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1. Context 
 

The fundamental purpose of Safeguarding Adult Review's (SAR's) is reviewing the multi-
agency service response to a vulnerable adult in order to learn lessons for the future 
and ensure improvements are implemented.  They will make sure that the Hillingdon 
Safeguarding Adults Board (SAB) gets the full picture of what went wrong, so that all 
organisations involved can improve their practice and services. 

 
In developing these guiding principles, the Hillingdon Safeguarding Adult Board seeks to 
ensure that: 
 

• We have processes for learning and reviewing that are flexible, proportionate 
and open to professional and public challenge 

• We can determine locally what type of review is appropriate dependant on the 
nature of the case and the agencies involved 

• A culture of transparency is created that provides for a positive shared learning 
culture 

 
This documents sets out the Boards expectations for a Safeguarding Adult Review of a 
serious case, within which there is room for professional judgement and flexibility. 
 
This guidance is for multi-agency safeguarding adult reviews  
 
The criteria is met when: 
 

• An adult at risk dies (including death by suicide) and abuse or neglect is known 
or suspected to be a factor in their death; or 

• An adult has sustained a potentially life threatening injury through abuse, 
neglect, serious sexual abuse or sustained serious and permanent impairment of 
health or development through abuse or neglect; and one of the following: 
 

− Where procedures may have failed and the case gives rise to serious 
concerns about the way in which local professionals and/or services 
worked together to safeguard adults at risk 

− Serious or apparently systematic abuse that takes place in an institution 
or when multiple abusers are involved.  Such reviews are likely to be 
more complex, on a larger scale and may require more time 

− Where circumstances give rise to serious public concern or adverse 
media interest in relation to an adult/adults at risk 
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− The Domestic Homicide Review (DHR) process will be used instead when 
someone has been killed as a result of domestic violence and abuse.  
DHR's were established on a statutory basis under Section 9 of the 
Domestic Violence, Crime and Victims Act (2004). 

− The multi-agency statutory guidance for the conduct of domestic 
homicide reviews can be found at this link: 
https://www.gov.uk/government/publications/revised-statutory-
guidance-for-the-conduct-of-domestic-homicide-reviews 
 

2. Guiding Principles 
 

The following principles have been agreed by Hillingdon SAB and should be observed by 
all agencies when participating in a SAR.  The degree of relevance will depend upon the 
nature of the case and type of review. 
 

1. Proportionality - a proportionate and least intrusive response is made, balanced 
with the level of risk. 

2. Urgency - agencies should take action immediately and follow this through as 
quickly as possible. 

3. Accountability and engagement - the Board will hold individual agencies to 
account at each stage of the process. 

4. Impartiality - those conducting reviews should not have been directly concerned 
with the adult at risk or the family. 

5. Thoroughness - all important factors should be considered and there should be 
an opportunity for all those involved to contribute. 

6. Inclusion - the review should include, and support, the victim, family and staff 
throughout the process as appropriate. 

7. Links - should be made to other investigations and the criminal justice system 
8. Openness - the review should be a transparent and honest appraisal of practice.  

Publication will be considered on a case by case basis.  The recommendations 
will be published in the Annual Report as a minimum. 

9. Confidentiality - the review will operate within a framework of confidentiality, 
paying due regard to the balance of individuals rights and the public interest. 

10. Co-operation - the Safeguarding Adult Board will provide a framework to ensure 
close collaboration between all the agencies involved. 

11. Resolution and Learning -any new knowledge or lessons learned should be 
shard and disseminated on a multi-agency basis, with identified issues promptly 
auctioned by the agencies concerned.  Additionally, it is intended that they will 
be used to develop and promote practice regionally. 
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12. Review - action should be taken to ensure recommendations have been 

implemented. 
 
 
 
 
3. Decision Making Process 
 

This policy document sets out the Hillingdon Safeguarding Adults Boards decision 
making processes for such reviews.  A guiding principle is that the Board will ensure that 
decisions are made as expeditiously as possible. 
 
There should be clarity about what is expected from the review, where the best 
learning will be and what type of review will be most useful.  A safeguarding adult 
consideration panel will be convened to consider the case that has been referred to the 
Hillingdon SAB Business Manager.  The referral to the Hillingdon SAB Business Manager 
must be made through an agencies safeguarding representative on the Operational or 
Executive Board.  This will be a standing sub-committee of the Board.  The Chair of the 
panel will make a recommendation to the SAB Independent Chair who will make the 
final decision within 14 working days as to whether an SAR will commence or not.  The 
Hillingdon SAB will then be notified if an SAR will be commissioned.  No one model will 
be applicable for all cases.  The focus must be on what needs to happen to achieve 
understanding, take remedial action and, very often, provide answers for families and 
friends of adults who have died or been seriously abused or neglected.  Every effort 
should be made while the SAR is in progress to capture points from the case about 
improvements needed and to take corrective action. 
 
When commissioning a SAR the following points should be agreed: 
 

• Scope of the Terms of Reference 
• Knowledge, skills and experience of the reviewer 
• Timescales for completion 
• Who will secure any legal advice required 
• How the interface between the SAR and any other investigations or reviews will 

be managed (see section on links with other investigations) 
• A communication strategy, including clarification about what information can be 

shared when and where (conditions) 
• A media strategy 
• What the arrangements for administrative and professional support are and 

how it will be paid for.  Funding will need to be agreed on an individual basis and 
proposals for funding submitted to the Hillingdon SAB Executive Board for final 
agreement 
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Those conducting a review should be of an appropriate senior level in the organisation, 
and be able to remain objective and impartial.  The Chair of the review will be agreed by 
the Panel and will need to be independent. 
 
 
 
 
 
 
 
The SAR will be supported by the Hillingdon SAB Business Unit.  The Hillingdon SAB 
Business Manager will act as the Review Manager to ensure the review is kept within 
set timescales. 
 
A serious case review sub-committee has been established which will report to the 
Hillingdon SAB Executive Board.  This sub-committee will review and monitor progress 
from SCR's and also look at learning from other authorities SCR's.  The sub-committee 
will consist of representatives from the partnership. 
 

4. Outside of SAR remit 
 

Where the Hillingdon SAB agrees that a situation does not meet the criteria but 
agencies will benefit from a review of actions, other methodologies can be considered.  
These include: 
 

• Serious Incident Review - Organisations should use their own SI procedures if 
this is deemed suitable and special consideration should be given to the 
involvement of relevant partner organisations. 

• Management Review - A review by an individual organisation in relation to their 
understanding and management of a particular safeguarding issue. 

• Reflective Practice Session - The original participants in the case my review 
identified aspects of the case as part of a reflective practice session chaired by 
the Safeguarding Lead or other such suitable person, including an independent 
facilitator. 

• Learning Together -A collaborative scrutiny approach to a case. 
 
5. Information Sharing 
 

It is important that organisations share information related to abuse or neglect with 
SAB's. 
 
The Care Act 2014 places a statutory duty on the agencies involved in the Board to 
share information that SAB's request, which is relevant to SAB's functions.  This is so any 
problems can be tackled quickly, and lessons can be learnt, to prevent the same thing 
happening again. 
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6. Support for the Adult at Risk 
 

In non-fatal cases the SAR should engage service users and their carers and take 
account of their wishes.  Communication should be established at the earliest 
opportunity and advocacy provided to support the adult.  
 
If the adult at risk has capacity they will be invited to contribute to the review.  It is 
important to support them to contribute their views if they wish.  They should be 
informed of the review and any findings shared with them. 
 
The adult at risk or close family may need a worker and/or advocate supporting them 
throughout the process and will need further contact as appropriate.  This will include 
informing them of the review and sharing the findings. 

 
7. Support for the Family 
 

If the adult risk has capacity and gives consent for their family and others who have 
significant involvement in their lives to be involved with the review, then the family will 
be invited to contribute.  If the adult concerned is deemed not to have capacity or is 
deceased, the family will be contacted to notify them that an SAR is being undertaken 
and whether they wish to contribute.  It is important to support members of the family 
to contribute their views if they wish. 
 
This is an inclusive process and support, including access to professional interpreters 
and accessible communications means, should be provided to overcome any 
communication barriers.  The family may need a worker to support them through the 
process and will need further contact as appropriate.  They should be informed of the 
review and any findings shared with them. 
 
The desired outcome, especially where a family is bereaved, needs to be approached 
with sensitivity.  Consultation and involvement needs to be balanced with the overall 
wellbeing of the individuals involved.  Throughout the process due diligence, 
compassion and appropriate support should be provided and the relevant local 
authority community team should be available to provide this or an alternative 
arranged if more appropriate. 
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At the end of the process they should be given the opportunity to discuss the outcomes 
and their experience of the process, for example, through a case conference or by a 
method that they feel comfortable with.  Acknowledgement needs to be made that the 
family may be grieving. 
 
 
 
 
 
 
 
 

8. Involving staff throughout the process 
 
All professionals should be fully involved in reviews and invited to contribute their 
perspectives without fear of being blamed for actions they took in good faith.  As soon 
as a SAR has been agreed, staff that has had involvement should be notified of this 
decision by their agency.  The nature, scope and timescale of the review should be 
made clear at the earliest possible stage to staff and their line managers.  It should be 
made clear that the review process can be lengthy.  It is important that all relevant 
members of agencies are interviewed and given an opportunity the share their views on 
the case. 
 
Agencies are responsible for ensuring staff are provided with emotional support.  This 
support should be clearly identified and communicated to all staff involved.  The death 
or serious injury of an adult at risk will have an impact on staff and needs to be 
acknowledged by the agency.  The impact may be felt beyond the individual staff 
involved to the team, organisation or workplace. 
 
The purpose of a SAR is not to apportion blame to an individual or an agency, but to 
learn lessons for future practice.  It is important that this message is conveyed to staff.  
However, on occasion, concerns about an individual's practice may be raised through 
the review process and these concerns would be fed back to their agency through the 
SAR chair.  Any action, including disciplinary action as a result of this, would remain the 
responsibility of the individual agency.  
 
Professionals should be asked their views about what, in their opinion, could have made 
a difference for the adult or family. 
 

9. Accountability and Engagement 
 

The Board will hold individual agencies to account at each stage of the process: 
engagement in the review, inform practice developments and other management 
processes where relevant, and monitor effectiveness of the changes. 
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In practice this means committing to attending meetings, contributing to developing 
the findings, making the Board aware of progress on developing and delivering actions 
plans. 
 
If there are multi-agency findings from the review, they should be shared with the 
Board and partner agencies. 
 
 
 
 
 
 
 
 

10. Links with other investigations, the Criminal Justice System and Domestic 
Homicide Reviews 

 
Safeguarding adult reviews are not enquiries into why an adult dies or who is to blame.  
These are matters for the Coroner's Court, criminal courts and employment procedures 
as appropriate.  SAR's are also not disciplinary proceedings and should therefore be 
conducted in a manner which facilitates learning.  Appropriate arrangements must be 
made to support those staff involved. 
 
It is acknowledged that all agencies will have their own internal/statutory review 
procedures to investigate serious incidents.  There is an expectation that these will 
continue throughout the review process.  If any other issues are identified it is 
appropriate that these are dealt with. 
 
I conclusion, the Hillingdon SAB acknowledges the impact of SAR's on the partnership 
but hopes that working through such cases, building learning and improvements should 
strengthen the partnership and ultimately improve the quality of service. 
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