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Nortolk Sateguarding Adults Board

Sateguarding Adults Boards are required in each local authority area under section 43 of the Care Act
2014. They are a partnership of organisations in that area who work together to safeguard people who
have care and support needs, from abuse and neglect.

Norfolk Safeguarding Adults Board (NSAB) leads work across Norfolk to ensure that all agencies, and
individuals, do everything they can to prevent abuse and neglect from occurring in the first place, to
respond quickly when abuse and neglect happen, and that safeguarding practice improves the quality of
lite of adults in the county.

We recognise the importance of public, private and community organisations, and the people within
them, working together in the key areas of prevention, managing enquiries and shared learning from
Sateguarding Adult Reviews (SARs), as well as highlighting the need for professional curiosity to be
encouraged and supported if we are to make Norfolk a safer place for people who need care and support.

As a partnership, we are committed to the principles of Making Safeqguarding Personal (MSP) this means
listening to what the adult or their representative would like to achieve, and ensuring supportis available
which enhances involvement, choice and control as well as improving quality of life, wellbeing and safety.

We want people to be able to live safely in communities that:

— have a culture that does not tolerate abuse in any environment
-~ work together to prevent harm

—~ know what to do when abuse happens

Our NSAB Strategic plan 2023-26 tells you more about our vision and our plan to achieve it.
You can see our ‘plan on a page’ at the end of this report along with the ways we measure our success.

You can also find more about NSAB on the NSAB who we are page.

Our board members come from a range of organisations, and you can view these on the
NSAB board members page.
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Message from
Natalie Cowland,
Independent Chair

Welcome to Norfolk Safeguarding Adults Board 2025/2026 Annual Report.

This year the Board reviewed its strategy and agreed new priorities for 2026 onwards, providing renewed
focus. We reviewed our structure to ensure our subgroups are set up in the best way to help us deliver
against our priorities and support the Board's work.

The Board’s work has been recognised through a National Fire Chiefs Council award for prevention and
partnership working onfire risk associated with emollient creams. Across the partnership, there have also
been significant changes, including the restructuring of the Integrated Care Board and a Care Quality
Commission inspection of Norfolk Adult Social Care. The Board continues to monitor the impact of these
changes and associated improvement activities.

We remain committed to seeking assurance that adults are at the heart of statutory, voluntary and
community services, working together to enable people to live free from abuse and neglect.

Since | joined the Board in 2025, agencies have faced considerable change and pressures. Looking
ahead, further developments are expected, including Local Government Reorganisation and reforms to
Healthwatch, probation and policing. This reinforces the importance of the Board's role in assuring the
effectiveness of salequarding arrangements for adults in Norfolk.

This year we published two Safeguarding Adult Reviews (SARs) and are looking to ensure learning from
these is translated into practice, with clear evidence of improvement. Timeliness of our SARs remains a
challenge and continues to be afocus for the subgroup.

We said goodbye to our board manager, Walter Lloyd-Smith and thank him for over ten years of dedicated
service, unwavering passion and significant contributions to safeguarding in Norfolk. His blogs will also
be missed! We are pleased to welcome Nicola Allum, who joins us from Norfolk’s Community Safety
Partnership and brings strong experience to the role.

Looking ahead, we will monitor the development of the proposed National Safeguarding Board,
recommended by Baroness Casey, and consider how it will support our work.

Finally, | would like to recognise the commitment of practitioners across Norfolk who work to improve
outcomes for adults with care and support needs, at risk of, or experiencing abuse and neglect. My thanks
also go to colleagues who chair our subgroups, and to the business team, Becky, Petra and Andrea for their
continued hard work and commitment.

Nokpue, Cowdang

Natalie Cowland,
Independent Chair
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Message from
Walter Lloyd-Smith,
Board Manager

As | take early retirement at the end of March 2026, this report reflects on the work of the NSAB and its
partners over the past year.

Our focus has been on strengthening an inclusive safeguarding culture while improving understanding of
the impact of raising awareness of adults at risk. Our aim remains that staff feel confident, supported, and
equipped to protect those most at risk. At its heart, sateguarding is the everyday delivery of human rights
through frontline practice.

Safeguarding need across Norfolk remains complex. We continue to see cases shaped by self-neglect,
mental ill health, substance misuse, homelessness, and long-term conditions. These challenges require
coordinated multi-agency responses, professional curiosity, and a shared commitment to Making
Safeguarding Personal.

Strong partnership working has remained central. We have focused on collective engagement,
embedding learning, and fostering a culture where practitioners feel confident to ask questions and
improve practice. This has been important during a period of change and uncertainty for several partners.
A key question is whether we are making a difference. | believe we are. Progress may feel gradual, but it is
real. As | reflected in my final blog: “Behind every acronymiis a person, and behind every policy is a human
decision. We must stay focused on what matters - being compassionate, curious, and courageous.”

This year, NSAB has delivered significant work. We published two Sateguarding Adult Reviews; both identify
important learning and where systems need to strengthen, and a briefing on intersectionality to support
inclusive practice. We led Safeguarding Adults Week in November, focusing on prevention, community
resilience, and sharing good practice through events and partnership campaigns. We also welcomed our
independent chair, Natalie Cowland, and agreed new strategic priorities for April 2026 onwards. The
board responded to the Care Quality Commission inspection of Adult Social Care, recognising areas for
improvement while reinforcing our commitment to timely, person-centred safeguarding.

Looking ahead, national changes will shape sateguarding through the introduction of a national board.
NSAB will play its part locally, while remaining focused on ensuring adults in Norfolk are supported to live
free from abuse and neglect.

Finally, | thank the NSAB business team, board members, and all partners for their dedication.
Safeguardingis everyone's responsibility, every day, and the progress reflected here is a testament to our
collective efforts.

h. Léa7d A SuAA

Walter Lloyd-Smith
NSAB Board Manager / Business Lead
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Review of our

Business Delivery Plan:
Completed work 2025/26 and some of our planned work for 2026/27

This plan links with our new three-year strategy, structured against the three pillars that
underpin our approach.

Our approach to data and analytics has continued to be well supported by Norfolk County Council’s
(NCC) Insights and Analytics (& A) team and a special mention to Alex Scerrifor our PowerBl dashboard
showing NSAB measures which our board members are able to access.

Preventing Abuse and Neglect Priority

We have coordinated our partnership activities using an evidence-based approach, with language and
material that is relevant and accessible, raising sateguarding awareness amongst the people of Norfolk
and targeting safeguarding awareness for particularly vulnerable groups.

Work to build structured links with our local prison services has continued, with several meetings held
during 2025-26, including a focus on revising and updating the framework for safeguarding in the
criminal justice pathway.

Further work has been undertaken by NCC to explore the accessibility of information for D/deaf, blind
and partially sighted people as part of continuous improvement work in relation to our Equality Impact
Assessment. The aim is to identify what best practice should look like - particularly for D/deaf people
who are recognised to face specific and more significant barriers when seeking to access information
and services online. While assistive technology is absolutely improving equality of access for people

with different levels of sight impairment, a lack of accessible information for D/deaf people - particularly
British Sign Language users - is a wider issue but nationally very few (if any) complete solutions have been
identified to date.

In national Safeguarding Adults Week 2025, NSAB members created a Tips on Prevention briefing which
we published in November on our website.

In July Opening Doors presented their report (working with Healthwatch) to NSAB on a survey they
completed with adults who have learning disabilities and autistic adults, in relation to safeguarding
understanding and reporting. A task and finish group is now working on the recommendations from that
report which are: to provide education for people with learning disabilities about abuse and sateguarding;
to provide education for professionals and workers about the difficulties faced by this populationin
contacting sateguarding; to address barriers preventing people with learning disabilities making
sateguarding reports; to provide clear, accessible information about abuse and safeguarding and to
co-produce solutions with community groups.
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https://www.norfolksafeguardingadultsboard.info/assets/documents/PREVENTION-TOP-TIPS-From-NSAB-MEMBERSFINAL.pdf

Also, in July our Local Safeguarding Adults Partnership (LSAP) meetings explored the topic of exploitation
and cuckooing, linking to learning from some of our recently published SARs; there was also a joint
meeting with the Locality Safeguarding Children Groups in September which focused on local processes
supporting transition.

In September we held a webinar on modern slavery, which improved awareness and
understanding for attendees according to the evaluation:

Question:
What was your level of knowledge of modern slavery, human trafficking and exploitation before and after
the webinar; with1being low and 5 being high?

SEE SOME]
HEAR SOMI

SAY SOMET

if you are worried
adult who js

P
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Strategic plan measures:

Develop ways to gather and collate feedback from people providing and using services to measure their
confidence / understand their experience of sateguarding.

Statistics from local authority safeguarding enquiry records, 2025/26

Percentage of people who define what outcome they want
at the beginning of a Section 42 (S42) Care Act enquiry

® Desired outcomes asked = 86.8%

(asmallincrease from last year).

Percentage of people whose identified outcome was met

93.5% ® Desired outcomes achieved =93.5%

(asmall decrease from last year).

Access to advocacy
® Enquiries where people at risk were supported = 93.6%

Note: a change in NCC formsin 2024 led to issues with this
measure, now resolved.

CCO

® Enquiries where referrals for independent advocacy
were required and made =59.1%
59 (anincrease of 23% on the previous year).

Proportion of people who feel safe after the
‘ safeguarding intervention
® People atriskfeel safe = 85.5%

(very similar to last year).
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Managing and Responding to Concerns About Abuse or Neglect

We have worked to recognise the different needs and possible barriers which vary across our communities
and aim to be inclusive in all aspects of sateguarding.

The homelessness subgroup was stood up this year and started work to map existing pathways and
processes across Norfolk. Following the development of our new strategic planfor 2026-29 the decision
has been made to move this to a task and finish group which will determine the best way to support a
consistent multi-agency response to the needs identified.

In July NSAB published a 7 minute briefing on enablers and barriers in multi-agency meetings as a result of
group work completed in the May LSAP county meeting.

As the successful framework pilot we reported on last year concluded, work continued to develop this into
an even more concise version to promote and share particularly with providers. This framework covers
the most reported incidents from providers of health and social care: falls, medication errors, incidents
between adults with care and support needs and pressure areas. Promotion included presentations at
provider events including Norfolk & Suffolk Care Support and Achieving Care Together conferences.

Strategic plan measures:

Develop multi-agency audit processes to identify both qualitative and quantitative data to monitor the
reporting of safeguarding concerns and Making Safeguarding Personal, including understanding the lived
experience of those supported by the safeguarding process.

Examination of S42 conversion rates - in each abuse type

In2025-26, around 35% of all contacts recorded as a potential safeguarding concern progressed
to afull enquiry under S42. Through the Quality and Assurance subgroup, a ‘deeper dive’ into
neglect as our most reported form of abuse was completed in 2025-26. This led to wider work

to improve the accuracy and consistency of reporting neglectissues, including promotion of the
concise concerns framework.

Tracking the safeguarding process - time taken to complete a S42 enquiry

B Interim efforts to safeguard were made within 3 working days = 80.6%
B Median wait time to initial review = 4 working days (anincrease from 3 in 2024-25)
B Overall median days to start enquiries = 1 working day

B Overall median days to close enquiries = 119 working days (a small decrease from last year)

Start of S42 enquiry Completed S42 enquiry
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https://www.norfolksafeguardingadultsboard.info/protecting-adults/abuse-and-neglect/safeguarding

Monitor the number of repeat safeguarding concerns reported

@ 7% of cases have repeat safeguarding concerns within 12 months
(aslightincrease from last year)

Questions asked through follow up by the local authority (NCC)
at the end of S42 enquiry

The NCC safeguarding team has continued their work where adults who have been involved

in safeguarding enquiries are spoken with afterwards, to better understand their experience
and the outcomes. This is shared with NSAB, and the overarching theme continues to be the
importance of human relationships and connection in feeling ‘safe’. Themes feed into social care
updates and quarterly Organisational Wide Learning (OWL) briefings. Links were made with
Norfolk Integrated Domestic Abuse Service (NIDAS) with the aim of increasing representation
of domestic abuse survivors, but this has not yet been successful.

' @ Percentage of people at risk who were informed of

the outcomes of their S42 enquiries = 79.4%

(very similar to previous years)

@ Percentage of people at risk who were satisfied with
the outcomes of their S42 enquiries = 74.8%

(small increase)

&

85.1% outcomes of the $42 enquiry = 85.1%
(small decrease from 85.5%)

@ Percentage of referrers who were informed of the
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Learning Lessons and Shaping Future Practice
We have produced and shared a range of relevant insights and guidance across the partnership.

We have created two new 7 minute briefings working with Suffolk Safeguarding Partnership, “the impact
of parental substance use on children” (based on system learning in Suffolk) and a briefing for GPs on
self-neglect and hoarding. Norfolk Community Safety Partnership also developed a series on domestic
abuse linked with disability, risks, Lesbian, Gay, Bi, Trans and Queer+ (LGBTQ+) and affected others.
You can find the link to these on the NSAB domestic abuse page.

In July, NSAB supported three “Emollient and Fire Risk” webinars, co-delivered in a working group with
the Norfolk & Waveney ICB and Norfolk Fire and Rescue Service. Nearly 700 people attended, and the
working group later won a Norfolk Fire & Rescue Service Partnership Award 2025 and the National Fire
Chiefs Council’s winner of the Partnership Working Award 2025.

In October, the Self-Neglect and Hoarding subgroup held a face-to-face event, and you can read more
about that further on in this report.

In August we published the NSAB safequarding concerns framework, as well as a concise version.

ﬁ, Norfolk Fire and
Rescue Service

B nortolk Fee ang
W Rescue Serviee
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https://www.norfolksafeguardingadultsboard.info/publications-info-resources/resources/7-minute-briefings
https://www.norfolksafeguardingadultsboard.info/protecting-adults/abuse-and-neglect/types-of-abuse/domestic-abuse
https://www.norfolksafeguardingadultsboard.info/protecting-adults/abuse-and-neglect/safeguarding

Strategic plan measures

By asking partners to demonstrate how they have implemented actions/learning; developing a way to
evidence the impact of learning from SARs and other reviews, considering the corporate / organisational
level versus individual experience - what has changed?

All action plans developed from SAR
recommendatlon? will now halve an ‘impact This will be incorporated in
column added which will require feedback from ] )

) ) ) ) all SARs/Learning reviews
partners evidencing the implementation of

actions/recommendations and timeframe
for completion.

The Safeguarding Adults Review
Group (SARG) now is identifying past This is included on SARG
recommendations/actions to revisit and meeting agendas

request partners provide evidence of changes/
improved practice.

AlINSAB training/

On-going - qualitative feedback for webinars

awallrert\.ess {e vent;{nov;l:\ av: (above); annual review of the Train the

ev: uation formsriee adc Trainer programme including the refresher
to er.nonstrate e session - included within annual report
practice.

Started in 2024, covers participation in
NSAB meetings / workstreams / LSAPs

/ subgroups as well as events / webinars,
where guidance or other material has been
used, and the impact of this.

NSAB annual survey
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Impact and outcomes

This year’s annual survey saw a noticeable drop in responses, compared to the previous year however
feedback was consistently positive.

Respondents highlighted that engagement with NSAB through meetings, events and communications had
strengthened their practice, improved awareness of legislation and supported decision making.

There has been increased awareness of professional curiosity and confidence in training delivery; one

said ‘| definitely have become more confident in delivering my (safeguarding) training. Also, the refresher
training and resources on the website have strengthened my safeguarding course. The new framework has
helped with understanding and culture around reporting.

Many reported sharing learning with colleagues and using NSAB resources regularly.

People use our website for arange of purposes - to find and share information, to access training, guidance
and policies, to understand more about reporting safeguarding concerns. They have also used our Easy
Read material, read our SARs, and viewed our animations. 80% of people who responded are signed up to
our newsletter.

Between 1 April 2024 and 31 March 2025, have you used any of our guidance
documents?

Allegations against people in positions of trust - 1

Child & adult safeguarding: an overview _ 3
Complex case management guidance _ 2
Domestic abuse and older adults _ 7
Falls and safeguarding _ 2
Guidance on unsafe discharge and safeguarding _ 2
End to end safeguarding flow diagram - 1
Information sharing guidance _ 7
Making safeguarding personal _ 8
Managing professional difficulties _ 3
Medication errors and safeguarding _ 4
Professional curiosity guidance _ 7
Safeguarding v safeguarding (safety) _ 4

Safely ceasinginvolvement 0

Any 7 minute briefing (7MB) or other guidance _ 6

Number of people
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Safeguarding
Adults Reviews (SAR)

Section 44 of the Care Act determines when Saleguarding Adults Boards must
carry out a SAR.

The Safeguarding Adults Review Group (or SARG) is a subgroup of NSAB who meet monthly to discuss
referrals, decide whether they require further exploration and whether the criteria under s44 is met.
Reviews are undertaken in cases of serious harm or death of an adult with care and support needs, where
there's a suspicion of abuse or neglect and there is concern that partner agencies could have worked
together more effectively to protect the adult.

The goal is to identify learning from these cases, map to the NSAB overarching strategy and implement
changes to prevent similar harm in the future. The membership is drawn from the three statutory partners
(local authority, police and health) supported by a senior solicitor, the NSAB board manager and deputy
manager, coopting other agencies, as appropriate. The SARG chair presents an update at each NSAB
meeting where enquiry, comment and challenge are encouraged.

Reviews concluded in the reporting period
NSAB published three reviews in the period April 2025 to March 2026.

Safeguarding Adults Partnership Review Irene was published in April 2025 following the deaths of
amarried couple, both in their mid 80s. A note detailing suicide had been left, and it was identified to have
been written by George.

The review was a joint Domestic Homicide Review (DHR) and SAR with the title of a Safeguarding Adults
Partnership Review to reflect the nature of the potential learning and out of respect for the surviving family
who are clear that there had been no incidents of domestic abuse prior to the violent act by their father
which resulted in their parents’ death. The review highlighted themes around:

— Domestic abuse and carer fatigue in older couples
— Engaging directly with vulnerable, dependent patients in safe spaces
— Discussions with older patients around partner abuse, carer stress and suicidal ideation / planning

Read the Irene Safequarding Adults Partnership Review
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https://www.norfolk-pcc.gov.uk/who-we-are/community-safety-partnership/domestic-abuse-related-death-reviews/published-domestic-abuse-related-death-reviews/

SAR/DHR Doris was published in September 2025. Doris was in her 80s when she was killed by her
lodger, Chris (pseudonym). Valuable input from Doris’s family and friends helped the review gain an
understanding of Doris and her life, and to identify areas of improvement in safeguarding practice. The
review highlighted themes around:

— Listening to families when concerns are raised

— Recognising coercive control and the links to cuckooing

- Informedrisk assessment

—  Professional curiosity

— Mental capacity assessment

— Recording and sharing information between agencies

— Improved training to recognise all forms of domestic abuse

The review recommendations have formed a multi-agency action plan. Norfolk Community Safety
Partnership and NSAB monitor this plan to ensure the lessons are put into practice, embedded and
shared widely.

Read the Doris SAR/DHR Review

SAR Douglas was published in February 2026. Douglas was 21 when he tragically took his own life in July
2022. He was a bright, sensitive young man and lived with neurodiversity, multiple physical and mental
health conditions and had significant caring responsibilities within his family throughout his life. The review
focused on exploring:

—  Whole-family perspectives and understanding household dynamics
-~ Autism awareness and recognition of day-to-day lived experience
— Mental health needs and suicide risk
- Inconsistent support across transitions
= Young and adult carer responsibilities
= Inclusion of fathers and male carers
— Service pressures and capacity
An all-agency briefing has been created to support agencies to learn from the findings of the review.

Read the SAR Douglas Practitioner Briefing.

— It outlines the importance of understanding the whole household and adopting a ‘Think Family’
approach and should include engaging with fathers.

= It guides practitioners to recognise cumulative stress and hidden risk and states what practitioners
must also do to ensure the voice of the child /young adult is heard.

— ltdraws out the importance of understanding the lived experience of autism and Douglas’
self-identity and how autism interplays with mental health.

— The briefing highlights key requirements for practitioners to support young people as they
transition into adult mental health services and at points of transition through their education
journey and on to employment.

= Ithelps practitioners understand their responsibilities to recognise and support young carers.

Read the Douglas Safeguarding Adults Review
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https://www.norfolksafeguardingadultsboard.info/publications-info-resources/safeguarding-adults-reviews/dardrsar-doris
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https://www.norfolksafeguardingadultsboard.info/publications-info-resources/safeguarding-adults-reviews/sar-douglas-published
https://www.norfolksafeguardingadultsboard.info/publications-info-resources/safeguarding-adults-reviews/sar-douglas-published

Work relating to Safeguarding Adults Reviews has continued throughout the reporting period, in line with
statutory responsibilities and local processes. This includes ongoing oversight and afocus on ensuring that
learning is identified, shared, and embedded to support continuous improvement in sateguarding practice.

What NSAB and partners have done to implement the findings of reviews

through 2025/26

Reviewed and strengthened systems to identify multiple attendances and detect patterns of

concern (SAR LMN).

Implemented robust Integrated Care Board (ICB) monitoring schedule for in- county
placements; established single point of contact for out-of-area placements and published

details online (SAR LMN).

Promoted information on cuckooing via NSAB website, newsletter and LSAPs. Work continues in
partnership with the Norfolk Community Safety Partnership (SAR Adult P).

Sought and received assurance on the legal mandate to conduct a Section 42 enquiry when an
individual has died; updated NSAB policy and procedures and circulated to partners (SAR Adult R).

Reviewed methodology shared with the National Board Managers’ Network (SAR Eric).

Completed a multi-agency scoping exercise to assess the impact of limited placement options for
adults of all ages with complex needs (SAR Eric).

Developed and published (via the NSAB website) alearning briefing tool to improve legal literacy
on Mental Health Act and Mental Capacity Act terminology and criteria (SAR Eric).

Produced and shared a briefing video highlighting Eric’s story, reinforcing the importance
of recording the source of diagnosis, and promoting access to NCC-commissioned suicide
prevention training via Norfolk and Waveney Mind (SAR Eric).

Strengthened clarity of roles and expectations in Multi-Agency Public Protection Arrangements
(MAPPA) meetings, supported by aformal complaints and escalation process approved by

the Strategic Management Board; delivered ongoing multi-agency MAPPA training to raise
awareness of roles, responsibilities, and professional challenge (SAR X).

Strengthened joint working between NCC and Suffolk Adult Social Care to ensure a smooth,
timely release process from His Majesty’s Prison (HMP) Norwich L Wing, with clear arrangements
to proactively address issues (SAR Eric).

Produced and relaunched clear, updated information and supporting materials to articulate
current safeguarding terminology, roles, responsibilities and processes, including web content,
frequently asked questions (FAQ)s), and guidance on raising concerns; widely promoted through

partnership channels (DHR/SAR Doris).

216 -



Safeguarding Adult Review Referrals: An Overview

Gender

® Male-10 ®

-m

emale - 12 ®
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Referral outcomes

Did not meet criteria /
no further action

Did not meet criteria/
single agency learning

Information
gathering stage

SARs commissioned

DARDR / SAR commissioned

=

Types of abuse

@ Neglect/ self-neglect and acts of omission

® Homeless

® Domestic abuse

® Multiple

Age range

18-24 1
25-45 3
46 - 65

66 - 85+

Ethnicity*

O

White British

Unknown

*Ethnicity is asked for on the SAR referral form, but it is not always completed.

17



Adult Social Family NCH&C  Norfolk Community NNUH NSFT Police
Care Safety
Partnership

B Referralsreceived

Learningin practice through LSAPs
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Contributions from our
Three Statutory Partners

Adult Social Care

Throughout 2025/26 we have continued to progress our improvement and transformation programme,
including actions to strengthen triage, increase capacity and streamline internal processes. The
programme is grounded in the principles of Human Learning Systems, placing relationships, learning, and
local collaboration at the centre of practice. This has included afocus on relational practice, reducing
unnecessary bureaucracy, and developing more place-based approaches wherever possible to improve
outcomes for people and communities. We have also prioritised closer working with our Adult MASH
colleagues, strengthening partnership working and decision-making at the front door. This has enhanced
information sharing, supported more timely and proportionate safeguarding responses, and improved
our ability to identify and manage risk at the earliest opportunity. Alongside this, the transformation
programme is simplifying recording requirements and reducing administrative burden, enabling
practitioners to spend more time undertaking direct sateguarding enquiries and supporting people.

As highlighted by a CQC inspection, a key challenge has been responding to partner concerns regarding
the safeguarding online portal. In response, we established a dedicated portal group to address both
technical issues and the structure and content of the referral form. Through co-design activity with
partners, we introduced a professional form to mitigate the impact while longer-term improvements were
developed. A revised portal form has been user-tested with partners and launched in Spring 2026, with
positive feedback. We will continue to work collaboratively with providers and partners to co-produce
relational solutions that support effective saleguarding practice.

This also includes work being undertaken with providers to review the approach to Quality in Norfolk.
Workshops with providers have co-designed the future Quality Operating Model, which is grounded
inthe Human Learning Principles already mentioned. The aim is to ensure we improve quality of care in
Norfolk to achieve the stated Commissioning priority which is included in our Market Position Statement
and detailed below.
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Delivering high-quality care is the foundation of afair, inclusive, and sustainable system. Our ambition

is for everyone in Norfolk to receive Good or Outstanding care that is safe, consistent, and person-
centred, meeting each person’s needs and aspirations. This will be achieved through stronger leadership,
continuous learning, and co-production.

We have also introduced the concept of Learning Visits (referred to as Appreciative Inquiry) within
Commissioning, with the sole purpose of listening and learning from providers and people that receive
care and support. These started in early 2026 and the intelligence from these visits are a rich source of
information, focused on understanding the experience of providers in the delivery of care, to inform our
commissioning approach.

SAR learning continues to be disseminated and embedded through a structured learning cycle.

Key learning is shared through quarterly Organisation Wide Learning (OWL) briefings and cascaded
through managers and Safeguarding Adults Practice Consultants in team meetings. Learning is reinforced
through annual review of safeguarding training, ensuring course content reflects emerging themes from
SARs and DARDRs. We also utilise NSAB resources to strengthen learning, linking OWL briefings to
NSAB seven-minute briefings and webinars, alongside promotion through the department’s

Friday Focus newsletter.

Key themes generated from our face-to-face LSAP meeting
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Norfolk Constabulary

Over the last financial year, Norfolk Constabulary has continued to strengthen its safeguarding
arrangements in line with the NSAB priority areas, with a strong emphasis on effective partnership
working and continuous improvement. Our activity aligns with the NSAB strategic focus on prevention,
effective management and response, and learning lessons, ensuring safeguarding practice is
proportionate, inclusive and evidence based.

Prevention - Raising Awareness and Targeted Engagement

Sateguarding awareness has been reinforced through a coordinated programme of communication,
guidance and training. The force “Making a Difference” campaign has provided clear, accessible guidance
to frontline officers on completing high quality safeguarding referrals, supporting the early identification of
vulnerability and risk. The campaign has also focused on strengthening key communication skills for staff,
alongside promoting empathy and kindness as core principles when engaging with vulnerable persons.

Safeguarding expectations and learning have been embedded through Response Officer Development
Days, shift briefings and intranet safeguarding hubs, ensuring prevention messages reach officers most
likely to encounter adults at risk. These activities supportincreased safeguarding awareness and promote
engagement with NSAB resources and partnership pathways.

Managing and Responding - Inclusive and Proportionate Practice

Norfolk Constabulary recognises that vulnerability presents differently across communities and that
barriers may exist due to mental ill health, substance misuse, coercive control or impaired capacity. The
MASH Standard Operating Procedure (reviewed 2025) provides clear expectations for identifying
and recording vulnerability, supported by daily multi agency MASH meetings to enable timely, informed
decision making.

Assurance is provided through a range of measures such as Domestic Abuse Scrutiny Panels, Rape
Scrutiny Panels, and other internal and external safeguarding governance structures to name just afew,
which test the quality, proportionality and inclusivity of safeguarding responses. In addition, the Force
conducts detailed audits of vulnerability and safeguarding practice, with findings reported through
internal governance structures. This learning directly informs force wide communication, training input
and supervisory expectations, strengthening consistency and quality across the workforce.

Learning Lessons - Embedding SAR Learning and Continuous Improvement

Learning from SARs and Domestic Homicide Reviews (DHRs)/ Domestic Abuse Related Death Reviews
(DARDRSs) has been disseminated through updated policy, training and supervisory guidance, with a
strong focus on professional curiosity, escalation of risk and avoiding premature closure of cases.

To further improve the Force response to vulnerability, Norfolk Constabulary has engaged with the
National Vulnerability and Public Protection Centre to undertake peer reviews, including a recent
thematic review of domestic abuse. Learning from this work will be shared internally, with progress against
recommendations monitored.

Relevant learning arising from our audit arrangements and independent reports will be disseminated
across partner agencies.

Summary

Through strengthened governance, targeted training, robust audit activity and independent peer
challenge, Norfolk Constabulary continues to contribute positively to the multi agency sateguarding
system in Norfolk, supporting safer outcomes for adults at risk and embedding continuous learning into
everyday practice.

_21.



Norfolk and Suffolk NHS Integrated Care Board
(previously Norfolk and Waveney)

During 2025/26, Norfolk and Waveney Integrated Care Board (ICB) continued to deliver its statutory
safeguarding responsibilities in line with the NHS England Safeguarding Accountability and Assurance
Framework, while contributing actively to the priorities of the NSAB. This was achieved during a period

of significant organisational transition, with the ICB maintaining strategic leadership and oversight across
health partners. The ICB has sustained a collaborative, system-wide approach to safeguarding, ensuring it
remains embedded within patient care, commissioning and service delivery.

In support of NSAB's prevention priority, the ICB strengthened communication, engagement and
workforce capability across the health system through regular safeguarding forums and communities of
practice. These brought together provider organisations to share learning, promote consistency and align
approaches to key areas such as the Mental Capacity Act, domestic abuse and adult safeguarding.

The ICB also continued to disseminate safeguarding information, training opportunities and NSAB
resources through established communication routes, including a monthly General Practice newsletter.

In relation to managing and responding, the ICB ensured robust health engagement in one SAR and one
joint DHR/SAR, working with commissioned providers to scrutinise practice, represent primary care and
ensure learning reflected the needs of local populations. Training and learning activity reinforced inclusive
safeguarding practice, including awareness of coercive control and its impact on decision-making.

Multi-agency forums hosted by the ICB also provided opportunities for escalation, shared problem-solving
and system alignment, strengthening coordinated responses across partners. A key focus during the year
was embedding learning from statutory reviews. The ICB facilitated bimonthly partnership meetings

with health organisations to oversee a composite action plan and ensure that learning from reviews
translated into practical improvement. This included targeted training, development of case studies and
policy refinement. For example, a case study based on a joint DHR/SAR was shared with Primary Care
Sateguarding Leads to support understanding of complex risk factors and promote earlier intervention.

The ICB also worked with NSAB to provide assurance against review actions, including strengthening
escalation processes and embedding learning within primary care services.

The main challenge during 2025/26 was maintaining safeguarding leadership and capacity during system
transformation. This was mitigated through strong partnership working, shared leadership and continued
focus onlearning. Looking ahead to 2026/27, the ICB’s move to a more strategic commissioning role,
alongside national changes to safeguarding functions and responsibilities, presents both risks and
opportunities. The ICB remains committed to working collaboratively with NSAB and partners to ensure
safeguarding functions are transterred safely, learning is demonstrably embedded and the impact of
safeguarding activity across the health system can be clearly evidenced.
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Locality Sateguarding
Adults Partnerships (LSAPs)

There are five LSAPs in Norfolk, meeting bimonthly and covering north, south, east, west and central
Norfolk. The partnerships are made up of a wide range of colleagues who work with adults at risk and/or
have responsibility for safeguarding adults within their role.

These local networks support NSAB work within those communities, with excellent and supportive
leadership by our fabulous chairs - thanks always to Steven and Liam (south LSAP), Lucy and Alicia
(central LSAP), Jo and Lynn (east LSAP), Pete (west LSAP) and Sam and Tom (north LSAP). Deputy board
manager Becky also supports all the meetings including planning, collating relevant material and leading
the face-to-face sessions for the county twice ayear.

These essential links between strategic and operational safeguarding continue to support NSAB's
evidence-based approaches, with updates from the LSAPs to board and vice versa each set of meetings.

We had three face-to-face sessions this year - in May our county meeting included overviews of SAR Eric
and SAR Adult X, an excellent session led by Kate Brolly from the ICB on mental capacity and executive
functioning, and group work thinking about how to foster strong relationships and effective partnership
working in multi-agency meetings - with the output creating new seven minute briefings for our
partnership 7-minute briefing: Enablers and barriers in multi-agency meetings. In September we linked
with the Locality Safeguarding Children Groups (LSCGs) to hold joint in person meetings with a focus

on transitions, promoting local connections to improve those ‘soft handovers’ thatimprove outcomes for

young adults.

At our November meeting Natalie (NSAB's Independent Chair) joined us and talked about the new NSAB
priorities for 2026-29, and members came up with ideas for topics for next year too. We had an interactive
session led by Jo from NIDAS who talked about domestic abuse and intersectionality, including a short
mindfulness exercise.

Our virtual meetings included more learning from local reviews (DHR/SAR Doris and SAR Douglas),
discussions on local sateguarding issues (increase in financial scams and courier fraud for example) and

the impact of organisational changes across the county. In the June meetings there were a number of issues
raised about changes to the NCC reporting portal - we were able to collate these and share with the local
authority, which led to a significant piece of work to improve the forms and process, including asking partners
to be part of the testing phase - a very positive and collaborative example of ‘you said, we did'l

We receive consistently positive feedback on our face-to-face and virtual meetings, recognising the
value of providing an informal and supportive learning and sharing forum, building strong local and county
wide relationships and understanding between organisations and agencies, fostering our safeguarding
community which makes such a difference to adults at risk every day.
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https://www.norfolksafeguardingadultsboard.info/document/958/7MB-Enablers-Barriers-in-multiagency-meetings.pdf?t=f3160b5b41d5b2a28decbe8be997727855c8c779

Self-neglect and Hoarding
Subgroup

The Self-Neglect and Hoarding subgroup continue to meet approximately bimonthly, and the chair is
grateful to the passionate colleagues from different agencies and locations across Norfolk who contribute.

During the past 12 months the group has regularly updated the resources available on the dedicated
self-neglect and hoarding page of the NSAB website. This includes revising the practitioner guidance to
aid colleagues supporting people with self-neglect and/or hoarding behaviours.

The subgroup held a successful practitioner workshop facilitated by social work colleagues, Alison Roe
and Steph Hudson, providing practical tips and advice, followed by Kate Brolly from the Integrated Care
Board who focused on mental capacity and executive functioning.

As anintegrated care system, we are identifying more people living with self-neglect and/or hoarding. This
is likely to increase as legislation such as the Social Housing Regulation Act 2025 requires registered
social landlords to know their tenants and deal with condition of property issues.

Kerry Sharples, also from the ICB, mapped the support available across the county which has confirmed
there is inconsistent provision and lack of recurring/sustainable funding, despite this issue being identified
in approximately 60% of SARs nationally.

The group is pleased that self-neglect and hoarding has been identified as one of the three priority areas
for the board in coming years and look forward to working together to ensure that it continues to provide
the best supportit canfor people affected.
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Quality and Assurance
Subgroup

A key piece of work this year was the independent advocacy deep dive. The group reviewed a sample

of 22 cases to understand whether advocacy was being offered when needed. The findings provided
reassurance that support from family/friends, as well as formal advocacy, was generally being considered
appropriately. This work directly informed discussions about refining the indicator methodology and
setting arealistic target.

The subgroup also investigated the ‘felt safe’ indicator, completing a structured check of 80 cases across
two periods. This offered assurance that a notable portion of ‘no/not recorded’ results reflected technical
or recording issues rather than practice failures. The review nevertheless highlighted a small number of
cases where risk mitigation was not clearly evidenced, and it generated practical recommendations for
improving recording and managerial checks which have been implemented.

Alongside this, the subgroup led a deep dive into the abuse type neglect, drawing together trend analysis
(including residential vs domiciliary patterns) and agreeing actions around provider engagement, clarity
on thresholds, and strengthening feedback/learning routes. This work fed into NSAB reporting and
ongoing assurance conversations.

The group continues to progress a multi-agency audit into hospital discharge arrangements in the county,
arising from arecommendation from SAR R. It awaits the evaluation of a hospital discharge checklist and
carers passport, and the completion of a small audit on assessment for equipment for discharge.
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Safeguarding Awareness:
Train the Trainer

NSAB has commissioned this one-day, face-to-face course from KP Social Care Training for several years
and participant feedback remains consistently high.

During the reporting period, 17 people attended the two workshops, including representatives from care
providers and voluntary/community organisations. Participants liked the relaxed and friendly environment,
the good case studies and the training tools provided. In November, NSAB offered a ‘refresher’ session
which was aimed at those who had attended a ‘Train the trainer’ workshop in the past few years. [t was
attended by 15 people and focused on sharing experiences and best practice.

Follow up evaluation responses from 16 participants showed that they had delivered the safeguarding
awareness training within their workplace and reached over 670 colleagues through more than 108
training sessions. The trainers evaluated their sessions and received positive feedback, including how
engaging and accessible the training was.

Overall, the 16 participants who'd shared feedback felt that the training had a positive impact on their
organisations by increasing staft awareness of safeguarding responsibilities, improving recognition and
reporting of concerns, encouraging discussion and shared learning and strengthening confidence in
accessing support.

One comment from the evaluation form said: ‘Regular training and updates at team meetings ensures staff
have that professional curiosity when working with our clients. They have also all undertaken the ‘make
every contact count’ training.”

Find out about the Train the Trainer workshop.
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| Mental Capacity Act:

Facilitated Sessions

The board progressed a comprehensive programme of work to strengthen Mental Capacity Act (MCA)
practice across the partnership in response to national and local learning. National analysis identified
MCA issuesin 58% of Safeguarding Adult Reviews, highlighting the need to improve assessment quality,
multi-agency working, and person-centred decision-making.

Local engagement identified the need for clearer guidance, practical tools, and better escalation
pathways. Inresponse, NSAB has developed and published a range of resources, alongside facilitated
learning sessions to build practitioner confidence through real-world, applied learning.

Feedback has been highly positive, with practitioners valuing practical tools, real-life examples, and open
discussion, and reporting increased confidence.

The board extends its thanks to Vikki Bunting (NCC - Adult Social Care) and Kate Brolly (Norfolk and

Suffolk ICB) for their significant contribution, expertise, and leadership in driving this work forward.
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Our Website and Comms

Our website continues to receive much recognition, both in Norfolk and nationwide.

Inthe reporting year we've had:

4:31 minutes

® 16,079 visitors < \¢ is the average time a user

® 29,008 sessions on the site Sf’?nds on our'web5|te, each
visit (last year’s average was

e 50,214 pages viewed 3:25 minutes)

(including pages viewed multiple times)

® 1.73 pages viewed per session

9,575

resources have been
downloaded

The NSAB self-neglect and hoarding practitioner guide was the most popular resource
receiving 387 downloads and the highest number of page views.

Sateguarding Adults Reviews for Eric (published in February 2025) and Douglas
(published in February 2026) generated strong and continued interest.

We continue to publish our Safeguarding Matters monthly newsletter, which is sent to
almost 1,000 inboxes of those who've signed up. Itis also available to view on our website
Safeguarding Matters monthly newsletter.
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Safeguarding Adults
Collection Return 2025/26

The Sateguarding Adults Collection (SAC) records safeguarding activity for adults aged 18 and over in
England, reported to or identified by local authorities. ltincludes demographic details of adults at risk and
information about alleged incidents and must be submitted by councils to NHS England each year. The
data presented here relates specifically to Norfolk, providing a local picture of safeguarding concerns,
enquiries and outcomes to support understanding of trends and priorities.

Total safeguarding contacts received and numbers which progressed to a Section 42
safeguarding enquiry:

2024/25 2025/26
Contacts received 7026 8,854 (up 26%)
Section 42 enquiries concluded 2,769 2972 (up 7%)
‘Other’ sateguarding 171 247 (up 45%)

(note:in August 2024 NCC moved to progressing safeguarding enquiries where the individual has died
from ‘S42’ to ‘other safeguarding’)

The number of safeguarding concerns received increased by 26% from 2024/25 t0 2025/26.542
enquiries were roughly consistent with last year, but 45% more other enquiries for deceased individuals
were recorded.

Counts of Individuals 18-64 65-74 75-84 = 85-94 95+
by Age Band

Individuals involved in Section 42 1052 297 614 538 89

safeguarding enquiries

42% of concerns involving working-aged people progressed to Section 42 enquiries,
compared to 30% for people over 65.
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Counts of Individuals

Female

by Gender

Individuals involved in Section 42
safeguarding enquiries

964 1,617

Women made up 60% of S42 enquiries, and enquiries rose 13% for women and 5% for men.

Ethnicity Numbers in 2024 / 25 Numbers in 2025 / 26

White 1,896 2,062
Mixed / Multiple 14 24
Asian / Asian British 22 15
Black / African / Caribbean / 13 11

Black British

Other Ethnic Group 15 22
Refused 12 13

Undeclared / Not Known 401 436

Ethnicity was recorded for 82% of people involved in Section 42 sateguarding enquiries. While
white people continued to make up the overwhelming majority (97%) of those involved in concerns
and enquiries for whom ethnicity was recorded, there was a notable 22% increase in the number of
concerns involving people from ethnic minority backgrounds, compared to a12% increase in those
involving white people. Concerns involving people from ethnic minority backgrounds had a slightly
higher rate of progressing to enquiries (38% vs 35% for white individuals).
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Location of abuse (542 2024/25 2025/26

enquiries)
Own home 1,200 1,378
Residential care home 826 668
Hospital - acute 133 99
Hospital - mental health 92 13

Location of risk - ‘Own Home' continued as the most common location of risk, increasing by 14% on

last year and making up 46% of all Section 42 enquiries. Enquiries involving care homes continued to
decrease, by 19% this year. In general, enquiries involving institutional settings (care homes, hospitals, and
community services) decreased by 13% vs last year.

(;‘;';ee‘:qau"i’l‘_‘i::) 2024/25 2025/26
Physical 734 791
Sexual 252 289
Psychological 512 559
Financial 597 682
Discriminatory 9 7
Organisational 93 69
Neglect & acts of omission 1132 947
Domestic abuse 324 394
Modern slavery 9 4
Self-neglect 66 %

Neglect and acts of omission remained the most common type of risk in 2025/26 but continued to decline
(-17% vs 2023/24). Self-neglect increased significantly by 41%, and there were notable increases in the
fifth most common type of risk - domestic abuse (15%) - and the third - financial or material abuse (13%).

Thanks to Alex Scerri NCC I& A team for the data and brief analysis here.
For turther information, please see Safeguarding Adults - NHS England Digital
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Financial Summary 2025/26

Income source

General funding (£)

Contribution to deputy

board manager post (&)

Expenditure

227,459

NCC (incl. BM and 1IFTE ESA) 149,094 10,000
ICB 35,835 10,000
Norfolk Constabulary 33,260 10,000
— District councils (£5,150 each) 36,050
- Norfolk & Suffolk 3,090
Foundation Trust
—  Norfolk Community 3,090
Health & Care
— Queen Elizabeth Hospital 3,090

66,050
293,509

(€)

Total

Total staffing 268,738
Miscellaneous (website, venue hire, IT equipment, events, etc) 4,695
Training costs (incl. Train the Trainer) 2,258

275,691
17,818

SAR costs (£)
‘ SAR Budget as at 01/04/26 + transfer from general budget 30,093
‘ SAR costs and commitments as at 31/03/26 19,843 ‘

Remaining SAR budget for 2026/27

10,250
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Contact Details

Tel: 03448008020
Email: nsab@norfolk.gov.uk

Original Document Name
Norfolk Safeguarding Adults Board Annual Report 2025/26

Version Control
1

Date of publication
01September 2026

Availability

Hard copy on request. Please email nsab@norfolk.gov.uk or at norfolksafeguardingadultsboard.info
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