
Engagement
In cases of self-neglect short term 
interventions (e.g. blitz cleaning or 
clearing) are rarely found to be an 
effective way to engage with the 
individual. Self-neglect requires 
practitioners who know the individual to 
work together with them to identify the 
best means to support the individual, 
taking into account their wishes and 
best interests in accordance with Making 
Safeguarding Personal. Building a 
rapport and trust with the person and 
engaging with them in an empathetic 
manner is crucial. Professionals 
should also consider identifying 
people or agencies that the individual 
engages with best, making reasonable 
adjustments to facilitate engagement 
e.g. outreach meetings or accompanying 
the person to appointments and 
maintaining consistent engagement. 

5

Things to consider
Further things to consider when working 
with people who self-neglect include:

• Would it be appropriate to identify an 
advocate to support the person?

• Has the person experienced any trauma 
or life event that may have exacerbated 
the situation or explain their behaviour?

• Has a multi-agency meeting been held to 
identify a lead agency and key worker?

• Have you identified the person’s 
cultural views, wishes and beliefs? Is 
there any way that lack of capacity/
executive capacity, coercion or a chaotic 
lifestyle could be impacting these?

• Has a risk assessment been undertaken 
to assess and monitor risk?

• Is there any other case law or 
legislation that could be used to 
support the person e.g. Homeless 
Reduction Act, Human Rights Act 

6

Further support  
and information
Supporting individuals who self-neglect or 
hoard often requires longer-term involvement 
to build relationships, identify and work on 
any past trauma, and support the person to 
understand and manage any specific risks 
where possible. It is important for workers 
to understand that people have the right to 
choose their lifestyle, balanced with their 
mental health or their capacity to understand 
the consequences of their actions.

In some cases, it may be a care or 
risk management issue rather than 
a safeguarding concern and may 
require a social care assessment. 
However, it is not always appropriate 
to refer to the local authority straight 
away, as there may be initial support 
that other agencies can provide.

7

Mental capacity
Assessing and understanding mental 
capacity is key to self-neglect and 
it is important that mental capacity 
assessments are undertaken in such cases. 
If someone has the capacity to make 
decisions about their situation, then it is 
their right to make this decision. However, 
services should continue to work with the 
individual if they are at risk. Practitioners 
should also carefully consider whether the 
person has executive capacity to make 
decisions, as this has been a factor that has 
frequently arisen in Safeguarding Adults 
Reviews (SARs) that involve self-neglect. 
A significant proportion of people who 
self-neglect, may appear to understand 
a decision they are presented with; 
however, they are unable to act upon it.

4
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LEADING 
LISTENING AND 
LEARNING   

In this section    
SAR Referrals 

Learning from SAR’s which 
are not eligible for a review 

Learning from other investigations 
across the partnership

Learning Programme 
highlights for 2022-23 

SECTION 3
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The SAEB has developed a strong culture of 
learning over the years which is underpinned 
by Section 44 of the Care Act 2014 which states 
that we must carry out a Safeguarding Adult 
Review (SAR) if certain criteria are met.

This is so that we can learn lessons where an 
adult at risk has died or been seriously injured, 
and abuse or neglect is suspected due to multi-
agency failure.  Safeguarding Adults Case Review 
Group is made up of statutory partners and 
Safeguarding Leads from across the partnership. 

The role of the group is to receive referrals for 
consideration of a Safeguarding Adults Review 
(SAR). The meetings are well attended and 
provide a valuable opportunity for discussion 
and sharing practice across the partnership. 
Cases are complex and it’s an opportunity to 
listen to partners so we can learn together.

The SAEB is grateful to Catherine and Trish 
who have chaired this group for a number 
of years. Their experience and dedication to 
leading, listening and learning has ensured 
that the partnership is open to new ideas and 
accepts areas for improvement.  During 2023 
– 2024 the group met 8 times and received 6 
SAR referrals. The following section describes 
how the group carried out its duties under 
Section 44 to ensure partners and front-line 
staff can learn from cases where improvements 

were identified as the process progresses. 
This means that learning is active and does 
not wait for a SAR to be completed.

SAR referrals in 2023-24 
During the year there have been 6 SAR referrals 
of which only 2 were eligible for a Safeguarding 
Review.  1 other SAR was completed on a 
young woman who died in Westminster 
but was known to South Gloucestershire 
Safeguarding Board. We have described how 
as a partnership we support out of borough 
case work to spread learning across SAB’s. 

This year we have included the decision 
making and Terms of Reference, where 
relevant, in each SAR case as a result of a 
recommendation coming out of the second 
SAR Analysis by Professor Michael Preston-
Shoot. We have also included learning from 
cases where a SAR was not indicated. 

Sources of referrals: 

• Adult social care (3) 

• Central London Healthcare NHS Trust (1) 

• Imperial College Healthcare NHS Trust (1) 

• General Practice (1) 
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Of the 6 referrals received 1 was considered in 
line with our SAR protocol but was considered 
not eligible. All Referrals are considered in line 
with the SAEB Safeguarding Adults Review 
(SAR’s) Protocol and Guidance. The referral 
is triaged and reviewed by the Safeguarding 
Adults Case Review Group who will consider 
the criteria and make a recommendation to 

the SAB’s Independent Chair, who then makes 
a final decision on whether to commission a 
SAR. The decision-making process will include 
consideration of the best way, if appropriate, 
to involve the person, family or carers in the 
process. If a referral does not meet the criteria 
for a SAR, another course of action may be 
taken, instead such as a Learning Event. 

A ‘Safeguarding Adults Review: Learning from 
Coroners Prevention of Future Death’s Reports

Dick’s death was due to neglect and infection:  
Dick was a care-dependent adult who died 
from an infection caused by a severe sacral 
pressure ulcer. A coroner’s investigation 
concluded that there was multi-agency 
neglect and a failure to properly monitor 
Dick’s skin integrity in his final days. 

The rationale and 
recommendation for a SAR
The group discussed the following 
areas of concern 

• Gaps in partnership working among agencies: 
The group acknowledged that Dick’s care 
arrangements were affected by the challenges 
around his hospital discharge planning and 
agreed his case highlighted the need for 
better effective partnership working and 
provision of joined up care for people with 
complex health and social care needs.

•  Learning from pressure ulcer management: 
The group also acknowledged the concern 
around pressure ulcer management. The 
group highlighted the need for multi-agency 
learning and reviewed work underway in 
other local SARs with similar themes. 

• Nature of hospital discharge and working 
with out-of-borough hospitals. 

The Terms of Reference (TOR)
The SAR adopts an approach that seeks assurance 
from agencies on their action plans in response 
to the coroner’s report, evaluates the impact 
of systems changes on practice, considers 
the support and escalation mechanisms for 
staff involved in coroner’s proceedings.

The timescales and 
governance of the SAR
The SAR is overseen by the SAEB and supported by 
an external independent reviewer and a SAR panel 
composed of senior managers from agencies 
involved in the case. A summary of the SAR report 
will be shared in next year’s annual report. 

1

ELIGIBLE SAR REFERRALS    
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Safeguarding Adults Review: The Case of Malcolm’.2

Malcolm was a 60-year-old homeless man with 
dementia and alcohol dependency who died 
from a head injury. Areas discussed included: 

The challenges of finding 
suitable accommodation
: Malcolm was in a low support 
temporary accommodation that was 
inappropriate for his needs. 

The rationale and 
recommendation for a SAR
The group agreed to undertake a SAR 
to learn from the delays and barriers in 
accessing systems and services for people 
experiencing multiple disadvantages. 

Terms of reference and 
areas of learning
The SAR aims to produce wider learning 
about the challenges and opportunities for 
providing timely, accessible, and effective 
help for people like Malcolm, who faced 
multiple risks and complex needs. The 
SAR will focus on strategic commissioning, 
safeguarding, Care Act eligibility, suitable 
accommodation, mental health, and advocacy.

The timescales and 
governance of the SAR
The SAR will be led by an Independent Reviewer 
who will collaborate with family members, 
practitioners, managers, and strategic leads. 
The SAR will produce a report to inform 
improvement activity. We anticipate the 
review will conclude in September 2024 and 
the findings from this review will be published 
in the 2024 - 2025 SAEB Annual Report. 

“Malcolm was a Canadian man who came to London 13 years 
ago. He had travelled the world, working in bars and as a 
diving instructor. He had been married four times and had 
lived in many different countries, including Russia, France, 
Thailand, and the Caribbean. Malcolm was known for his 
humour, infectious personality, and love of people. He enjoyed 
cooking, collecting coins, and creating pavement chalk 
paintings at some of London’s Top Tourist spots. Malcolm 
had a number of health issues, particularly with his memory. 
Sometimes he could converse very well with professionals, 
but at other times he couldn’t remember anything. Despite 
his poor memory and struggles with homelessness, Malcolm 
never complained and always had a smile on his face. He 
was a charmer and loved to talk to everyone he met.”

Malcolm

David Woodley, Westminster Homeless Health Care Navigator.
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