convening role, 
support specified 
authorities, draw 
down and 
distribute funding 
and monitor 
progress. 

Timescales

The Duty commenced on the 31 
January 2023. Specified authorities 
have until 31 January 2024 to 
produce their SNA and Strategy 

❖ A reduction in hospital 
admissions for assaults with 
knife or sharp object

❖ A reduction in knife and sharp 
object enabled serious violence 
recorded by the Police

❖ A reduction in homicides 
recorded by the Police 

Success Measures 

Must consult relevant authorities in preparing the 
strategy and they should co-operate 



Relevant Authorities: Education

1. Governing bodies of maintained 

schools, further education 

colleges and sixth-form colleges 

in England and further education 

institutions in Wales

2. Management committees of 

pupil referral units

Section 12 and Schedule 2 of the PCSC Act defines Educational Authorities as: 

3. Proprietors of academy schools, 

free schools, alternative 

provision academies and non-

maintained special schools

4. Proprietors of independent 

schools



The Requirements 

Define Serious Violence in the local area*1

Agree the geographical area and partnership model 2

Understand local issues and produce a Strategic Needs Assessment 3

Prepare, publish and implement a strategy 4

Duty holders are encouraged to adopt a ‘public health approach’ and must:

Serious Violence Duty - GOV.UK (www.gov.uk)
* Our local definition:

“Violence resulting in significant physical injury and other serious harm, including sexual violence. Violence may be 
committed with or without weapons, and may take place in domestic or public places”

https://www.gov.uk/government/publications/serious-violence-duty


The local definition of serious violence

Violence resulting in significant 

harm, including sexual violence. 

Violence may be committed with or 

without weapons, and may take 

place in domestic or public places.



The Serious Violence Duty and Ofsted

Repeated questions from Ofsted inspections across LLR 
schools summer and autumn terms 2023:

1. Who do you collaborate with to prevent your students 
from being involved in violent crime?

2. Who do you collaborate with to manage students who 
have been affected by violent crime?



Examples of how Education Partners already 
contribute to violence prevention and reduction

Implementing bystander 

interventions

Promoting positive social and cultural 

norms around healthy relationships

Bullying prevention policies and 

programmes

Supporting the development of life 

and social skills

Providing factual information about 

staying safe to children and parents

Delivering purposeful after-school 

activities 

Restorative and/or trauma-informed 

whole school approaches 

Discharging statutory safeguarding 

duties 

Delivering a relevant and 

comprehensive PSHE programme

Collaborating with parents and 

community-based partners 

Gathering and acting upon insights 

from pupils, parents and staff on 

feelings of safety

Staff training around relevant issues 

such as child development and 

trauma

Whole school approaches which 

facilitate inclusion and reduce risks of 

exclusion 

Sharing and utilising data to 

understand the local issues and 

develop responses

Working with safeguarding and 

community safety partners 

Creating pro-social and safe school 

environments 

Provision of quality education and a 

positive school experience

Running awareness raising and/or 

behaviour change campaigns





Serious Violence Risk Factors

Prevalence of certain risk factors within a cohort of high-harm suspected perpetrators



The principal focus is prevention







Thank you!

david.ohanlon-ribbins@leics.police.uk

#PreventionThroughConnection

@VR_Network

www.violencereductionnetwork.co.uk

mailto:david.ohanlon-ribbins@leics.police.uk


Safeguarding Adults Reviews from Other Areas – Adult H from 

Rochdale and Joshua from Lewisham

Adult H

 A Zimbabwean man who came to the UK in 2005 and was refused Indefinite Leave to 

Remain (ILR) in 2006. He was classed as an overstayer. Adult H was HIV positive, and his 

condition was not being controlled medically

Report links: Overview Report

Joshua

 A black Caribbean man of a Guyanese background who came to the UK as a child. He 

had longstanding mental health conditions and lived in supported accommodation

Report links: Overview Report, 7 minute briefing and publication statement

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Frochdalesafeguarding.com%2Fassets%2Fc31bdc8b%2Ffinal_report_adult_h.docx&wdOrigin=BROWSELINK
https://www.safeguardinglewisham.org.uk/assets/2/lewisham_safeguarding_adults_board_safeguarding_adults_review_joshua.pdf
https://www.safeguardinglewisham.org.uk/assets/2/lsab_7_minute_briefing_joshua.pdf
https://www.safeguardinglewisham.org.uk/assets/2/lewisham_safeguarding__adults__board_safeguarding_adults_review_joshua_publication_statement_07-06-2023.pdf


Safeguarding Adults Review - Joshua from Lewisham

 Joshua was a 35-year-old Black Caribbean man who came to the UK as a child. Race 

equality is a central feature of this SAR

 Joshua had nine admissions to hospital under the Mental Health Act (MHA) 1983 and was 

subject to s.117 aftercare. He lived in supported accommodation as part of that aftercare

 Joshua was seen by supported living staff on the street at different times on 09.03.18. 

When they were unable to locate him, staff escalated their concerns and the police were 

called, twice, the second time by a member of the public after a man was seen climbing 

onto school fields

 The police attended and requested an ambulance. When the ambulance arrived,  

Ambulance Service staff reported that Joshua was being restrained on the floor (up to 

nine Officers involved in his restraint) and was in the recovery position. It was unknown 

for how long Joshua had been restrained 



Safeguarding Adults Review - Joshua from Lewisham

 The Ambulance Service officer did not conduct a thorough medical examination and left 

police officers to walk Joshua to the ambulance with his hands cuffed behind his back 

and leg restraints on. Joshua’s hoody was pulled over his head which meant that  

nobody could properly conduct observations 

 On examination (in the ambulance), Joshua was in cardiac arrest (still handcuffed) and 

CPR was commenced. Joshua’s breathing was assisted, and he was conveyed to hospital 

whilst CPR was continued throughout the journey. He was declared deceased at the 

hospital.

 At the Coroner’s inquest the jury found system-wide failures contributed to his death. A 

Regulation 28 Report to prevent future deaths was issued to the Metropolitan Police 

Service and the London Ambulance Service. The jury recorded the medical cause of 

death as Acute Behavioural Disturbance (ABD) (in a relapse of schizophrenia) leading to 

exhaustion and cardiac arrest, contributed by restraint struggle, and being walked.



Safeguarding Adults Review - Joshua from Lewisham

Learning

1. Joshua’s care plan was lacking in the wider context of his identity. The person’s mental health issues 
need to be understood within the context of race, their family, cultural and other relevant factors

2. The importance of reviewing the s.136 (MHA) pathway and the care planning process in general which 
includes a planned approach to managing deterioration of mental health and crisis situations

3. s.136 (MHA) is a power of last resort to be used by the police. Agencies should develop their contingency 
plans and services to support adults at times of mental health crisis

4. Use of force training should be focused on prevention and de-escalation

5. Review training and strengthen guidance at cross-disciplinary level, in line with the Position Statement 
published by the Royal College of Psychiatrists on ‘Acute Behavioural Disturbance’ (ABD) and ‘Excited 
Delirium’

6. Review relevant training and policies to strengthen anti-racist perspectives and to include the 
involvement of people with lived experience and their families and third sector organisations. Training 
needs to be part of a wider programme of change, developing multipronged diversity initiatives that 
tackle structural discrimination



Safeguarding Adults Review - Adult H from Rochdale 

 Adult H was a Zimbabwean man who came to the UK in 2005 and was refused Indefinite 

Leave to Remain (ILR) in 2006. Adult H had been in a relationship and had a child with his 

ex-partner, but the relationship had broken down. He was diagnosed as HIV positive in 

2006 and was treated as an outpatient until 2007, but from 2007 onwards his condition 

was not being controlled medically. 

 In November 2010, Adult H was served immigration paperwork as an overstayer. 

 In 2012, Adult H was sentenced to 14 months imprisonment for fraud offences he 
committed in 2009. As a result of this criminality, Adult H was made the subject of a 
deportation order in July 2013. However, whilst he did not have right to remain in this 
country, he was offered voluntary deportation (also known as the Voluntary Returns 
Service) due to unrest in Zimbabwe



Safeguarding Adults Review – Adult H from Rochdale

 Adult H was admitted to hospital on 4 November 2020 under Section 2 of the MHA after 

being found unresponsive at a bus stop. He had previously been brought to A&E by 

Paramedics on 3 November 2020 following concerns about his mental health but was 

removed by security due to some inappropriate comments. 

 Adult H presented as doubly incontinent, frail, and mostly uncommunicative. Staff found 

it difficult to engage with him and there were contradictory notes about his 

incontinence. Staff were not aware that he was HIV positive until 23 November 2020, 

when this was disclosed by the Home Office. Upon health professionals learning of Adult 

H’s HIV status, there was no consideration, initially, as to whether his presentation could 

be linked to his untreated HIV.



Safeguarding Adults Review – Adult H from Rochdale

 Adult H was not considered to be experiencing any mental health illness and was 

assumed to have capacity to make decisions around his own care and support. He was 

not engaging with support services, including the Home Office asylum processes, and 

was discharged from hospital on 21 December 2020 with no fixed abode or right to 

public funds.

 On 30 December 2020, Adult H was again found unresponsive at a bus stop and was 

readmitted to hospital. During this admission, following Adult H expressing a desire to 

discharge himself (even though he was unable to walk), and refusing lifesaving surgery, 

some practitioners began to doubt his capacity and sought legal advice. Lifesaving 

surgery was performed under a best interest decision but sadly, whilst initially he 

showed signs of recovery, Adult H died on the 13 February 2021.



Safeguarding Adults Review – Adult H from Rochdale

Learning 

1. Professionals feel uninformed and unsupported around Home Office procedure

2. Professionals do not know who to contact for advice when they have concerns regarding a 

person living with HIV who is not currently engaging with care, support and/or treatment 

3. Changes to an individual’s behaviour and mental state may be due to organic or non-organic 

causes

4. Capacity remains a complex area of professional practice and all practitioners must be 

confident to challenge decisions and seek advice

5. Practitioners may be confused by legislation around advocacy services

6. Language labels (for example ‘does not engage’) are in danger of apportioning blame to the 

person at risk and contrast with a person-centred, strengths-based approach



Developing Awareness of 
Unconscious Biases

Alison Taylor-Prow Designated Professional for 
Safeguarding Adults 

NHS Leicester, Leicestershire and Rutland is the operating name of 

Leicester, Leicestershire and Rutland Integrated Care Board



Aims & Objectives

To provide a safe space for LLR practitioners to reflect on the learning from the case 
of Adult H in relation to cultural sensitivity.

• To identify the learning from Adult H in relation to culture.
• To consider the impact of unconscious biases on our decision-making in 

safeguarding.
• To explain what unconscious bias is and how it evolves.
• To consider strategies to support our understanding our own unconscious biases.
• To demonstrate the links between trauma informed practice and recognition of 

unconscious biases
• To consider strategies to minimise the risks of harm caused by our unconscious 

biases. 



Race & Culture

NHS Trust 

Recommendation Two – Equality and diversity training, focusing on conscious 
and unconscious bias relating to ethnicity/social/cultural factors as relating to 
ethnicity/social/cultural.

System learning

Professionals are not always sensitive to the risk of intercultural 
misinterpretation in health and social care.  
Link to local Multicultural Resource Centre - home - Multicultural Resource 
Centre (mcrcentre.org.uk)

https://mcrcentre.org.uk/


Adult H: Learning in relation to race and 
culture

Cultural Curiosity 

• This review found little reference to professionals working with Adult H, striving to understand
his culture and background.

• It is not possible for every professional to learn of every culture, but all can practice generic skills
such as cultural curiosity and an open-minded awareness of the differences that cultural
background can produce.

• Professionals found it hard to engage Adult H, but there appears to be no exploration as to
whether there were any external cultural influences impacting upon Adult H’s emotional
availability to engage with professionals.

• Interpreters in health care have been shown to improve safety with respect to diagnosis and
prescription, and although it is documented that Adult H could speak English well this does not
necessarily mean that his comprehension of the English language was sufficient to understand
the complexities surrounding his situation, particularly when he was in poor health.



Adult H 
• Adult H came to live in the United Kingdom from Zimbabwe in 2005, but a year later was refused Indefinite

Leave to Remain. Following a prison sentence in 2012 for fraud offences committed in 2009, he was made
subject of a deportation order but was offered voluntary deportation due to unrest in Zimbabwe.

• The voluntary deportation status caused Adult H not to be forcibly deported and able to apply for asylum.
For reasons unknown, Adult H did not apply for asylum and was consequently left without recourse to public
funds.

• In November 2020 Adult H was admitted into hospital under section 2 of the Mental Health Act. Staff at the
hospital were unaware that Adult H lived with Human Immunodeficiency Virus and had stopped taking his
prescribed medication for several weeks. Following Adult H’s detainment under section 2 exploring, and
healthcare professionals deeming no evidence of enduring mental illness, Adult H was discharged from
hospital. Professionals had been unable to successfully engage him with care or support.

• A week later Adult H was readmitted and deemed to require bilateral leg amputation and a blood
transfusion. Adult H refused both.

• In January 2021 a Judge determined that Adult H lacked capacity to make decisions about his medical
needs, and that surgery should go ahead in Adult H’s best interests. Sadly, post-surgery, Adult H’s health
deteriorated, and he passed away.

https://rochdalesafeguarding.com/p/about-us/safeguarding-adult-reviews



Understating factors that can influence how 
we see a person



We all have unconscious biases

Unconscious bias is triggered by our brain 
automatically making quick judgments and 
assessments. They are influenced by our 
background, personal experiences, societal 
stereotypes and cultural context.

https://www.imperial.ac.uk/equality/resou
rces/unconscious-
bias/#:~:text=Unconscious%20bias%20is%
20triggered%20by,societal%20stereotypes
%20and%20cultural%20context.

https://youtu.be/dVp9Z5k0dEE
https://www.imperial.ac.uk/equality/resources/unconscious-bias/#:~:text=Unconscious%20bias%20is%20triggered%20by,societal%20stereotypes%20and%20cultural%20context


Unconscious Bias



Understanding influences & how biases 
manifest in society



The Lammy Review (2017)

An independent review into the treatment of, and 
outcomes for, black, Asian and minority ethnic 
individuals in the criminal justice system published 
in 2017.

• 14% of the general population 

• 25% of the prison population 

• 40% of young people in custody

• Arrest rates are higher for BAME people 

• BAME people are more likely to plead not guilty 

• BAME people are more likely to receive prison 
sentences for drugs offences 

• BAME people report poor experience of prison.



Independent Review of the Mental Health Act 
(2018)

“Hierarchical ward structures can mirror the 
negative experiences patients have had with other 
authority figures.”

Page 54

“We have heard repeatedly of the distressing and 
unacceptable experiences from people from ethnic 
minority communities and in particular black 
African Caribbean men. Fear of what may happen 
if you are detained, how long you may be in 
hospital and even if you will get out are all 
widespread in ethnic minority communities.” 

Page 56
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Cultural influences on mental illness 
diagnoses

• Origins in slavery

• Draptomania: the mental illness of 
slaves wanting to run away.

• Dyaesthesia aethopia: the 
despressed, lethargic dullness of 
enslaved back people.

• Black males are over represented in 
the diagnosis of schizophrenia and 
are more likely to be detained 
under the MHA.



Baroness Casey Review

• The Met is failing women and children. 
• After a decade of austerity, frontline policing has 
been deprioritised and degraded.
• There is institutional racism, sexism and 
homophobia, inside the organisation in terms of 
how officers and staff are treated, and outside the 
organisation in terms of how communities are 
policed 
•The Met is unable to police itself.
https://www.met.police.uk/SysSiteAssets/media/d
ownloads/met/about-us/baroness-casey-
review/update-march-2023/baroness-casey-
review-press-notice.pdf

https://www.met.police.uk/SysSiteAssets/media/downloads/met/about-us/baroness-casey-review/update-march-2023/baroness-casey-review-press-notice.pdf


Gender & health

• While women in the UK on average live 
longer than men, women spend a 
significantly greater proportion of their 
lives in ill health and disability when 
compared with men. And while women 
make up 51% of the population, 
historically the health and care system has 
been designed by men for men.

• This ‘male as default’ approach has been 
seen in:

• research and clinical trials

• education and training for healthcare 
professionals

• the design of healthcare policies and 
services

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/2018to2020


Women & Mental Illness

“an outspoken, difficult 
woman of the 16th

century was castigated as 
a witch, and the same 
women in the 19th

century a hysteric, 20th

century, she is described 
as ‘borderline’ or as 
having premenstrual 
dysphoria disorder.”

Ussher (2013 p.86)



Women in mental health services

Aves, W. (2022a) “If you are not a 
patient they like, then you have 
capacity”: Exploring Mental Health 
Patient and Survivor Experiences of 
being told “You Have the Capacity to End 
Your Life.” Psychiatry is Driving me Mad.  
“If You Are Not A Patient They Like, Then 
You Have Capacity” 
(psychiatryisdrivingmemad.co.uk)
accessed 28.5.23 

Chartronas, D., Kyratous, M., Dracass, S. 
et al (2017) Personality Disorder: still the 
patients psychiatrists dislike? Psychiatric 
Bulletin. 41 : p. 12-17

https://www.psychiatryisdrivingmemad.co.uk/post/if-you-are-not-a-patient-they-like-then-you-have-capacity


Men & Mental Distress



Analysis of MCA decision-making

Ruck-Keene (2017 p.30) concluded assessments under 
the MCA are very much in the “eye of the beholder.” 

MCA assessment are highly assessment contingent on 
the legal literacy of the assessor, their clinical skills, their 
unconscious biases and their psychological state as 
much as it is dependent on the psychological state of 
the service-user and their unconscious biases (Ruck-
Keene, 2017; Taylor, 2017; Herring, 2022). 



Unconscious Bias & MCA

An assessor may “consciously or unconsciously attach 
excessive weight to their own views” and insufficient weight to 
the individual’s views regarding what outcome is preferable in 
an assessment (CC v KK & STCC [2012] EWHC 2136 (COP)). 

In Kings College Hospital NHS Foundation Trust v C & Anor two 
psychiatrists came to different conclusion about Cs capacity to 
refuse dialysis and if both had adhered to sections 1-3 of the 
MCA both assessments would be valid (UK, 2005). 

Ruck-Keene (2017 p.17) has stated that it is “inescapable” that 
the outcome of a capacity assessment is reliant on the 
relationship between the assessor and the assessed. 

https://www.39essex.com/cop_cases/kings-college-nhs-foundation-trust-v-c-and-v/


Making things better

Lammy stated:

“Fair treatment can be best 
achieved through open decision 
making that is exposed to 
external scrutiny.”



Epistemic injustice

• Testimonial injustice is “a kind of injustice in 
which someone is wronged specifically in her 
capacity as a knower” occurring when an 
individual’s “testimony is judged to be not or 
less credible because of prejudice and not 
because the testimony itself is unreasonable” 
Fricker (2007, p.5).

• Hermeneutical injustice as “the injustice of 
having some significant area of one's social 
experiences obscured from collective 
understanding owing to a structural identity 
prejudice in the collective hermeneutical 
resource.” Hermeneutical resources refers to 
‘our shared tools of social interpretation’ which 
are concepts shared in the “social imagination” 
that are widely understood in society and 
available to us for use in understanding 
ourselves and others  (Fricker, 2007 p. 6). 

https://compass-onlinelibrary-wiley-com.ezproxy.keele.ac.uk/doi/full/10.1111/phc3.12336#phc312336-bib-0027


Moving towards consciousness



Intersectionality

"Intersectionality is a metaphor for understanding the ways that 
multiple forms of inequality or disadvantage sometimes 
compound themselves and create obstacles that often are not 
understood among conventional ways of thinking.“

Crenshaw, Kimberle´ Williams (1989) "Demarginalizing the 
Intersection of Race and Sex: A Black Feminist Critique of 
Antidiscrimination Doctrine, Feminist Theory and Antiracist 
Politics." University of Chicago Legal Forum 1989:139–67



Facing our own difficult feelings

Diangelo, R (2019) White Fragility. 
Penguin. London



Creating Awareness in Safeguarding Practice

• Be curious

• Challenge yourself

• Listen to the person

• Listen to the family and friends (even if this is tough)

• Be trauma informed: what does research tell us about a person’s 
potential lived experience.

• Ask for supervision/advice

• Be a safe space for colleagues to reflect.

• Use respectful challenge in practice



Essential elements of culturally competent 
services

1. Value Diversity
2. Cultural self-assessment
3. Consciousness of the dynamics of cultural interactions
4. Institutionalisation of cultural knowledge
5. Adapt to diversity

https://www.newcastle.gov.uk/sites/default/files/Final%20Cultural%20Competence%20March%202019%20(
1).pdf



Minimising bias

• Integrate cultural competency in all of our work

• Person centred approaches

• Trauma Informed Practice

• Encourage reflection and provide tools for this

• Find trusted colleagues to reflect with



Cultural Competence 
Safeguarding Adult Board Resources

• https://www.newcastle.gov.uk/sites/default/files/Fina
l%20Cultural%20Competence%20March%202019%20
(1).pdf

Other sources

• Multicultural Resource Centre (mcrcentre.org.uk)

• https://learning.nspcc.org.uk/safeguarding-child-
protection/children-from-black-asian-minoritised-
ethnic-communities

• https://www.childwelfare.gov/pubs/acloserlook/cultu
ralcompetency/culturalcompetency2/

https://www.newcastle.gov.uk/sites/default/files/Final%20Cultural%20Competence%20March%202019%20(1).pdf
https://mcrcentre.org.uk/
https://learning.nspcc.org.uk/safeguarding-child-protection/children-from-black-asian-minoritised-ethnic-communities
https://www.childwelfare.gov/pubs/acloserlook/culturalcompetency/culturalcompetency2/


https://www.mind.org.uk/about-us/our-
policy-work/equality-and-human-
rights/young-black-
men/#:~:text=Black%20men%20are%20far
%20more,lots%20of%20reasons%20for%2
0this.

https://www.communitycare.co.uk/2015/01/
05/can-social-workers-tackle-unconscious-
bias/

https://www.mind.org.uk/about-us/our-policy-work/equality-and-human-rights/young-black-men/#:~:text=Black%20men%20are%20far%20more,lots%20of%20reasons%20for%20this
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Staff Survey-
Adults Only

https://forms.office.com/e/AQXrzMphub?origin=lprLink

https://forms.office.com/e/AQXrzMphub?origin=lprLink


EVALUATION 
& 

END
Please complete the Evaluation form  the link it will be in the chat

Slides will be sent out to those who have registered and completed the evlauation

Training Evaluation Link:


