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Welcome from the  

HSAB Chair 
 

I am pleased to introduce the 

Hampshire Safeguarding Adults 

Board Annual Report for 2025-

26.  The report provides an overview 

of the work that the HSAB Team and 

our multiagency partners have been 

progressing over this last year in line 

with our strategic priorities.    

 

I continue to recognise and 

appreciate the members’ dedication 

to the HSAB, despite the significant 

challenges faced by our partners. 

Partners have continued to 

demonstrate resilience and 

commitment to the HSAB, with 

ongoing collaboration and 

willingness to constructively 

challenge. I am assured that our 

partners are both dedicated and 

focussed on Adult Safeguarding as a 

priority.   

 

We started the year with a multi-

agency, collaborative event in April 

2025 where 44 partners supported 

the development of our new 2025-28 

Operational Plan to underpin our 

2025/28 strategic priorities.  This 

solidified our renewed focus on 

assurance.  

 

The HSAB subgroups have remained 

central to delivering our priorities 

and plan. They are mature and well-

led with good engagement from 

partners. Their feedback, contained 

within the report, is testimony to the 

good progress made during the first 

year of our operational plan.  

 

This year we have developed and 

implemented new policies and 

guidance to address the increasing 

complexity of cases. For example, 

recognising when falls require a 

safeguarding response.  

 

We delivered a very successful multi-

agency training programme from 

both national and local 

organisations, which received a total 

of 2,428 bookings. This contributes 

to ensuring our services remain 

informed and uphold consistent 

standards. 

 

We continue to work diligently to 

identify and understand lessons 

learned from Safeguarding Adult 

Reviews (SARs). During this last year, 

we published seven SARs which 

included two SAR Learning briefings 

as well as a Thematic Review of three 

adults relating to alcohol 

dependency.  

 

During National Safeguarding Adult’s 

Week in November 2025, Hampshire 

County Council ran a survey with 

members of the public and other 

stakeholders on Adult Safeguarding 
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in Hampshire on behalf of HSAB. The 

survey asked respondents about 

their awareness of safeguarding, 

engagement with support agencies, 

and their own experiences of 

services. The feedback, reflecting the 

voices of people that we support, 

fundamentally helps the HSAB to 

understand what is important for 

people and to plan our work in 

response to this. 

 

This year the Safeguarding Adults 

Boards in Hampshire, Isle of Wight, 

Portsmouth and Southampton 

(4LSAB) have run their biennial 

Safeguarding Self-Audit survey. This 

gives our partners the opportunity to 

reflect on their safeguarding 

arrangements and for HSAB to 

respond to gaps identified within our 

operational plan. 

 

This Report marks the start of a 

three-year cycle for the HSAB. 

Looking forward, we have used a 

firm evidence base to create our 

operational plan to support the 

delivery of our priorities for the next 

three years, and we have already 

begun work on delivering on these 

workstreams.  

 

In closing, I want to extend my 

heartfelt gratitude to all members of 

the HSAB, our partners, and the 

dedicated professionals on the front-

line who work tirelessly to protect, 

support, and safeguard adults in 

Hampshire. You have done so in the 

context of competing priorities as 

well as going through a significant 

period of change. We can all be 

proud of the commitment to joint 

working and the incredible efforts 

made every day to keep services and 

people safe within Hampshire.   

 

Finally, I would also like to thank the 

Board Team for their efforts, they 

organise, manage and coordinate 

the day to day running of the board 

to a high standard ensuring the 

SAB's business runs smoothly. 

 

Jess Hutchinson 

Hampshire Safeguarding Adult’s 

Board Chair, 

Director of Adults’ Health and Care,  

Hampshire County Council 
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Reflections from the 

HSAB Independent 

Scrutineer  
 

The independent scrutineer provides objective scrutiny and challenge and acts 

as a constructive critical friend, aiming to promote reflection and development 

 

The independent scrutineer provides 

objective scrutiny and challenge and 

acts as a constructive critical friend, 

aiming to promote reflection and 

development.  

  

Despite significant national and local 

challenges, this report shows some of 

the sustained commitment and 

achievement from the Board 

partnership in confronting challenging 

aspects of adult safeguarding. That 

work makes a difference for people 

who may need safeguarding support. A 

dynamic board work plan that sits 

beneath HSAB strategic priorities (see 

page 35) keeps the Board on track in 

progressing the detail of these 

partnership priorities. As new evidence 

emerges, new actions are routinely 

added to this plan.  

  

I focus here on three foundational 

areas on which the HSAB strategic plan 

sits. All are areas on which there is 

significant progress, and which must be 

built on and sustained. These are 

aspects that I drew attention to last 

year and were priorities for the board 

in its 2024/5 strategic plan.  That work 

continues into the current plan. 

Acknowledging the need to maintain 

this focus is positive and important. 

 

Working effectively in partnership. 

Reports from partner organisations 

indicate some very clear connections 

between, on the one hand, 

development of safeguarding adults 

within individual partner organisations 

and, on the other, collective 

commitment and action on Board 

priorities. The challenge for all SAB 

partners is to sustain that partnership 

commitment, despite a climate of 

demands and pressures across the 

system and within organisations. To be 

effective, safeguarding adults must be a 

partnership endeavour. Lessons from 

Safeguarding Adults Reviews 

undertaken in Hampshire continue to 

underline the importance of this and to 

drive development. 

 

 

 

 



   

 

 

 

6                                          Hampshire Safeguarding Adults Board • Annual Report 2025-26 

Seeking feedback from people in the 

Hampshire community and acting on 

it. 

It is particularly positive that the revised 

strategic priorities for 2025-28, and the 

associated operational plan, pick up 

comprehensively on issues that service 

users and carers talked about in focus 

group discussions in 2024. These 

groups were facilitated by experts by 

experience. This work also embraced 

feedback from HSAB surveys. Themes 

included:  

• Inconsistent understanding of 

what safeguarding support is 

and what it offers 

• Recognising that voluntary and 

community sector groups and 

organisations, and police are 

likely routes for people to report 

concerns 

• Supporting an expressed need to 

create a safeguarding 

‘demystification and awareness 

campaign’, co-produced with 

service users and carers, 

alongside local voluntary and 

community sector organisations 

and groups 

• Needing to reach into closed 

environments (for example 

hospitals, residential care 

homes), where organisational 

abuse can be present  

 

(These are themes seen too in other 

aspects of HSAB information and 

evidence).  

 

The Board is responding directly to 

these and other insights. Some 

examples of responses on these issues 

are included in this annual report (such 

as a ‘myth busting campaign’, carried 

out by the Stakeholder Subgroup). 

Others continue to be supported, often 

driven by SAB responses to SARs. Next 

year’s annual report will report on 

progress in those areas.  Within this, 

the HSAB must continue its 

commitment to learning in a range of 

ways, from those in need of 

safeguarding support and from carers. 

  

Wider planned changes, such as 

abolition of national and local 

Healthwatch organisations, undermine 

the possibilities for independent voices 

to be heard. In delivery of effective 

safeguarding support the Board 

therefore must redouble its efforts in 

hearing and responding to what is 

important to people.  

 

Scrutinising data, undertaking audits 

and self-assessments. 

It is important that the 2025-28 HSAB 

strategic priorities come (as indeed 

they do) from detailed analysis of local 

and national evidence that shows which 

aspects of safeguarding support need 

attention. Assurance and improvement 

in delivering effective safeguarding are 

core SAB duties. There is commitment 

in the Board, led by the Quality 

Assurance Subgroup, to a continual 

process of finding out which 

information and data we most need to 

request and explore. Then asking, 

“What is the data telling us that is going 

on?” and therefore “What needs to be 

done?”. What do our SARs tell us about 

that?  

 



   

 

 

 

7                                          Hampshire Safeguarding Adults Board • Annual Report 2025-26 

Data must not simply describe what is 

happening. In a climate of significant 

demands and pressures on partners it 

is crucial that we focus on data that can 

help us most in getting to the bottom of 

what matters and then how to make 

best use of it. Where necessary, extend 

the inquiry and consider additional 

audit. This helps to benchmark 

development on recurrent issues. 

Commitment of all partners is required. 

Mutual challenge must be a constant 

hallmark of Board culture.  

  

Finally, there is opportunity to draw on 

wider change. The Casey Commission, 

an independent review into social care, 

is tackling adult safeguarding. 

The HSAB already engages in national 

debate and development on this issue, 

both contributing and learning.   For 

example, the HSAB Safeguarding Adults 

Review Coordinator has contributed on 

how to increase the impact of SARs and 

on Cuckooing. The Board Manager has 

led on work to gain a national picture 

on how changes to the Care Act and the 

supporting Statutory Guidance can 

better support effective safeguarding. 

There is now significant opportunity to 

work alongside national partners in 

positive development of adult 

safeguarding, bringing benefits locally. 

 

Jane Lawson 

Independent Scrutineer, HSAB 
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The Structure and Purpose 

of the Safeguarding Adults 

Board (SAB) 
 

The Care and support statutory 

guidance (2025 DHSC) confirms that 

‘the main objective of a SAB is to assure 

itself that local safeguarding 

arrangements and partners act to help 

and safeguard adults in its area’ who 

meet the safeguarding criteria (Care Act 

2014).  

 

The Care Act 2014 requires partner 

agencies to work together to protect 

adults at risk of abuse and neglect. It 

details how partners should work 

together to reduce risk, so that 

concerns are identified and reported 

and those who have a statutory duty to 

enquire, act in a timely, person centred 

and coordinated way. 

 

“Safeguarding means protecting an 

adult’s right to live in safety, free 

from abuse and neglect. It is about 

people and organisations working 

together to prevent and stop both 

the risks and experience of abuse or 

neglect, while at the time making 

sure that the adult’s wellbeing is 

promoted including, where 

appropriate, having regard to their 

views, wishes, feelings and beliefs in 

deciding on any action.”  

 

(Care and Support Statutory 

Guidance, 2025, DHSC) 

 

The six statutory principles 

of adult safeguarding 

 

1. Empowerment: People being 

supported and encouraged to make 

their own decisions and informed 

consent 

 

2. Prevention: It is better to take 

action before harm occurs 

  

3. Proportionality: The least 

intrusive response appropriate to the 

risk presented 

 

4. Protection: Support and 

representation for those in greatest 

need 

 

5. Partnership: Local solutions 

through services working with their 

communities.  Communities have a 

part to play in preventing, detecting 

and reporting neglect and abuse 

 

6. Accountability: Accountability and 

transparency in safeguarding practice 
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The Hampshire Safeguarding Adults 

Board (HSAB) has a Chair, Deputy Chair 

and an Independent Scrutineer, who 

provides objective scrutiny and 

challenge and acts as an independent 

voice, aiming to promote reflection and 

improvement.  

 

The strength of the HSAB partnership is 

clearly reflected in the consistent 

commitment and active engagement by 

a large number of partners, with an 

average of 38 attendees quarterly. 

Their shared dedication is evident in 

partners regular collaboration, a unified 

approach to achieving multiagency 

goals, and a commitment to the 

strategic priorities of the board. This 

level of involvement demonstrates a 

genuine, sustained investment in the 

partnership and its subgroups. 

 

The three core duties of the HSAB 

are to: 
 

1. Develop and publish a strategic 

plan, setting out how we will meet 

our objectives and how our members 

and partner agencies contribute 

 

2. Publish an annual report detailing 

how effective our work has been 

 

3. Commission Safeguarding Adults  

Reviews (SARs) for any cases which  

meet the criteria set out in Section 

44, Care Act, 2014 

 

The HSAB acts as the key mechanism for agreeing how agencies will work together 

effectively to safeguard and promote the safety and wellbeing of adults at risk and/or 

in vulnerable situations. HSAB is supported in its work by a number of subgroups with 

each operating to terms of reference and an agreed work plan which focuses on the 

delivery of the HSAB’s strategic objectives and priorities. We run some of our sub-

groups jointly with the other neighbouring three local Safeguarding Adults Boards 

where we share common priorities and objectives across all four local safeguarding 

adults’ boards (4LSAB). 
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Key aspects of the role of the HSAB include to: 

• Gain assurance in relation to safeguarding processes across Hampshire. This 

can include the use of audits, deep dives, surveys, ongoing monitoring via the 

Quality Assurance subgroup, confirming that safeguarding practices are robust 

and embedded 

 

• Have strategic oversight of adult safeguarding across the locality, setting 

strategic objectives, HSAB will be interested in a range of matters that 

contribute to the prevention of abuse and neglect 

 

• Seek assurance that SAB partners understand and engage in their role to 

challenge each other and other organisations where evidence suggests their 

actions, or inactions, are increasing the risk of abuse or neglect 

 

• Maintain effective links with wider partnerships who should consciously 

cooperate to reduce duplication and maximise efficiency  

 

• Whilst these are some key aspects of the role; there is a wide range of ways in 

which the SAB contributes to effective safeguarding, these are set out in 

statutory guidance (14.134-139) 

 

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1


   

 

 

 

11                                          Hampshire Safeguarding Adults Board • Annual Report 2025-26 

How to report a 

safeguarding concern 
 

An adult safeguarding concern should be raised with the local authority where there is 

a ‘reasonable cause to suspect that the adult may have needs for care and support 

(whether they are receiving care and support or not) and where there is reasonable 

cause to suspect that the adult is at risk of or experiencing abuse or neglect.’ 

 

You can find out more about adult 

safeguarding by watching Adult 

Safeguarding Animation - 4LSAB.  

 

4LSAB Safeguarding Concerns 

Guidance (hampshiresab.org.uk)  

 

If you or someone else is in 

imminent danger, phone the police on 

999, if it is an emergency. 

 

If the abuse you have seen is a 

crime, you should report this to 

Hampshire Constabulary or call the 

police on 101. 

You can complete an online 

safeguarding referral to let adult 

social care know about your 

safeguarding concerns. There are 

separate referral forms for members of 

the public and professionals found 

here: 

 

Safeguarding adults | Health and social 

care | Hampshire County Council 

 

 

 

  

https://youtu.be/VUUUInGExnQ
https://youtu.be/VUUUInGExnQ
https://hampshiresab.org.uk/wp-content/uploads/2025/07/4LSAB-Safeguarding-Concerns-Guidance-July-2025-FINAL.pdf
https://hampshiresab.org.uk/wp-content/uploads/2025/07/4LSAB-Safeguarding-Concerns-Guidance-July-2025-FINAL.pdf
tel:101
https://www.hants.gov.uk/socialcareandhealth/adultsocialcare/safeguarding
https://www.hants.gov.uk/socialcareandhealth/adultsocialcare/safeguarding
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Safeguarding activity in 

Hampshire 
 

Hampshire is a large and diverse county, bringing together city, coast and country. It is 

home to 1.447 million people, excluding Southampton, Portsmouth and the Isle of 

Wight, each of which are unitary authorities. The county of Hampshire is governed by 

a County Council and 11 District and Borough Councils. 
 

The HSAB has three statutory partners. These are Hampshire County Council Adults’ 

Health and Care, NHS Hampshire and Isle of Wight, and Hampshire and IOW 

Constabulary. Additionally, to this the HSAB has a wide number of additional 

members. This section reports the key safeguarding activity of the three statutory 

partners over the last year. These contributions include some significant examples 

which respond directly to HSAB priorities, thereby supporting collective effort in 

developing effectiveness of safeguarding activity in Hampshire.   

 

Hampshire County Council Adults’ Health and Care are the lead agency for co-

ordinating safeguarding concerns and conducting safeguarding enquiries in 

Hampshire.  
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Hampshire County 

Council’s Adults’ Health and 

Care  
 

Hampshire Adults’ Health and Care (AH&C) work within Hampshire County Council’s 

(HCC) vision to serve the people of Hampshire with purpose and pride to improve 

lives today and for tomorrow. 

 

Active Involvement by AH&C in Board Activities  

Adults’ Health and Care remain active in providing leadership to the HSAB through the 

role of the Chair and hosting the HSAB Board Team. AH&C actively participates in 

HSAB sub-groups and the Deputy Principal Social Worker Co-Chairs the Learning and 

Review sub-group, ensuring a robust approach to fulfilling the Board’s statutory duty 

with respect to Safeguarding Adult Reviews.   

 

Care Quality Commission (CQC) inspection of Hampshire County Council’s Adult 

Social Care functions 

The CQC assessment of the County Council’s Adult Social Care functions commenced 

in July 2025 involving a range of documentary submissions followed by an onsite visit, 

which took place in November 2025. The purpose of the assessment was to 

understand how care in Hampshire is improving outcomes for people and reducing 

inequalities under four overarching themes: 1. Working with People 2. Providing 

Support 3. How the local authority provides safety in the system and 4. Leadership.   

 

Evidencing the effectiveness of the HSAB in gaining assurance that local safeguarding 

arrangements are in place, and operating well, was an important part of the CQC 

assessment process, and a core part of Theme 3. Albeit the inspection had a primary 

focus on HCC adult social care function. During the on-site visit, CQC inspectors 

engaged with members of the County Council’s leadership team, including the 

Principal Social Worker and Director of Adult Social Care. The HSAB Independent 

Scrutineer and wider members of the Board were also directly engaged in the 

process. At the time of writing, the County Council was awaiting the outcome of the 

inspection, which will continue to inform ongoing improvement in system 

safeguarding.  
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Carers 

Carers have a vital role in keeping their loved ones safe. AH&C has continued to 

support carers through delivering on its commitment to the Hampshire Carers Joint 

Strategy. The County Council’s county-wide Carers Support Service, delivered in 

partnership with the Princess Royal Trust for Carers (PRTC), supported over 10,000 

carers during its first year of operation and created 3,455 contingency and emergency 

plans, helping carers to build everyday resilience and plan for the unknown, thereby 

supporting those they care for to remain safe.  

 

Other ways that AH&C has continued to strengthen support for carers include the 

delegation of carers’ assessments and support planning to PRTC, thereby diversifying 

the assessment routes available to carers in line with their feedback. AH&C also 

introduced a new service enabling carers to book a bed-based respite stay for an 

older adult in advance, increasing choice and flexibility for carers and those they 

support. These examples highlight just some of the ways that the support available to 

Hampshire carers has improved over the past year, preventing carer breakdown, 

supporting peace of mind, and keeping residents safe.  

 

Seldom-heard groups 

AH&C has continued to improve the accessibility of its information and advice in both 

digital and hard copy format, supporting residents to access timely information, 

advice and guidance to prevent escalation and need and support safety.  

 

Learning and practice improvement 

Learning and improvement actions related to Safeguarding Adult Reviews (SARs) and 

Domestic Abuse Related Death Reviews (DARDRs)1 have routine oversight from the 

Principal Social Worker and the Directorate Management Team, with a focus on 

practice improvement and professional accountability.  

 

Directorate-wide learning from SARs has been supported through “The Download” (a 

mandatory quarterly session for all practitioners, delivering key information and 

learning).  A standing item within every Directorate Download session focuses on 

learning from practice. Over the past year, we have ensured that learning from 

published SARs and DARDRs has been effectively shared with frontline practitioners. 

In addition to multi-agency reviews, The Download sessions have incorporated key 

internal learning, particularly in relation to domestic abuse. We have also shared 

outcomes from our Section 11 self-assessment audit under The Children Act 2004, 

supporting staff to strengthen their practice in keeping children safe. 

 

 

 
1 Domestic Abuse Related Death Reviews | Health and social care | Hampshire County Council 

https://www.hants.gov.uk/socialcareandhealth/domestic-abuse-partnership/professionals/domestic-homicide-reviews
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AH&C has continued to promote and embed practice improvement across the 

Directorate through comprehensive updates to our Social Care Practice Manual and 

the development of new guidance. This includes strengthened guidance on 

safeguarding children, female genital mutilation, county lines and criminal 

exploitation, self-neglect and hoarding, fire safety, and pressure care, amongst others. 

Additional resources cover working within Multi-Agency Public Protection 

Arrangements (MAPPA), Safeguarding Allegations Management Advisor (SAMA) 

guidance, substance misuse, Making Safeguarding Personal, and domestic abuse. 

Further guidance has been provided to support staff in identifying and responding to 

modern slavery, including improved awareness and processes for making referrals. 

 

Two social work conferences have been held over the last year.  November’s 

conference to mark National safeguarding week, was focused on Learning from 

Practice. AH&C was delighted to welcome Professor Michael Preston-Shoot as our 

keynote speaker – covering national SAR learning. Focus then turned to learning from 

our local SARs, and AH&C’s internal serious incidents.  The World Cafe 2groups 

focused on: Significant self-harm/ suicide and Safeguarding; Making Safeguarding 

Personal, the importance of having multi-agency meetings, working with escalating 

risk and professional curiosity in the context of mental capacity and executive 

functioning. 

 

Our Conference in March to mark World Social Work week was focused on all age 

mental Health (noting learning from recent SARs) with key notes speakers: 

• Robert Lewis, Mental Health Social Work Lead and Chief Social Worker 

Department of Health and Social Care 

• Angela Forster and public health colleagues - Suicide Prevention in Hampshire 

• Rob Brown, Visiting Fellow at Bournemouth University 

 

The world café events focused on: Suicide Prevention with support from Grass Roots 

(sharing their lived experience of suicide prevention tools), Dementia Strategy, Tech 

supporting people with Mental Conditions, Vicarious Trauma/Workforce Resilience 

and No Wrong Door/ Inclusion Recovery. 

 

Senior Social Worker Safeguarding Leads Network 

A bi-monthly strategic forum for Senior Social Workers with safeguarding 

responsibilities. Topics over the last 12 months have included learning from SARs 

(delivered in partnership with HSAB), domestic abuse (including MARAC, HRDA and 

perpetrator support), and self-neglect.  

 

 
2 The "World Café" is a structured, collaborative dialogue methodology designed to facilitate open discussions and knowledge 

sharing among large groups. 
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Training developments 

The safeguarding training pathway is now well embedded, and completion rates are 

steadily improving. This covers four levels of core safeguarding training plus topic 

specific e-learning on Modern Slavery and Domestic Abuse. 

 

Public Health (PH) have included a one-day domestic abuse training course for social 

work teams in their recently let contract. The course has been co-designed and will be 

mandatory for team managers and senior social workers, whilst available to all social 

work staff.  The aim is to support workers to confidently recognise and respond to 

domestic abuse and coercive control in their day-to-day practice, develop practical 

skills, legal literacy, professional curiosity and trauma-informed, whole-family 

approaches. Delivery begins in July 2026. 
 

The Learning and development team are also delivering Principal Social Worker (PSW) 

Practice Essentials refresher sessions to all social work teams between April – October 

2026, with one session focused on safeguarding practice, process, timescales and 

recording in the safeguarding form. The content has been informed by the quality 

assurance framework audits carried out for all practitioners. 

 

Quality Assurance Framework (QAF) 

The QAF has been established for several years and provides a structured approach 

to monitoring, evaluating, and improving the quality of practice across the service. To 

further strengthen this framework, the PSW has introduced an additional layer of 

oversight through a Practice Audit Forum, led by the PSW and Practice Leadership 

Team. This enhanced audit process focuses specifically on statutory interventions, 

including safeguarding. Together, these mechanisms support continuous 

improvement and reinforce accountability across the organisation. 

 

Service User Feedback Survey 

In 2024, AH&C introduced a feedback form to gather insights from service users and 

carers. The number of feedback forms completed has steadily increased over the past 

12 months, providing a stronger basis for a clear understanding of areas of relative 

strength and weakness in peoples’ experiences. People are asked whether their 

support helps them to feel safe. Overall, 70% of respondents agree that it does, and 

we are starting to be able to identify areas where this trend looks different. This 

intelligence enables us to learn from areas of strong practice to work towards 

improved consistency of practice across other teams.   

 

Prevention  

Hampshires’ Public Health team have been working alongside practitioners, to 

highlight what support is available to residents regarding smoking cessation, both to 
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support health benefits and to reduce fire safety risks. This work aligns to 4LSAB Multi 

– Agency Fire Safety Framework in working towards prevention of fire deaths, for 

those people with Care and Support needs. This includes the recruitment of two 

senior case workers, to work on a dedicated programme to provide direct support to 

engage with smoking cessation support. 

 

Embedding the Safeguarding Concerns Framework  

Referral numbers to AH&C have continued to remain high over the past three years. 

Improvements in the service user recording system now allow clearer identification of 

referrals that meet the definition of a safeguarding concern, as outlined in the 

framework. Data shows that only about 30% of referrals meet this definition. The 

high volume of referrals that do not meet the definition presents challenges in 

prioritising statutory safeguarding responses and managing the demand.  

AH&C is working with partners and the HSAB to align referrals within the 

framework and address inappropriate referrals. This work is ongoing, with data 

sharing supporting improvements in referral quality and appropriateness.  

AH&C have adapted the data provided to the HSAB Quality Assurance sub-group, to 

provide clear and detailed information about the volumes and types of referrals, so 

that partners are aware of the areas of challenge. 

 

Internally we have worked with our front-line teams to embed the 4LSAB 

Safeguarding concerns framework, this has been delivered by lunch and learn 

sessions, Senior social work session, via The Download and in our operational 

managers meetings. 

 

Priorities for the forthcoming year 

• Continue to strengthen quality assurance of Safeguarding practice and to 

strengthen assurance to the SAB on this 

• Continue to ensure that SAR learning supports continuous practice 

improvement including continuing to strengthen safeguarding within Mental 

Health Services. 

• Respond to the Supreme Court judgment on 2 June 2026 which changed the 

definition of deprivation of liberty. 

• Continue to develop preventative safeguarding through re-commissioning a 

Community Wellbeing Worker Service across the county 

• Pilot a refreshed approach to Family Group Conferencing to strengthen person-

centred and strengths-based care planning further. 

 

Safeguarding data 

The SAB considers data as part of an evidence base to guide its priorities for action. 

Actions that arise from what is revealed in the data form part of the SAB operational 

plan.   
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The Safeguarding Adults Collection is a national annual data set. It records details 

about safeguarding activity for adults aged 18 and over in England, reported to, or 

identified by, Councils with Adult Social Services Responsibilities.  

 

The collection includes demographic information about the adults at risk and details 

of the incidents that have been alleged. These simple interactive charts can be 

interrogated to find details of Hampshire’s safeguarding activity and compare this 

with other local authority areas. The HSAB considers this data as part of an evidence 

base that tells us where action is needed. 

 

Examples of this include, in relation to one of our priorities (about recognising 

safeguarding concerns and then raising them appropriately with the local authority). 

This shows the number of concerns raised with us from people in the community and 

from partner organisations and identify where there is a need for support with 

understanding and/or practice in relation to safeguarding concerns.   

 

 
  

• There has been an increase of over 15% in the number of S42 enquiries 

started in 2025/26 than the previous year 

• 32,558 Safeguarding referrals do not go on to meet the S42 statutory criteria 

• Of the 43,790 Safeguarding referrals received by AH&C 

only 13,052 (approximately 30%) met the definition of a safeguarding concern 
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As a result of learning from this data and local information, work continues with those 

who raise concerns to the local authority which do not meet the definition of a 

safeguarding concern. In addition, there is ongoing oversight to monitor timely 

decision making on Safeguarding referrals and progression of enquiries where the 

statutory safeguarding criteria are met. 

 

 
 

Adults Health and Care have a focus on understanding the number of people for 

whom no ethnicity is recorded and in working with seldom heard groups to enhance 

understanding of what partnership organisations can offer those communities.  

 

 
 

Total higher than 10,089 as there have been multiple locations of risk identified for 

some enquiries.  

 

5882

1530

71 63 38 35 27
0

1000

2000

3000

4000

5000

6000

7000

White Undeclared /
Not Known

Asian / Asian
British

Refused Black /
African /

Caribbean /
Black British

Mixed /
Multiple

Other Ethnic
Group

Ethnicity

5507

4212

1931

941
345 307 252 149 110

0

1000

2000

3000

4000

5000

6000

Location of Risk



   

 

 

 

20                                          Hampshire Safeguarding Adults Board • Annual Report 2025-26 

The majority of safeguarding risks were identified within people’s own homes (40.0%) 

and residential care homes (30.6%), which together account for over 70% of all 

recorded locations of risk. Nursing care homes represented a further 14.0% of cases.  

 

Risks occurring in community settings accounted for 6.8%, while hospital and 

community service settings made up a much smaller proportion of concerns, with 

mental health hospitals (2.5%), community services (2.2%), acute hospitals (1.1%) and 

community hospitals (0.8%) collectively representing less than 7% of all recorded risk 

locations. This suggests that safeguarding concerns are predominantly identified 

within individuals' own homes and care home environments. 

 

 
 

Total higher than 10,089 as more than one abuse category identified.  

53% Neglect and Acts of Omission 

20% Physical Abuse  

18 % self-neglect.  (Reduction in the number of S42 enquiries from 2024/25 2598) 

  

The Board has an ongoing focus on several aspects of this including self-neglect and 

domestic abuse as part of its operational plan.  
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The majority of reports regarding those who are alleged to have caused harm were 

identified as a service provider (46%) followed by other – known to the individual 

(33%), which together account for over 79% of all recorded S42s opened in 2025/26 by 

who was alleged to have caused harm. Self-harm accounted for 10% of alleged harm 

caused, this is an area that has been focused on within the new 4LSAB Safeguarding 

Concerns Guidance.  
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Hampshire and Isle of 

Wight Integrated Care 

Board 
 

NHS Hampshire and Isle of Wight, as a statutory safeguarding partner, provides both 

funding and specialist safeguarding leadership to ensure that safeguarding 

arrangements across the Integrated Care System (ICS) remain strong and effective. 

The NHS HIOW ICB has secured formal, consistent leadership representation on the 

HSAB board and senior partners group and on all HSAB subgroups through its 

corporate safeguarding team, which actively contributes to shaping and delivering the 

Board’s strategic priorities.  

 

Through sustained leadership, effective collaboration, and a strong commitment to 

continuous learning and improvement, the NHS Hampshire and Isle of Wight 

Integrated Care Board has made a significant contribution to adult safeguarding 

across the Integrated Care System. NHS HIOW ensures that the health perspective is 

fully embedded within safeguarding activity, policies, procedures, and the priorities of 

the HSAB, with the overarching aim of improving outcomes for individuals at risk of 

harm or abuse within our communities. Collectively, these efforts ensure that 

safeguarding remains a central and enduring consideration in both health service 

delivery and wider system development. 

 

Key achievements (2025/26) 

• Strengthening the use of Safeguarding Adult Review (SAR) learning to 

inform system improvement 

The ICB Safeguarding Team led a cross-case analysis of 56 SARs across the 

Hampshire and Isle of Wight system, producing a clinically informed synthesis 

of health-related themes. This work has provided improved insight into 

patterns of vulnerability, particularly mental health, substance use (notably 

alcohol), physical health complexity and suicide/self-harm, and is now 

informing commissioning, prevention activity and engagement with providers. 

This work is pending journal publication. 

• Improving workforce understanding of safeguarding risk, thresholds and 

professional judgement 

We progressed a range of system tools and initiatives to support consistent 

safeguarding practice across health, including: 
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o Targeted safeguarding supervision activity and audit work in primary 

care, supporting clearer decision-making about when Section 42 

concerns should be raised and escalated 

o Ongoing work to align safeguarding practice with PSIRF, strengthening 

learning, escalation and partnership responses where patient safety and 

safeguarding intersect 

• Embedding partnership approaches to complex risk 

The Health Subgroup has continued to provide a forum for shared learning, 

challenge and assurance, supporting providers to work together in cases 

involving complexity, non-engagement, self-neglect, mental health and 

substance misuse. This includes work on learning disability pathways, domestic 

abuse (SAFER and routine enquiry), and alcohol-related safeguarding risk. 

• Strengthening assurance and system oversight. 

Progress has been made in developing more robust data, dashboards and 

reporting mechanisms across safeguarding and related domains (e.g. SARs, 

Domestic Homicide Reviews, Prevent, PSIRF), enabling clearer lines of sight for 

the Board on emerging risk themes and areas requiring improvement. 

 

Challenges 

• Increasing complexity of safeguarding presentations 

SAR learning continues to evidence high levels of multi-factor vulnerability, 

particularly the intersection of mental ill-health, alcohol/substance use and 

physical health. These cases often involve fluctuating engagement, chronic risk 

and challenges for services working within traditional thresholds and models. 

• Variation in confidence and consistency across the health system 

While progress has been made, variability remains in workforce understanding 

of lawful information-sharing and proportionate responses, particularly in 

primary and community settings. 

• Balancing learning, assurance and system capacity 

Ensuring that learning from SARs, PSIRF and other reviews translates into 

meaningful and sustainable improvement continues to require focused 

leadership, prioritisation and partnership commitment in the context of wider 

system pressures. 

 

Future plans for 2025/26 

• Embedding an anticipatory and preventative safeguarding approach, using 

SAR-derived insight and population health data to inform commissioning, 

neighbourhood working and targeted interventions. 

• Further strengthening safeguarding and PSIRF alignment, including clearer 

escalation pathways, shared learning processes and improved assurance to the 

Safeguarding Adults Board. 
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• Continuing to support frontline confidence and legal literacy, particularly 

around complex safeguarding, self-neglect, mental capacity, consent, 

non-engagement and positive risk-taking. 

• Expanding the strategic use of safeguarding data and assurance 

mechanisms, enabling earlier identification of emerging risks and more 

effective system challenge and improvement. 

 

Contribution to HSAB Strategic Priorities (2025–28) 

Raising and responding to safeguarding concerns 

• SAR analysis and themed work have enhanced system understanding of what 

safeguarding is, how abuse and neglect present in complex health contexts, 

and when safeguarding concerns should be raised 

• Workforce tools, supervision and audit activity support clearer identification of 

risk, timely referrals and improved quality of safeguarding information-sharing 

• Learning is routinely shared through the Health Subgroup, reinforcing 

partnership working and a strong commitment to acting on outcomes 

 

Working together with risk 

• The ICB has actively supported multi-agency responses to complex 

safeguarding, including cases where people have not been ready to engage. 

• Work on alcohol, mental health, learning disability pathways and domestic 

abuse reflects a system approach that balances prevention, early intervention 

and risk management, while hearing and including and respecting the adult’s 

voice 

 

Seeking assurance of effective practice 

• Ongoing development of data and reporting strengthens the Board’s ability to 

assure itself of safeguarding effectiveness across the partnership 
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Hampshire and Isle of 

Wight Constabulary  
 

Hampshire & IOW Constabulary (HIOWC) are committed to safeguarding the most 

vulnerable people within our communities and achieve this through a number of 

force-wide initiatives: 

 

Key achievements 

HIOWC have continued focus on Violence Against Women and Girls (VAWG) and 

especially Domestic Abuse (DA). Officers and staff have been encouraged to deal with 

these incidents in a timely and robust manner. RAPID – Respond, Arrest, Prevent, 

Investigate, Detain – 24 hours. 

 

This approach has seen an increase in the arrest rates at DA across all districts, 

commission is down compared to the previous year and the number of crimes solved 

has increased by nearly 9.7%. Alongside this there has been a notable increase in the 

use of Protective Orders and the Right to Ask/Know.  

 

Further DA developments 

1. Raneem’s Law – introduction of Independent Domestic Violence Advocate 

(IDVA) into Force Control Room 

Purpose is to provide feedback and support to improve our response to victims 

of domestic abuse. Grant funded by Police and Crime Commissioner (PCC) for 

seven day a week contract. 

On track to start in next four weeks with Stop Domestic Abuse as service 

provider. 

2. DRIVE Project – tackling highest risk repeat perpetrators of DA  

Evidence-based, intensive case management program targeting high-risk, high-

harm, and serial perpetrators of domestic abuse to change their behaviour and 

increase victim safety. Led by The Drive Partnership (Respect, Safe Lives, Social 

Finance), it uses a multi-agency approach—now expanding across England and 

Wales with significant Home Office funding. Pilot for HIOWC is Southampton. 

3. DA Custody Navigators – Diversionary offer made at reachable moment for 

perpetrators of DA in custody to reduce offending. Pilot in Basingstoke and 

Portsmouth custody centres. 

 

 

 

 

https://www.google.com/url?sa=i&source=web&rct=j&url=https://drivepartnership.org.uk/&ved=2ahUKEwj_3rzT0f-TAxXWUaQEHUaTESsQy_kOegQIARAC&opi=89978449&cd&psig=AOvVaw0WgSsL55T-CnqlPZdIxcT-&ust=1776884749078000
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Safeguarding and MASH 

We received an uplift of seven members of staff into the teams at the start of the year.  

These members of staff are now fully trained and embedded; one of these is within 

the Hampshire Multi-Agency Safeguarding Hub (MASH).   

 

Public Protection Notice (PPN) submission for the year across the force was 79,051, a 

1.1% reduction in comparison with 2024-25. There were 17,503 Adult at Risk PPNs 

submitted, a 9.4% reduction in comparison with 2024-25.  

 

Training to frontline officers has continued around what is required for a referral to 

Adult Social Care with volumes of PPNs submitted in Hampshire remaining on a par 

with 2024-2025, averaging at around 830 a month.  

 

We continue to share information with GPs where the risk is deemed as high or where 

the Adult gives consent.   

 

We have heard 1,284 cases at Hampshire Multi-Agency Risk Assessment Conferences 

(MARAC) and 1,291 at Hampshire’s High Risk Domestic Abuse (HRDA) meetings. 

Automation of reports for MARAC reports has been in place for the majority of the 

year. 

 

We have recently also launched automation for reports for Domestic Violence 

Disclosure Scheme (DVDs) and Child Sex Offender Disclosure Scheme (CSODs) 

applications.  Application numbers have grown in the last year with a 17.3% rise since 

in the last year (2,605 to 3,149).   

 

We are reviewing our processes to ensure their efficiency and effectiveness in terms 

of sharing information with partners to reduce risk and prevent harm and currently 

are trialling reviewing standard risk DA for key words as opposed to completing a full 

regrading.  This saves our co-ordinators a considerable amount of time and is so far 

proving effective. Further consideration will be given to enhancing this process using 

digital technologies.   

 

Since May 2025, we have been tracking the preparation of reports for and attendance 

at Multi-Agency Risk Management (MARM) meetings for requests that come into 

Safeguarding. We have seen fluctuating demand throughout the year – with a peak of 

74 requests in January and a low of 33 requests in February.  These conferences are 

attended by the same team who attends the statutory Child Protection Conferences, 

hence the attendance at these meetings is inconsistent and depends on wider 

demand on the team. Please note these figures do not include requests directly to 

specific District teams, which we are currently unable to track – and also are force 

wide figures, not just Hampshire. 
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MARM Meeting Data 

 

 
 

A new form for Domestic Abuse was introduced in March, the Domestic Abuse Risk 

Assessment (DARA), which aligns us nationally to risk assess DA. Benefits reported by 

other forces that have introduced the form include providing a more comprehensive 

assessment of risk in DA cases and increased identification of controlling or coercive 

behaviour and stalking.   

 

Challenges 

The challenge remains for MASH around capacity versus demand and ensuring 

referrals for adults at risk are promptly shared with partners.  

 

Future plans  

We will be continuing the review of processes to ensure they are as effective and 

efficient as possible and enable us to sustain improved performance and share 

information promptly.  Adult safeguarding leads across HIPS have been invited to a 

workshop in May to review the necessity for submission of Adult at Risk PPNs so as to 

ensure Police policy and training are in line with partners’ needs.  

 

We will be reviewing and implementing changes from the new Crime and Policing Act, 

2026 which includes new offences of cuckooing and the introduction of a power to 

issue statutory guidance to tackle honour-based abuse.  

 

It is recognised that the detail provided by us in this report outlines a large amount of 

core business for Hampshire and IOW constabulary. There is an ongoing internal 

review to ensure that strategic activity within Hampshire Constabulary connects with 

and contributes to achieving the strategic priorities of HSAB. 
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Learning from Safeguarding 

Adult Reviews 
 

A key statutory duty of the SAB is to carry out Safeguarding Adult Reviews (SARs) 

under Section 44 of the Care Act.  

 

The purpose of the SAR is to gather the facts about the adults’ circumstances and how 

agencies worked together, for lessons to be identified and improvements made 

across the safeguarding system, to achieve meaningful outcomes for adults who have 

care and/or support needs and who may be at risk of or experiencing abuse or 

neglect.   

 

Where criteria for a SAR are not met, the Learning and Review Subgroup may 

recommend other learning activities. This can include recommending single agency 

learning and assurance.   

  

SAR referrals   

The number of referrals received by the HSAB Learning and Review subgroup in 

2025/26 has remained consistent with the previous two years.   

 
*A number of referrals will be in the initial information gathering and decision-making process, 

depending on the date the referral was received by HSAB.   

 

**The difference between the number of referrals that meet SAR criteria, and the number of SARs 

commissioned depends on the date the SAR was commissioned. Dates of commencing a SAR and 

completing a SAR may fall into different financial years. HSAB now have all SARs in progress with no 

delays to commissioning and commencing the review process.  

 

Year  April 2022 – 

March 23  

April 2023 – 

March 24  

April 2024 – 

March 2025 

April 2025 – 

March 2026 

Number of SAR 

referrals 

received*  

29  49  48 43 

Number of 

referrals that met 

criteria for SAR  

8  13  6 4 

Number of SARs 

commissioned** / 

in progress 

5  10  11 (including 

one thematic 

review) 

7 
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SARs published April 2025 - March 2026  

All published SARs can be found on the Hampshire Safeguarding Adults Board 

website. Some learning and the resulting improvement activity is applicable to more 

than one SAR.  Repetitive themes revealed in SARs inform the strategic priorities of 

the board and the subsequent three-year operational plan. In this way HSAB 

maintains monitoring and action on persistent issues. 

  

Josh Learning Briefing  

This review identified learning in relation to hearing the voice of the adult and 

their family when responding to mental ill health and crisis, suicide prevention, 

hospital discharge and homelessness. 

Improvement 

activity  

• HSAB recognised system learning themes across 

this review and three other safeguarding adult 

reviews (Ed, Claire and Liam). Hampshire agencies 

are committed to addressing the areas of learning 

identified through a strategic multi-agency 

improvement plan, capturing the learning from all 

of these reviews, and progress will be monitored by 

the Board 

• Work is ongoing to strengthen multi-agency 

working, shared responsibility and awareness of the 

NHS England » Staying safe from suicide guidance. 

This guidance is being embedded into practice 

across the safeguarding network  

• Agencies have access to relevant suicide prevention 

training 

• Hampshire County Council Adults’ Health and Care 

has established a Supported Accommodation 

Advisory Group and implemented a clear referral 

process and a monthly meeting to review 

individuals who require supported accommodation 

  

Lisa  

This review identified learning in relation to the risk and links between domestic 

abuse and suicide, suicide prevention and the importance of recognising the 

care and support needs of parents during and following the removal of their 

children from their care. 

Improvement 

activity  

• Hampshire Hospitals NHS Foundation Trust has 

implemented Routine Enquiry for Domestic Abuse 

across training and the updated Domestic Abuse 

pathway. This includes supporting practitioners to 

https://www.hampshiresab.org.uk/safeguarding-adult-reviews/
https://www.hampshiresab.org.uk/safeguarding-adult-reviews/
https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/josh-sar-june-2025
https://www.england.nhs.uk/long-read/staying-safe-from-suicide/
https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/lisa-sar-key-learning-messages-june-2025
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identify wider safeguarding concerns where there 

are adult presentations to a hospital emergency 

department following domestic abuse, mental 

health or self-harm 

• Key agencies are working together to strengthen 

risk assessment/review and onward support 

planning where a parent with care and support 

needs is experiencing their child(ren) being removed 

from their care 

• Supervision models within Hampshire County 

Council’s Children’s Services have been amended to 

include consideration of a parents’ need for care 

and support and any safeguarding concerns 

needing to be raised 

• Stop Domestic Abuse have developed a mechanism 

to review any concerns with engagement with the 

aim of creatively overcoming any engagement 

barriers 

  

Catherine, Jeremy and Sarah – Alcohol Harm thematic review 

This is a thematic review considering the separate circumstances of three adults, 

all of whom sadly died following alcohol dependency among other care and 

support needs.  

 

The review identified learning in relation to identification, assessment and 

support for responding to alcohol dependency, potential impact on mental 

capacity and ability to protect self and the impact of stigma and language. 

Improvement 

activity  

• HSAB partners and Hampshire County Council Public 

Health team are working together to develop consistent 

training, guidance and tools to support with identifying 

and responding to alcohol dependency. This includes 

understanding when alcohol dependency becomes a 

safeguarding concern  

• The NHS Stigma Kills has been widely disseminated across 

the safeguarding network. This is a resource that will be 

continually revisited to support positive culture change in 

practice 

• A Trauma Informed Language guide is available to all 

agencies to support a review of language and terminology. 

• All areas of learning identified will be addressed as part of 

the strategic multi-agency improvement plan in response 

https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/catherine-jeremy-and-sarah-alcohol-harm-thematic-review-june-2025
https://www.stigmakills.org.uk/
https://documents.hants.gov.uk/public-health/PH-Trauma-informed-language-guide.pdf
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to the system learning identified. Progress will be 

monitored by the Board 

  

Ed 

This review identified learning in relation to including family in care planning 

when responding to mental ill health and crisis, commissioning models of 

mental health support and substance use services and the impact of 

professional assumptions. 

Improvement 

activity  

• Hampshire County Council’s Public Health team and 

partners are reviewing and mapping pathways for 

mental health support 

• Agencies have been asked to ensure all staff are 

aware of and are implementing SHARE: consent, 

confidentiality and information sharing in mental 

healthcare and suicide prevention: Zero Suicide 

Alliance 

• Agencies continue to increase knowledge and skills 

for identifying and responding to concerns of self-

neglect. An improvement has been evidenced in the 

increased numbers of safeguarding concerns being 

raised as ‘self-neglect’ and being responded to 

within the safeguarding framework  
 

Claire  

This review identified learning in relation to mental health crisis, multi-agency 

safeguarding responses, suicide prevention and understanding the potential 

impacts of menopause on mental and physical health. 

Improvement 

activity  

• Inclusion Recovery have developed and launched a 

Women’s Health Strategy which cites how Inclusion 

Community Drug and Alcohol Treatment Services, 

alongside their partners are committed to making 

their services more accessible and relevant to the 

women who use their services  

• Primary Care have menopause leads within 

practices. Menopause is also part of well woman 

checks carried out by Primary Care 

• Hampshire and Isle of Wight Healthcare NHS 

Foundation Trust are exploring the response to 

menopause and perimenopause and how this 

contributes to health and wellbeing of service users, 

https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/ed-sar-october-2025
https://www.zerosuicidealliance.com/share-guide
https://www.zerosuicidealliance.com/share-guide
https://www.zerosuicidealliance.com/share-guide
https://www.zerosuicidealliance.com/share-guide
https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/claire-sar-october-2025
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with consideration of increased clinical education 

for all health professionals 

 

Liam  

This review identified learning in relation to trauma informed practice and 

responding to a person who is both a victim and perpetrator of abuse. 

Improvement 

activity  

• Agencies are raising awareness and strengthening 

partnership working between mental health and 

alcohol and substance use recovery services. This is 

via the ‘No Wrong Door’ service which aims to 

ensure that someone with co-occurring conditions is 

treated in parallel for their mental health and 

substance use, preventing either becoming a barrier 

to care and support  
 

Kirsty Learning Briefing  

This review identified learning in relation to strong belief systems and when this 

impacts on mental health, mental capacity and the ability for the person to 

protect themselves from abuse or neglect and make informed decisions about 

their care and support.  

Improvement 

activity  

• A multi-agency improvement plan is being developed in 

response to the system learning identified and 

recommendations made. Progress will be monitored by 

the Board 

 

Other SAR Activity April 2025 -March 2026 

Seven SARs are currently in progress. 

 

1. This review will consider learning in relation to hearing the voice of the adult 

and their family when responding to mental ill health and crisis, suicide 

prevention, hospital discharge, homelessness and multi-agency response 

across geographical boundaries.  

2.  This review will consider learning in relation to mental capacity in a situation 

of self-neglect and poor management of diabetes. The review will explore 

multiagency frameworks and risk escalation.  

3.  This review will consider learning in relation to how agencies worked 

together to safeguard an individual experiencing mental ill health. This is 

likely to include learning about criminal justice and home office 

(immigration) pathways, hospital discharge, risk assessment, risk 

management and suicide prevention.  

https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/liam-sar-october-2025
https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/kirsty-sar-february-2026
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4. This review is complete; however, it will be published in the 2026/27 year. 

Learning identified relates to self-harm and when this leads to a multiagency 

safeguarding response and the need to raise awareness of adult 

safeguarding pathways across further and higher education settings. 

5. This review will consider learning in relation to hospital discharge, ‘re-start’ 

of care and support and identifying concerns as part of a telecare call 

system.  

6. This review will consider learning in relation to a multiagency response to 

safeguarding concerns, use of escalation and legal frameworks and working 

with family carers.  

7. This review will consider learning in relation to mental health support needs, 

homelessness and response to safeguarding risks.  

 

Three joint SARs and Domestic Abuse Related Death Reviews are in progress. These 

reviews are carried out with the local Community Safety Partnership teams. 

  

1. This review considered the circumstances of two adults within the same 

family following domestic homicide. Areas of learning include the need to 

raise awareness of filial abuse and domestic abuse support pathways. The 

review identified the need for professionals to ensure feedback is received 

following referrals for support to ensure the appropriate support is in place 

before ending involvement with an individual. This review is complete and 

awaiting the Home Office quality assurance and sign off process before a 

learning briefing can be published. 

2. This review considered the circumstances of two adults who were in a 

relationship at the time a domestic homicide occurred. The review identifies 

learning in relation to recognising and supporting male victims of domestic 

abuse, support for veterans and how agencies support domestic abuse 

victims who have unmet care and support needs. This review is complete. 

Publication plans are being implemented; however, this will be in the 

2026/27 year. 

3. The review considered learning in relation to the risk and links between 

domestic abuse and suicide, suicide prevention, the role of the family court 

and impact on the parent when losing contact with their children and 

safeguarding adult training within children’s education settings to support a 

whole family approach. This review is complete and awaiting the Home 

Office quality assurance and sign off process before a learning briefing can 

be published. 

 

The learning and review subgroup are currently collating assurance for ‘SAR impact’ 

reports in response to the Cuckooing thematic SAR and carers learning identified in 
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previous SARs. Below are some examples of improvement activity and meaningful 

change. 

 

Katie, James and Luke: Cuckooing  

• HSAB co-ordinated the development of the new four local safeguarding adult 

boards (4LSAB) exploitation and cuckooing guidance, one page guide and 

spot the signs poster available to all agencies  

• Tricky Friends animation was launched in June 2025, with 1198 views as of 

February 2026. This explains cuckooing and exploitation, where to get 

support and is for adults with care and support needs and those who support 

them 

• HSAB shared learning nationally with the Home Office to inform new national 

statutory guidance in support of the Crime and Policing Act 2026 which 

makes cuckooing a crime 

• HSAB also shared learning with the National SAB Managers and Chairs 

networks, leading a national task and finish group to collate learning from 

SARs, resources and best practice. This work fed into a national webinar 

delivered in February 2026 by Partners in Care and Health 

• Assurance has been gathered from health partners regarding cuckooing 

knowledge and practice, with ongoing work to embed the new guidance and 

any updates following new legislation and statutory guidance being 

developed 

• Assurance has been received from three main housing providers within 

Hampshire regarding implementing cuckooing pathways, to identify these 

concerns separately to antisocial behaviour. A summary of good practice was 

shared with wider housing partners in May 2025 

 

Gillian 

• Hampshire County Council Adults’ Health and Care introduced new 

mandatory ‘working in partnership with carers’ training for all AH&C 

practitioners since the publication of the Gillian SAR. The content of the 

course was co-produced with carers, and carers also support with the 

delivery of each session. Content includes defining the role of a carer and 

understanding carer’s eligibility under the Care Act 

• Hampshire Carers Joint Strategy was jointly compiled by carers and agencies. 

The strategies vision and three aims will support to address learning from the 

Gillian SAR. The three aims are: 

o Identify and recognise carers  

o Support carers to access information  

o Help and enable carers to have a life alongside caring 

• Hampshire Carers Partnership Board are leading on monitoring 

implementation of the strategy and seeking assurance of meaningful impact 

https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/cuckooing-thematic-sar-katie-james-and-luke-july-2024
https://hampshiresab.org.uk/hsab-tricky-friends-animation
https://hampshiresab.org.uk/safeguarding-adult-reviews/hampshires-published-sars/gillian-september-2023
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What have we done 

together to support our 

Strategy? 
 

The HSAB works closely with a wide range of partners across the safeguarding system 

in Hampshire to achieve its strategic priorities. This includes Statutory partners, Board 

members, wider agencies, multi-agency subgroups and other strategic boards and 

forums.  

 

Progress on our Strategic Priorities

Having completed the final year of the 2022-2025 Strategic Plan, in partnership with 

board member agencies and key stakeholders, the new strategic priorities have been 

co-developed and agreed by board members for 2025-2028. These priorities are 

based on both a national and local evidence base as well as focus groups run in 2023, 

and collaborative work with our partners as a Board. Some build on themes which we 

began working on during our 2022-25 operational plan. It is important to acknowledge 
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that these are challenging aspects, and some require longer term attention and 

actions.  

 

The Strategic Priorities are supported by a more detailed Operational Plan. A multi 

strategic partner event was held in April 2025 where 44 partners heard from different 

speakers including the HSAB Independent Scrutineer to identify key themes to include 

on our next three-year operational plan. The priorities are informed by learning from 

Safeguarding Adult Reviews, HSAB subgroup action plans and other board activity and 

evidence. 

 

The Strategic Priorities and supporting Operational Plan are reviewed on an ongoing 

basis to take account of new evidence and insights, including from SARs. They are 

intentionally flexible enough to address emerging risks as they arise. 
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Our Strategic Priorities 2025 – 2028 
 

Raising and responding to safeguarding concerns 

1) Enhancing recognition of abuse and neglect. What is safeguarding? Identifying 

risk and when a safeguarding concern should be raised. Working effectively to 

respond to safeguarding concerns in partnership with a strong commitment to 

action and assurance of learning from outcomes. 

 
 

What is safeguarding? Enhancing understanding of why and when to seek support 

and encouragement to do so. Engaging with local people to achieve this.  

 

Identifying when a safeguarding concern should be raised with the local authority 

and when other responses are required, including prevention and early 

intervention. 

 

Being clear about what is ‘organisational abuse’ and the S42 Care Act duty on 

professionals to report it. Understanding and using local data about this to support 

improvement. Working together to achieve good consistent practice across health 

and social care to prevent and address organisational abuse.  

 

Greater understanding about when a S42 response is called for in situations 

involving domestic abuse. 
 

 

Working together with risk 

2) Supporting effective and legally literate responses drawing on partners 

knowledge to enable prevention, early identification and intervention. Working 

together in complex safeguarding situations hearing the voice of the adult and 

including responses where people are ambivalent to engaging. 

 

There is understanding, support and development of the role of the voluntary and 

community sector in safeguarding adults. 

 

Connections are made across organisations and sectors (including guidance, 

frameworks…) so that responses are holistic and draw on all relevant skills, 

knowledge and legal options. 

 

Joint working includes effective working with and responding to the needs of the 

person at the centre of concerns. Offering support in such a way as to encourage 

ongoing engagement.  
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Joint working includes informal carers as partners in making safeguarding effective. 

Considering wellbeing as well as safeguarding issues. 

 

Learning from SARs aims to develop multiagency working. This learning is put into 

practice and supports change. 
 

 

Seeking assurance of effective practice 

3) The central statutory assurance role of the Hampshire Safeguarding Adults Board 

is to drive improvement in safeguarding systems. Establishing robust arrangements 

to demonstrate assurance, identify emerging risks and assure itself of the 

effectiveness of safeguarding across the local partnership. Responding to both a 

National and Local evidence base, including the impact from SARs. 

 

All SAB partners and subgroups understand and are committed to actively 

supporting the statutory role of the SAB and the importance of gaining assurance of 

the effectiveness in safeguarding adults. 

 

Partners agree to contribute resource to achieve this.   

 

There is assurance that listening to and responding to people in the community 

(including service users, their families and informal carers) shapes SAB priorities 

and influences focus of assurance activity and outcomes for people. 
 

The Board continues to challenge and hold each other to account by building on five 

foundational blocks underpinning the strategic plan. This ensures we remain focused 

on delivering our core statutory responsibilities and are evidence led.  

 

Foundational Blocks 

 

Seeking feedback from people – 

service users, carers, families and 

staff 

 

 

Working more effectively 

in partnership 

 

Scrutinising data with 

performance indicators 

 

 

Undertaking self-assessment 

and bespoke audits 

  

Tracking compliance with 

our statutory duties 
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Making and tracking progress on the priorities 
 

HSAB developed the operational plan, which sets out in detail what needs to be done 

within each priority. The HSAB facilitates, supports and tracks progress on these 

commitments. Some of the ongoing work on the operational plan can be found in 

partner organisations reports, subgroup contributions, as well as on the HSAB 

website. Some examples of progress are set out below.  

 

Examples of our progress are demonstrated below 
 

Our operational plan reflects the shared commitment of HSAB partners to deliver our 

new strategic priorities with clarity, accountability, and purpose. By aligning our 

efforts to this plan, we can respond effectively to improving safeguarding support and 

outcomes in Hampshire. Here are just a few initiatives in place alongside 

achievements that will impact on longer term, broader priorities.   

 

Domestic Abuse Animation 

This short, impactful video was originally developed by Bromley Safeguarding Adults 

Board and was co-produced with input from local services and individuals with lived 

experience. It was adapted for use across our region to raise awareness of domestic 

abuse, help people recognise the signs, and encourage access to support. The 

animation reflects our shared commitment to safeguarding adults and promoting 

safer communities. This sits alongside ongoing work in HSAB strategic priorities one 

and two, to help staff to give more informed and effective support to people who 

need it because of domestic abuse. Supporting development in how we can work 

better together in integrating our knowledge and expertise. 

 

 
 

 

 

https://hampshiresab.org.uk/
https://hampshiresab.org.uk/
https://www.youtube.com/watch?v=XaUL4l7CEcc


   

 

 

 

40                                          Hampshire Safeguarding Adults Board • Annual Report 2025-26 

Tricky Friends 

The HSAB introduced “Tricky Friends” as a new resource to help raise awareness of 

issues such as exploitation, county lines, and cuckooing. This animation was designed 

to spark important conversations and support safer, more informed relationships, 

particularly among those who may be more vulnerable to harm. 

 

This 3-minute animation was created to help people understand what good 

friendships look like, when they might become harmful, and what actions can be 

taken. It’s especially relevant for people with learning disabilities, autism, cognitive 

difficulties, and for children and young adult groups who may be more vulnerable to 

exploitation. This supports our understanding about what safeguarding concerns are 

and links to our concerns priority and our ongoing workstream on cuckooing.   

 

 
  

Myth Busting Campaign - July 2025 

Reflecting work on priorities one and two in the HSAB operational plan, the HSAB 

stakeholder subgroup, with support from the voluntary and community sector (VCSE) 

members, formed material to dispel some key myths that get in the way of raising 

safeguarding concerns.  

 

These myths came directly from feedback from members of the public, carers, VCSE, 

those who use services and practitioners via two HSAB National Adult Safeguarding 

Week surveys and a Safeguarding Experiences’ project, hearing the voices of those 

with lived experience.  

 

The material can be viewed in full on our Report Concerns Page. An example is below: 

 

https://hampshiresab.org.uk/safeguarding-support/report-concerns
https://www.youtube.com/watch?v=89Af1LrEGGI&t=4s
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This supports understanding of when to raise a safeguarding concern. It also 

underlines the significance of working in partnership with the community and 

voluntary sector and hearing the voices of those we want to engage with. This is a 

focus in the HSAB operational plan with forthcoming work including:    

 

• Delivery of an engagement event in partnership with the Hampshire Leadership 

Forum to hear insights from the community and voluntary sector and to 

respond to these  

• Maintaining work with this sector to gain support in hearing the voice of service 

users and carers 

 

The latter informs the HSAB priority three in its core responsibility to seek assurance 

on effectiveness of safeguarding. 
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HSAB Subgroup activity 
 

The HSAB and 4LSAB subgroups have continued to support the delivery of  

HSAB strategic objectives and priorities. 

 

Some subgroups are jointly run with the other neighbouring local Safeguarding Adults 

boards from Portsmouth, Southampton, and the Isle of Wight, together we make the 

four Local Safeguarding Adults Boards (4LSAB), where we share common priorities 

and objectives. Here is a snapshot of key achievements and challenges over this past 

year.   

 

 

4LSAB Health Subgroup 

 

 

Key achievements 

 

 

Sustained system leadership and 

assurance across health partners 

Across 2025–26, the Health Subgroup 

has provided consistent system 

leadership, bringing together 

safeguarding leads from acute, 

community, mental health, primary 

care, ambulance services, prisons and 

commissioning. The subgroup has 

offered a stable forum for shared 

oversight, challenge and learning 

during a period of increasing 

safeguarding demand and significant 

system change. 

 

Progressive delivery against a 

multi-year workplan 

The Health Subgroup workplan 

demonstrates sustained delivery and 

evolution of priorities over time: 

 

• In March 2025, completed priorities 

included implementation of the 

safeguarding supervision strategy, 

an audit on the quality of 

safeguarding referrals, and 

ratification of safeguarding guidance 

related to pressure ulcers 

• In March and June 2025, learning 

from cases led to the addition of new 

priorities, including the development 

of a learning disability admission 

and discharge pathway and 

exploration of safeguarding 

alignment with the Patient Safety 

Incident Response Framework 

(PSIRF) 

• By September and December 2025, 

this work had progressed into active 

pilots, task and finish groups and 

strategic system discussions, which 

subsequently matured into formal 

programmes of work in 2026 

 

Strengthened oversight and 

coordination of statutory reviews 

(SARs and DHRs) 

The subgroup has increasingly fulfilled 

a coordinating and assurance role for 
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health responses to statutory reviews 

across the four-board footprint. As 

review activity escalated through late 

2025 and into 2026, the subgroup: 

 

• Provided a single forum for 

health-sector oversight and learning 

• Supported consistency in health 

input and action plan development 

• Agreed principles for proportionate 

monitoring of health-related SAR 

action plans 

 

Embedding learning from SARs into 

system priorities and practice 

Learning from individual and thematic 

SARs has been a standing element of 

subgroup business. This includes 

learning linked to: 

 

• Substance misuse and harmful 

alcohol use 

• Homelessness. 

• Barriers to engagement and 

complex presentations 

• Application of Section 42 processes 

 

This learning directly informed the 

addition of new priorities to the 

workplan and strengthened links 

between safeguarding learning, 

commissioning and service 

development. 

 

Meaningful progress on PSIRF and 

safeguarding integration 

Since early exploratory discussions in 

early 2025, the subgroup has overseen 

sustained progress in aligning 

safeguarding with PSIRF, including: 

 

• Trialling a combined safeguarding 

and quality PSII pilot 

• Developing and refining integrated 

Terms of Reference. 

• Producing a Good Practice 

summary offering clarity on 

applying an enhanced safeguarding 

lens within Patient Safety Incident 

Investigations and learning 

responses 

• Progressing this work into a formal 

PSIRF and Safeguarding Integration 

Programme in 2026 

 

Responding to emerging 

safeguarding risks through system 

action 

Across 2025–26, the subgroup has 

responded to emerging safeguarding 

risks by: 

 

• Progressing a learning disability 

admission and deterioration 

pathway, responding to learning 

from health and safeguarding 

reviews 

• Strengthening understanding and 

application of Multi-Agency Risk 

Management 

(MARM) arrangements, informed by 

coronial feedback and practitioner 

experience 

 

 

Challenges   

 

 

Increasing scale and complexity of 

statutory review demand 

The growing number of SARs and DHRs 

across the four-board area has placed 

sustained pressure on health partners, 
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particularly those contributing to 

multiple reviews simultaneously. 

 

Workforce capacity and system 

change 

Throughout 2025–26, workforce 

capacity, vacancies and wider NHS 

reorganisation have remained a 

persistent risk, with potential 

implications for safeguarding 

leadership, continuity and resilience. 

 

Maintaining consistency across a 

complex system 

While strong practice exists, ensuring 

consistent confidence in lawful 

information-sharing and proportionate 

responses continues to require active 

oversight and leadership. 

 

 

 

 

 

 

 

 

 

Future focus  

 

 

• Strengthening the Health 

Subgroup’s assurance role, 

particularly in relation to statutory 

review action plans requiring 

coordinated health responses 

• Delivering the PSIRF and 

safeguarding integration 

programme, embedding 

safeguarding across the full range of 

PSIRF learning responses 

• Further embedding SAR learning 

into prevention and system design, 

linking learning to commissioning, 

neighbourhood health approaches 

and workforce development 

• Maintaining focus on complex risk 

and professional judgement, 

particularly during a period of 

ongoing system pressure and 

transformation 
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4LSAB Policy Subgroup 

 

As the new Chair, Jo Lappin has 

provided the following submission on 

behalf of the 4LSAB Policy Subgroup: 

 

I am fortunate to chair the 4LSAB Policy 

subgroup on behalf of colleagues and 

partners. It has been a busy year for 

the 4LSAB subgroup with all meetings 

well attended and positive participation 

by all agencies. Each meeting we 

monitor an extensive programme of 

work and the group meets bi-monthly 

with ad hoc additional meetings as 

required to progress specific pieces of 

work.  

 

The updated 4LSAB Learning and 

Development Guidance and new 4LSAB 

Exploitation and Cuckooing guidance 

were approved at the October Policy 

subgroup meeting. A launch of the new 

Safeguarding Concerns guidance 

followed in December. Both policies 

were both ratified at the HSAB.  

 

 

 
 

 

 

We have continued to work 

through the following policy areas:  

 

• The new document on 

medications errors and 

safeguarding 

• The HBV, Forced Marriage and 

FGM Policy (which will become 

a Harmful Practices policy) 

• Updated 4LSAB Allegations 

Management Framework 

• Identification of resources on 

alcohol and safeguarding 

• Updated homelessness 

guidance 

• Updated hoarding guidance 

• Updated guidance on 

safeguarding young people 

moving into adulthood 

 

 

 

We are proud of the 4LSAB suite of 

policies and guidance and look forward 

to continuing to review and update our 

policies and guidance to give 

practitioners and managers the tools 

they need. This will ensure abuse 

and/or neglect is prevented wherever 

possible, adults at risk are supported 

and where abuse and/or neglect does 

happen it is dealt with effectively.  

 

Jo Lappin  
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4LSAB Housing Subgroup  

 

Strong partner engagement and 

collaboration: Continued good multi-

agency attendance and contribution 

across housing providers, local 

authorities, health, fire service and 

safeguarding boards, with ongoing 

efforts to widen representation. 

 

 

Key achievements 

 

 

• Community Partnership Information 

(CPI), increasing awareness of 

responsibilities, processes, and best 

practice in sharing safeguarding 

intelligence with police and partners 

• Supported review of homelessness 

and hoarding frameworks, as well as 

a Glossary of Housing Roles 

• Increased emphasis on learning 

from safeguarding cases (including 

those not meeting SAR criteria), 

identifying missed opportunities 

and using this learning to inform 

practice and training, e.g. non-

access 

• Safeguarding, Prevent, and suicide 

prevention awareness sessions 

• Preparation for new legislation and 

emerging practice areas: 

Residential PEEPs legislation, 

including sharing guidance, 

developing processes, and 

encouraging joint working with fire 

services 

• Task and finish group, focusing on 

fire safety and mobility equipment, 

to address complex operational 

issues and develop consistent 

approaches and best practice across 

providers 

 

 

Challenges   

 

 

• Variation in training uptake and 

consistency across organisations: 

While training is available, it is not 

consistently mandatory or 

embedded across all providers, 

creating gaps in assurance 

• Complexity of housing landscape 

and roles: 

Differences between housing 

providers and local authority 

functions make it challenging to 

create clear, universally understood 

guidance and pathways 

• Information sharing and 

professional curiosity: 

Ongoing challenges in ensuring 

effective use of information sharing 

tools (e.g. CPI) and maintaining 

professional curiosity, particularly in 

cases involving disengagement or 

hidden harm 

• Keeping pace with policy, competing 

legislative, and system changes 

 

 

Future Plans 

 

 

• By embedding learning from 

Safeguarding Adult Reviews (SARs) 

and wider practice, the group 

reinforces the importance of 

professional curiosity, early 
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intervention, and ongoing 

monitoring of risk 

• Create a stronger focus on the 

sharing of good practice and 

innovation, helping partners to learn 

from one another and adopt 

approaches that improve outcomes 

for adults at risk 

• The group will continue to enable 

partners to share insight into their 

organisational practice, including 

training, policies, and service 

delivery, helping to identify variation 

• Continue to provide understanding 

of how safeguarding is being 

implemented across the housing 

sector  

 

 

Learning and Review Subgroup

 

 

Key achievements 
 

 

• Establishing a standing membership 

for LRS which has improved decision 

making and knowledge of previous 

learning from SARs 

• Addition of an HDAP rep in light of 

increased domestic abuse related 

suicides/adult domestic homicides 

• Up to date with SAR referral decision 

making and commissioned reviews. 

• Scoping quality has significantly 

improved from most agencies 

making case decisions quicker in 

LRS 
 

 

Challenges   
 

 

• Scoping deadlines are IMR deadlines 

are not being met by every agency 

causing a delay or incomplete 

information for decision making 

• Complex cases require more 

discussion than the 20 minutes 

allocated which can mean not all 

cases are heard 

 

 

Future focus  

 

 

• Increased assurance work to ensure 

learning from SARs is embedded in 

safeguarding responses 

 

Areas of interest for strategic priorities: 

• Increase in parricide, predominantly 

where the adult has care and 

support needs 

• Updated DHR guidance is set to 

include unexplained and 

alcohol/drug related deaths in 

future DHRs/DARDRs so we may see 

an increase in joint SARs. 

DHRs/DARDRs 
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4LSAB Fire Safety Development 

Group 

 

 

Key achievements 

 

 

• Development and publication of 

FSDG Thematic Review 22-24. The 

thematic review consisted of an 

analysis of data from 35 fire 

incidents reviewed by the FSDG 

which occurred between 1st January 

2022 and 31st December 2024 

• Development and publication of 

2025 FSDG Learning Briefing. The 

purpose of FSDG Learning briefing is 

to share with all 4LSAB partner 

agencies the key learning from the 

fire deaths and near miss incidents 

reviewed by the 4LSAB Fire Safety 

Development Group (FSDG) 

identified over the previous 12-

month period 

• Continued facilitation of 4LSAB 

FSDG meetings and associated 

workstreams 

• Multi-agency reviews of 11 cases (4 

fatalities within the Hampshire Local 

Authority area) 

• Continued sharing of identified 

national learning, sharing 

information from Reg 28 involving 

fire fatalities. 

 
 

Challenges   

 

 

• Maintaining consistent and 

continuous multi-agency 

representation to help support and 

deliver the aims and objectives of 

the FSDG 

 

 

Future focus  

 

 

• To explore the link between poor 

mental health and an individual’s 

vulnerability to fire 

to establish prevalence and engage 

with relevant partners to ensure 

robust awareness of fire 

vulnerability 

• To engage with partners across the 

4LSAB area who have a 

commissioning role or who 

commission services – to seek 

assurance of fire risk management 

within the services they commission 

and the promotion of the 4LSAB Fire 

Safety Framework  
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HSAB Stakeholder Subgroup 

 

 

Key achievements 

 

 

• Wide dissemination of information 

from the Board across stakeholders, 

including voluntary and community 

sector (VCSE) in Hampshire by 

members using their networks and 

forums.  

• Good quality and inclusive 

information fed into the 

group/board from stakeholders and 

their wider network that informed 

the direction of work undertaken.  

• The group successfully completed 

the Myth busting campaign which 

went live on the Board website and 

was publicised widely throughout 

Hampshire by the Board, the 

website, stakeholder members and 

their wider networks.  

• The annual Stakeholder Survey took 

place, and there was a good 

response. See Page 56 

 

 

Challenges 

 

 

• The challenge still remains around 

ensuring we are hearing the voices 

of a complex range of stakeholders 

that are in Hampshire, gathering 

feedback and disseminating 

safeguarding information far and 

wide. These mechanisms are vital to 

enhance and shape the work of the 

stakeholder subgroup for the Board.  

We have some excellent 

connections but continue and strive 

to widen these to ensure there is 

representation across all sectors.   

• A further challenge can be time and 

capacity for the group members, but 

they remain committed to the 

group, and the group communicates 

across a variety of mechanisms to 

ensure collaborative and timely 

decision making. 

 

 

Future focus  

 

 

The group are currently focusing on the 

tasks in the new 2025-28 HSAB 

strategic priorities. 

 

• The group has commenced work 

developing a co-produced 

communication strategy providing a 

clear accessible explanation of 

safeguarding and the support that is 

available. 

• Create a one-minute guide on what 

an unpaid carer is. 

• Create closer working links with the 

Hampshire Leadership forum and 

VCSE.  

• Create an easy read version of what 

a community/voluntary organisation 

is to ensure that the wider 

community can have confidence 

when working with such 

organisations.  

• To continue to review the 

membership of the group to ensure 

broad stakeholder representation 

and plug any gaps. 
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HSAB Quality Assurance Subgroup  

 

The HSAB Quality Assurance (QA) sub-

group continue to support the Board’s 

oversight of local safeguarding 

arrangements.  

 

 

Key achievements 

 

 

Over the last year the group has 

considered what this oversight looks 

like and has worked with partners to 

ensure that the data they bring is 

meaningful to support in providing not 

only an overarching picture of 

safeguarding activity, quality and 

effectiveness of safeguarding services 

within the boards area but also helping 

to identify systemic service issues and 

emerging themes.  

 

Continued collaboration across a broad 

range of partners is essential to ensure 

safeguarding arrangements remain 

responsive, effective, and person-

centred. 

 

But ensuring that all partners are 

confident and equipped to contribute 

to assurance discussions the groups bi-

monthly meetings allow for peer 

feedback and challenge which is 

essential to support engagement, 

enhance the depth of analysis and 

maintain the integrity and impact of the 

QA process. 

 

 

Challenges   

 

 

An ongoing challenge remains the 

timely and complete data returns from 

all partner agencies however with the 

change in how data is being captured it 

is hoped that this is becoming less 

onerous for partners allowing for them 

to provide timely data displayed in a 

more informative way.  

 

 

Future focus  

 

 

The group is starting to further explore 

additional assurance and audit activity 

work. To provide a deeper 

understanding around themes and 

service issues with the aim of hearing 

the adults voice, supporting the board 

to recognise, respond and support 

partners to improve safeguarding 

practice across its area taking an 

evidence-based approach. 
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2026 Biennial Self-Audit 
The Safeguarding Adults Boards in Hampshire, Isle of Wight, Portsmouth and 

Southampton (4LSAB) developed a shared Safeguarding Self-Audit survey which was 

designed to enable respective Boards to fulfil their remit of ensuring local 

safeguarding arrangements are both effective and also deliver the outcomes that 

people want.  

 

Local agencies were asked to undertake the Self-Audit to help them evaluate the 

effectiveness of their internal safeguarding arrangements and to identify and 

prioritise any areas needing further development. The Self-Audit is completed on a 

biennial basis, and this approach supports the 4LSAB in its governance and remit of 

holding local agencies to account for their safeguarding work. This is a facilitative 

process to support continuous improvement and the data that is collected is shared 

with the boards and in each areas annual report. Areas of generic learning and 

thematic findings will be identified and used to inform the HSAB’s strategic 

development. 

 

For guidance, policies and tools relating to the following points, please go to the 

Hampshire Safeguarding Adults Board Website 

 

 
 

Key Highlights from the 4LSAB Self Audit: 

 

Theme Response  

Data collection and 

quality assurance on 

safeguarding activity 

It is important that all agencies routinely collect data on the 

number of concerns they have raised, the number of 

concerns about their service, and concerns about people in 

a position of trust in order to identify and address themes 

and trends.  

 

https://hampshiresab.org.uk/
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It is also essential for agencies to review the quality of the 

concerns they raise on a regular basis, for example as part 

of an audit programme. 

 

Incorporating 

new/updated 4LSAB 

policy 

The 4LSAB policies are overarching documents, and it is 

important that they are incorporated into standard 

operating procedures within each organisation.  

 

Referrals for Home Fire 

Safety Visits  

All agencies should be assured that appropriate referrals 

are being made to Hampshire and IOW Fire and Rescue 

Service for Home Fire Safety visits for those that meet the 

criteria. It is not essential to have visited the adult's home to 

make a referral.  

 

More information about Home Fire Safety Visits and the 

referral process and criteria can be found on the Hampshire 

& Isle of Wight Fire & Rescue Service website. 

 

Multi-Agency Risk 

Management (MARM) 

Framework and when to 

use it  

The 4LSABs are currently working on reviewing and 

refreshing the MARM framework. We have identified staff 

confidence in using MARM as a key learning theme in many 

Safeguarding Adults Reviews. 

 

Unpaid carers  It is important that agencies can identify unpaid carers (e.g. 

family/friends) and know what support is available for 

them.  

 

The 4LSAB are currently developing a One-Minute Guide on 

Unpaid Carers.  

 

Embedding learning 

from Safeguarding 

Adults Reviews and 

other learning/review 

activity 

Agencies should disseminate the learning from 

Safeguarding Adults Reviews within their organisation and 

consider any changes to practice or systems that may need 

to be made in response.  

 

Advocacy It is an expectation that all agencies understand the role of 

advocacy and can refer where appropriate. Statutory 

safeguarding Advocacy in Hampshire is provided by 

Voiceability 

 

https://protect.checkpoint.com/v2/r06/___https:/www.hantsfire.gov.uk/safety/home-safe-home/safe-and-well/___.ZXV3MjpoY2Nwcm9kOmM6b2ZmaWNlMzY1X2VtYWlsc19hdHRhY2htZW50OmVmOWU4ODI0MTIzNDA5NmVhZmFlZTAzMTlkNWFiZjQxOjc6Y2ZlODozZDViZjVhODU4ZDhmZjEwMmJkNDYzZjEzZTc1N2NlNTg1ZjU5NWJjYWFiMmVjYzQ2NTIyMmJmNzhiMWUxZTIxOnA6RjpG
https://protect.checkpoint.com/v2/r06/___https:/www.hantsfire.gov.uk/safety/home-safe-home/safe-and-well/___.ZXV3MjpoY2Nwcm9kOmM6b2ZmaWNlMzY1X2VtYWlsc19hdHRhY2htZW50OmVmOWU4ODI0MTIzNDA5NmVhZmFlZTAzMTlkNWFiZjQxOjc6Y2ZlODozZDViZjVhODU4ZDhmZjEwMmJkNDYzZjEzZTc1N2NlNTg1ZjU5NWJjYWFiMmVjYzQ2NTIyMmJmNzhiMWUxZTIxOnA6RjpG
https://protect.checkpoint.com/v2/r06/___https:/www.voiceability.org/support-and-help/services-by-location/our-services-in-hampshire___.ZXV3MjpoY2Nwcm9kOmM6b2ZmaWNlMzY1X2VtYWlsc19hdHRhY2htZW50OmVmOWU4ODI0MTIzNDA5NmVhZmFlZTAzMTlkNWFiZjQxOjc6MzNlNjpmYTVkNzEyODE4NDJlMWExOTExNWY3NDI2YjExZjUzOWY2NGIzMzcxZjJiMDRlYzY4YWFkMzIzZjliNmM0NmUzOnA6RjpG
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Feedback  It is an expectation on agencies that they will seek feedback 

from adults supported through safeguarding and use this 

information to improve processes and practice, as part of 

their governance. 

 

 

Agencies will now use their self-audit results to improve safeguarding practice where 

these opportunities have been identified. The four LSAB’s will provide challenge and 

seek assurance that progress has been made.  

 

Where evidence identifies the need for focused support to develop a specific aspect of 

safeguarding practice, this will be referred to the appropriate subgroup and 

incorporated into the agreed ongoing workplan. An example of this will be to provide 

targeted awareness training of Home Fire Safety Visits and targeted support to GP 

surgeries to strengthen adult safeguarding pathways.  

  

https://www.hantsfire.gov.uk/safety/home-safe-home/safe-and-well/
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Communication, 

safeguarding events and 

training programme 

 

The HSAB aims to promote awareness and understanding of abuse and neglect 

among service users, carers, professionals, care providers and the wider community. 

 

The HSAB is committed to engaging the 

community in safeguarding efforts, 

highlighting the message that 

'Safeguarding is Everyone’s Business.' 

This commitment is reflected in its 

website, engaging via HCC social media, 

dynamic training programme, 

participation in stakeholder events, and 

presence at various partnership 

boards, meetings, and forums across 

Hampshire, Portsmouth, Southampton, 

and the Isle of Wight. 

 

Following the launch of the new 

Hampshire Safeguarding Adults Board 

website in January 2025, there has been 

ongoing work to streamline and 

improve its accessibility and the 

information being provided. 

 

Easy-Read Enabled: Our website 

includes easy-read options for key 

documents, making it accessible to all 

users, including those with learning 

disabilities or those who prefer 

simplified text. 

 

Engaging Design: With a fresh, modern 

look, the website is visually appealing 

and user-friendly, encouraging visitors 

to explore and engage with our 

content. 

 

Comprehensive Resources: Find a 

wealth of information on safeguarding, 

including Policy and Guidance 

documents, Safeguarding Adult Review 

reports, information on keeping safe, 

and training materials all organised for 

easy access. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

During the period 1st April 2025 to 

31st March 2026, the HSAB 

website has received  

35,656 page views, 

with 22,653 unique 

views from across 

the UK.  

The home page of the site was the 

most popular, with 7,006 views, 

followed by the Report Concerns 

page, with 6,821 views. 

 

https://hampshiresab.org.uk/
https://hampshiresab.org.uk/
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Safeguarding Concerns Launch  

 

 
 

In January 2026, the four Local Safeguarding Adults Boards ran an interactive session 

focusing on the updated 4LSAB Safeguarding Concerns Guidance (July 2025) and how 

it informs best practice in identifying, reporting, and responding to safeguarding 

issues. The session covered key pathways, learning from Safeguarding Adult Reviews, 

as well as insights into areas such as medication errors, homelessness, resident-on-

resident abuse, pressure ulcers, falls, substance use, suicide and self-harm, and 

domestic abuse.  Real-world examples were provided to help strengthen consistent, 

person-centred safeguarding practice across all settings. A breakdown of the focused 

topics covered can be viewed below: 

 

 

Navigating the 

guidance 

  

Pathways and 

Alternative 

Routes 

  

SAR Learning 

(Anne) 

 

 

  

Spotlight on 

Medication Errors 

       

 

Spotlight on 

Homelessness 

 

  

Spotlight on 

Resident on 

Resident Abuse 

 

  

Spotlight on 

Pressure Ulcers 

 

  

Spotlight on Falls 

 

       

 

Spotlight on 

Substance Use 

  

Spotlight on 

Suicide / Self-Harm 

 

 

  

Spotlight on 

Domestic Abuse 

 

https://protect.checkpoint.com/v2/r06/___https:/hampshiresab.org.uk/wp-content/uploads/2025/07/4LSAB-Safeguarding-Concerns-Guidance-July-2025-FINAL.pdf___.ZXV3MjpoY2Nwcm9kOmM6bzowNmU0MWYyMmEzMTc5ZGQxYzBhZjEyZWMyNDhlYzBiYTo3OmM1MmQ6MmMyODM4ZmMwN2RhZTUxMTliZGNmMGE3NWE5OGQ1ZDA3YmIwMTNiMGI1NjcxZjJmZGZmMDRkMzU2ZGVkYWZjYTpoOlQ6Rg
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National Safeguarding Adults Week (17–21st November 2025)  

National Safeguarding Adults Week 2025 focussed on the theme of Prevention – Act 

Before Abuse, with encouragement to shift the focus from reactive safeguarding to 

proactive intervention. In conjunction with the other three Adult Safeguarding Boards 

in the area (Isle of Wight, Portsmouth, and Southampton), themes were identified for 

the week that focused on topical issues based on local experience and knowledge. 

Collaboration on these themes enabled the Safeguarding Adults Boards to ‘speak with 

one voice’ across the entire area by sharing national and local materials and 

promoting core messages across social media channels.  

 

 

During the week, Hampshire County Council used its Social Media channels to 

promote National Safeguarding Adults Week.   

Facebook posts received reached over 26,000 views.  

  

 

National Safeguarding Adults Week Survey 

In November 2025 Hampshire County Council ran a survey with members of the 

public and other stakeholders on Adult Safeguarding in Hampshire on behalf of the 

Hampshire Safeguarding Adults Board. 375 respondents shared their behaviours, 

experiences, and views through the survey. Respondents were asked about: 
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Headline findings included the following: 

 

Awareness of Adult Safeguarding 

81% of respondents had heard of the term 'adult safeguarding' before taking the 

survey. 

 

Inequalities around safeguarding of mental and physical health issues 

While 77% felt confident that they knew where to go to seek help for adult with 

physical ill health, this was lower (56%) in relation to mental health concerns 

 

Suggestions of ways to improve awareness of, and engagement with, 

safeguarding services covered contact channels, communications, consistency of 

processes, community engagement, and the co-ordination of multi-agency working. 

A majority of respondents suggested improving awareness of safeguarding using 

leaflets and posters in doctors’ surgeries (72%) and community buildings (60%), with 

social media adverts also popular (47%); this was consistent amongst those who were 

not familiar with adult safeguarding. 

The results of the survey have informed the HSAB Strategic Priorities 2025–2028, 

in particular, priority one, ‘Raising and responding to safeguarding concerns’ 

including: 

• Enhancing recognition of abuse and neglect 

• Strengthening understanding of what adult safeguarding is 

• Understanding and identifying risk and when a safeguarding concern 

should be raised 

• Partners working effectively to respond to safeguarding concerns in 

partnership with a strong commitment to action and assurance of learning 

from outcomes 

  

Hearing the persons voice and meaningful change through feedback is also a 

focus within the strategic priorities.   
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Event attendance 

The HSAB resource stand was taken to various events in different areas of the 

county. These included conferences networks, forums and seminars, reaching 

2,270 attendees. 

 

Training Highlights 

 
 

In 2025-26 the HSAB delivered 

41 multi-agency training events, 

with bookings totalling 2428. 

 
 

Predatory marriage 

Predatory marriage is a term used to describe a situation where a vulnerable 

individual, often elderly or cognitively impaired, is manipulated or coerced into 

marrying someone who is primarily motivated by financial gain. This type of 

marriage is particularly concerning in the UK due to its legal implications on 

wills and inheritance. 

 

HSAB commissioned a session for colleagues and stakeholders on Predatory 

Marriage, working in collaboration with Hampshire Registration Services, who 

were able to provide advice on cases where they suspect a predatory marriage 

could be investigated and prevented in Hampshire.  

 

Since this session Registration Services have been contacted by social workers 

for advice on cases where they suspect a predatory marriage could be 

investigated and prevented in Hampshire. This is a good reminder of what’s 

possible when services come together with a shared purpose. 

 
 
 
 

              

 

Court of Protection, Inherent Jurisdiction and Safeguarding 

On behalf of HSAB, subject matter experts from Hampshire County Council 

Adults’ Health and Care and Hampshire and Isle of Wight NHS Foundation Trust, 

delivered a set of sessions providing knowledge and resources for practitioners 

working within the court arena, safeguarding and complexities of mental capacity.  
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Homicide Timeline 

In response to learning from safeguarding practice, HSAB commissioned an 

introductory and overview session on The Homicide Timeline, delivered by 

Professor Jane Monckton Smith.  

 

The Homicide Timeline is a unique framework developed to help professionals 

understand escalating risk in intimate partner relationships involving Coercive 

Control and Stalking.  The session explained what Coercive Control and Stalking are, 

what the patterns might look like and examples of a perpetrator’s thinking and 

motivations.  

 

 

Tissue Viability 

On behalf of HSAB, the Clinical Director of the Lighthouse Clinic from NHS 

Dermatology Services, delivered a session exploring hospital discharge 

planning, managing skin integrity and palliative care, and consideration of 

national policy relating to safeguarding adults in this specific area of care. This 

followed learning from the ‘Edith’ SAR and updates to the national Department 

of Health and Social Care Pressure Ulcer Protocol.  

 

 

Delegate feedback examples 2024-25 

 

 

The presenters were really engaging 

and clearly very passionate about 

their roles. It was easy to understand 

the information shared. 

  

 

I like that it is a snapshot of information, 

without a huge time constraint out of the 

working day. We can follow slides and 

these are sent after with all relevant info. 

Already shared with colleagues how 

helpful these HSAB learning 

programmes are. 

 

   

 

 

More in-depth and more relevant to 

what I actually encounter, gave me a 

better understanding. Very well 

presented 

  
 

The amount of and the quality of 

information given was amazing, it was 

not too much that i felt overwhelmed 

by it. I feel i can pass on this 

information to others if needed. 

https://www.gov.uk/government/publications/pressure-ulcers-how-to-safeguard-adults
https://www.gov.uk/government/publications/pressure-ulcers-how-to-safeguard-adults
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BREAKDOWN OF ATTENDEES BY SECTOR FOR COURSES RUN IN 2025-26  
*Attendance from Fire Services, Police and Education have been amalgamated into Other. 

 

Sector Number of Delegates (2428 Total) 

Local Authority 572 

NHS 482 

District and Borough Councils 210 

Care Agencies 370 

Housing 232 

Charities 300 

Other/Not Specified (inc. Fire Services, 

Police and Education) 
262 
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Looking ahead 
Some of our key priorities for the coming year are: 

 

• Continue to deliver the 

Operational Delivery Plan for our 

Strategic Priorities. 

Acknowledging that some of 

these are carried over due to 

their level of complexity 

 

• Work with the community and 

voluntary sector to further 

incorporate the voice of service 

users and carers in the work of 

the Safeguarding Adults Board 

 

• Continue effective coordination 

of the volume of SAR referrals 

coming into HSAB  

 

• Work with organisations to 

support the submission of 

appropriate safeguarding 

referrals 

 

• Produce an education campaign 

about organisational abuse for 

service users and carers, 

ensuring that the voice of the 

adult is heard and that we 

engage with the Hampshire Care 

Association, to find out what the 

issue are for providers and how 

the SAB, commissioners, 

providers and regulator can best 

work together to address the 

issue of organisational abuse  

 

 

•  

 

• Audit the effectiveness of the 

4LSAB Multi-agency Risk 

Management Framework in 

Hampshire and respond to 

opportunities to improve. Within 

this, consider what best practice 

looks like in working alongside 

adults with the range of risks 

present, where there is, or may 

be, risk of, or experience of, 

abuse or neglect 

 

• Ensure that learning from SARs 

or Single agencies is acted on 

and embedded within practice 

and assurance from our partners 

received 

 

• Continue to work closely with our 

sub-groups and create a 

structure to support constructive 

challenge and multi-agency 

working  

 

• Deliver key training to partners 

through a comprehensive HSAB 

training offer 

 

• Provide ongoing support of 

Policy/guidance delivery via the 

4LSAB Policy subgroup 

 

• Work closely with Hampshire 

Domestic Abuse Partnership to 

deliver focused training and 

assurance in response to 

learning from reviews 
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• Review and further develop the 

4LSAB Exploitation Cuckooing 

guidance in response to the 

Crime and Policing Act 2026 

enforcing cuckooing as a criminal 

offence. Ensure all agencies 

understand their roles and 

responsibilities 

 

• Connect with national work on 

achieving and maintaining 

engagement. Produce local 

guidance and a toolkit 

 

 

 

Local Government Reorganisation 

The Government has set out its intention for four new unitary councils to be created 

on the Hampshire mainland as part of its plans for Local Government Reorganisation. 

Subject to legislation, the new Unitary councils are expected to commence from May 

2028. Up to their formation, the County Council retains its statutory duty as lead 

agency for the SAB. During this period of change, the HSAB will continue to seek 

assurance that safeguarding arrangements remain robust and effective.  
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HSAB Financial Summary 

2025-26  
 

The Board continues to work efficiently delivering value for money, looking internally 

for partnership opportunities as well as collaboration with neighbouring Safeguarding 

Adults Boards where appropriate.  

 

The Board successfully sought contributions from partners, the majority of funding is 

from the three core statutory partners, with Hampshire County Council continuing to 

hold the largest share. 

 

CORE BUDGET INCOME 2025-26 

 

Income source 2025-26 Amount (Rounded, £) 

Hampshire County Council 215,968 

Hampshire and Isle of Wight Integrated 
Care Board  

70,558 

Hampshire Constabulary 32,550 

Wider Partners 23,561 

Total £329,068 

 

 

 

 

 

 

 

 

 


