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Chapter 1: Executive Summary  

The Care Act 2014 was passed into law in May 2014 and represents the most significant reform 
of care and support in more than 60 years. The Care Act has reformed the law relating to care 
and support for adults, the law relating to support for carers and has provided a legal basis for 
safeguarding adults from abuse or neglect.  

From April 2015, the first part of the Act will come into effect and Local Authorities (LAs) are 
currently working on training staff and updating systems to become compliant. The Health and 
Social Care Information Centre (HSCIC) currently collects mandatory information from LAs on a 
range of adult social care topics. If social care practice is changing, data returns also need to 
change in order to remain relevant and useful. 

During 2014, the HSCIC worked in collaboration with representatives from LAs, System 
Suppliers and the Department of Health (DH) to assess what changes are required to the 
Safeguarding Adults Return (SAR). A set of proposals were agreed by this group and these 
formed part of a public consultation to gain feedback from a wider range of stakeholders. 

The consultation took place between December 2014 and February 2015 and was open for 8 
weeks in total. This consultation included content on SAR, the Adult Social Care User Survey 
and the Carers Survey. Further consultations have taken place for the Short and Long Term 
(SALT) return and Deferred Payment Agreements.  

For the safeguarding and surveys consultation, we received a total of 145 responses, of which 
116 respondents completed the safeguarding section. Three of these responses have been 
suppressed from the results since we have to maintain the rule of one response per council to 
ensure fairness. There are therefore 113 safeguarding responses which have been included in 
the analysis in this report. Please note that not all respondents answered every question. The 
total number of people who answered each question can be found in the Detailed Results 
section.  

  

Key Findings 
 

Proposal 1 - What metrics should be collected in the SG1 demographic tables? 

 The majority of people thought that collecting information about statutory safeguarding 
enquiries was very useful or quite useful, with 94 per cent wanting counts of enquiries and   
82 per cent wanting counts of individuals. 

 The majority of people also thought that collecting information about safeguarding concerns 
was useful, with 90 per cent wanting counts of concerns and 77 per cent wanting counts of 
individuals.  

Proposal 2 - What metrics should be collected in the SG2 case detail tables? 

 Collecting counts for both statutory and non-statutory safeguarding enquiries was the most 
popular first choice, with 38 per cent of respondents 
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Proposal 3 - What metrics should be collected in the SG3 mental capacity table? 

 An almost equal percentage of respondents selected each option as their first choice, with 
35 per cent selecting the total number of safeguarding enquiries, 34 per cent the number of 
statutory safeguarding enquiries only, and 33 per cent selecting both 

Proposal 4 - Should the 'Social Care Support' category be changed to 'Service Provider' in the 
SG2 case detail tables? 

 86% agreed with the proposal 

 34% said they would definitely be able to provide this for 2015-16 

Proposal 5 - Should we add some new type of risk categories to the SG2a risk table?  

 74% agreed with the proposal 

 Between 22% and 37% said they would definitely be able to provide information about 
these categories for 2015-16 (The percentage varied depending on the type of abuse) 

Proposal 6 - Should we change the layout of the current action and result table? 

 73% agreed with the proposal 

 11% said they would definitely be able to provide this for 2015-16 

Proposal 7 - Should we add a type of action taken table? 

 66% agreed with the proposal 

 22% said yes, they would be able to return all of the proposed actions for 2015-16 

Proposal 8 - Should we stop collecting data about case conclusions? 

 68% agreed with the proposal 

Proposal 9 - Should we add a Making Safeguarding Personal (MSP) table? 

 87% agreed with the proposal 

 21% said they would definitely be able to provide this for 2015-16 

Proposal 10 - Should we stop collecting data about whether the adult at risk was previously 
known to the council in the SG1 tables? 

 85% agreed with the proposal 

Proposal 11 - Should we have two community categories in the SG2b location table? 

 85% agreed with the proposal 

 26% said they would definitely be able to provide this for 2015-16 
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Recommendations 
Based on the above results, the following recommendations have been developed with the SAR 
working group. The recommendations have been approved by the National Data Collections 
Programme Board and are currently being reviewed by the Data and Outcomes Board before a 
final decision is made. 

 

Proposal 1 - What metrics should be collected in the SG1 demographic tables? 

 Collect counts of ‘individuals involved in statutory enquiries’. This will be mandatory for 
2015-16 and replace collecting counts of ‘individuals involved in safeguarding referrals’.  

 Collect counts of ‘individuals involved in safeguarding concerns’ and ‘individuals involved 
in non-statutory safeguarding enquiries’ on a voluntary basis for 2015-16. 

 There was also support to collect counts of cases as well as individuals. However, 
collecting demographics for all 6 of the categories suggested in the consultation would 
create a large amount of additional cells and the data for cases would be very similar to 
the data for individuals. For this reason we recommend a voluntary table to collect the 
total counts of safeguarding concerns, statutory enquiries and non-statutory enquiries. 
This will allow us to gain a national picture of total safeguarding activity during the year. 

 

Proposal 2 - What metrics should be collected in the SG2 case detail tables? 

 Collect counts of ‘concluded statutory enquiries’ on a mandatory basis for 15-16 to 
replace collecting information about ‘concluded safeguarding referrals’.  

 Collect counts of ‘concluded non-statutory safeguarding enquiries’ on a voluntary basis 
for 15-16. 

 

Proposal 3 - What metrics should be collected in the SG3 mental capacity table? 

 Collect counts of ‘concluded statutory enquiries’ on a mandatory basis for 15-16 to 
replace collecting information about ‘concluded safeguarding referrals’.  

 Collect counts of ‘concluded non-statutory enquiries’ in an additional mental capacity 
table which would be voluntary for 15-16. We are unsure whether there will be any 
enquiries in this table where the individual lacked capacity and therefore unsure whether 
the table will provide any useful information. The 15-16 collection will be used to assess 
this.   

 

Proposal 4 - Should the 'Social Care Support' category be changed to 'Service Provider' in the 
SG2 case detail tables? 

 Keep the existing source of risk categories on a mandatory basis for 2015-16 

 Implement the service provider category in 2016-17 
 

Proposal 5 - Should we add some new type of risk categories to the SG2a risk table?  

 Collect the existing categories on a mandatory basis in 2015-16 

 Collect all of the new categories, apart from self-neglect, on a voluntary basis in 2015-16 
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Proposal 6 - Should we change the layout of the current action and result table? 

 Maintain current action and result table for 2015-16 

 Organise further work to develop more appropriate categories 

 Implement revised tables in 2016-17 

 

Proposal 7 - Should we add a type of action taken table? 

 Organise further work to develop more appropriate categories 

 Implement an improved action table in 2016-17 

 

Proposal 8 - Should we stop collecting data about case conclusions? 

 Cease collecting this table in the national data return 

 Councils can continue to collect this table locally if they feel it is useful 

 

Proposal 9 - Should we add a Making Safeguarding Personal (MSP) table? 

 Add two new MSP tables for 2015-16, both would be voluntary 

 One table would collect counts of ‘concluded statutory enquiries’ and the other would 
collect counts of ‘concluded non-statutory enquiries’ 
 
 

Proposal 10 - Should we stop collecting data about whether the adult at risk was previously 
known to the council in the SG1 tables? 

 Cease collecting information about whether individuals were already known to the council  

 

Proposal 11 - Should we have two community categories in the SG2b location table? 

 Keep the existing location of risk categories on a mandatory basis for 2015-16 

 Implement new location category in 2016-17 
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Chapter 2: Introduction 

This report provides details about the HSCIC Care Act Consultation for the Safeguarding Adults 
Return (SAR). The report is broken down into three chapters and two appendices. The contents 
of each section are listed below. 

Chapter 1 

Executive summary, key findings of the consultation and recommendations based on the results 

Chapter 2 

Additional information about the consultation: Background information, terminology used in the 
proposals, links to related documentation. 

Chapter 3 

Detailed results of the consultation  

Appendix A 

List of councils and organisations who responded to the consultation 

Appendix B  

Text responses from the open ended questions 

 

Background 
The Care Act 2014 was passed into law in May 2014 and represents the most significant reform 
of care and support in more than 60 years. The Care Act has reformed the law relating to care 
and support for adults, the law relating to support for carers and has provided a legal basis for 
safeguarding adults from abuse or neglect.  

From April 2015, the first part of the Act will come into effect and Local Authorities (LAs) are 
currently working on training staff and updating systems to become compliant. The Health and 
Social Care Information Centre (HSCIC) currently collects mandatory information from LAs on a 
range of adult social care topics. If social care practice is changing, data returns also need to 
change in order to remain relevant and useful. 

During 2014, the HSCIC worked in collaboration with representatives from LAs, System 
Suppliers and the Department of Health (DH) to assess what changes are required to the 
Safeguarding Adults Return (SAR). A set of proposals were agreed by this group and these 
formed part of a public consultation to gain feedback from a wider range of stakeholders. 

The consultation took place between December 2014 and February 2015 and was open for 8 
weeks in total. This consultation included content on SAR, the Adult Social Care User Survey 
and the Carers Survey. Further consultations have taken place for the Short and Long Term 
(SALT) return and Deferred Payment Agreements.  
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Terminology used in the proposals 
The Care Act has moved away from the terminology of alerts and referrals and now talks about 
concerns and enquiries. Temporary definitions were set up for the new terms to help with the 
consultation. We will be working on these definitions with Local Authorities (LAs), the 
Department of Health (DH) and the Social Care Institute for Excellence (SCIE) over the coming 
weeks with the hope of making them clearer in the 2015-16 safeguarding return guidance.  
 
Safeguarding Concern 
This is the first contact between a person concerned about abuse or neglect and the local 
authority (This is the same as an alert in the Abuse of Vulnerable Adults (AVA) data collection). 
 
Safeguarding Enquiry  
Any enquiries made or instigated by the local authority AFTER receiving a safeguarding 
concern. Queries raised by the local authority DURING the safeguarding concern should not be 
classed as an enquiry. An enquiry: 

 Should establish whether any action needs to be taken and if so, by whom 

 Could range from an informal conversation with the adult at risk to a more formal multi-
agency discussion.  

 Does not have to follow a formal safeguarding process 

 Is not the same as a referral, there should be more enquiries than there were referrals  
 

There are two different types of safeguarding enquiries 
The type of safeguarding enquiry depends on the characteristics of the adult at risk. 
If the adult fits the criteria outlined in Section 42 of the Care Act, then local authorities are 
required by law to conduct enquiries. These will be referred to as 'Statutory Safeguarding 
Enquiries'. Local authorities will sometimes decide to make safeguarding enquiries for adults 
who do not fit the Section 42 criteria. These enquiries are not required by law and therefore will 
be referred to as 'Non-statutory Enquiries'. 
 
Statutory Safeguarding Enquiry  
Safeguarding enquiries carried out on behalf of adults who fit the criteria outlined in Section 42 
of the Care Act 2014. Local authorities are required by law to carry out safeguarding enquiries 
for these individuals. The criteria for a Section 42 individual is an adult who is believed to:   

 Be experiencing, or at risk of, abuse or neglect; AND 

 Have needs for care AND support (whether or not the local authority is meeting any of 
those needs); AND 

 As a result of those care and support needs is unable to protect themselves from either the 
risk of, or the experience of, abuse or neglect. 

 
Non-statutory Safeguarding Enquiry  
Safeguarding enquiries carried out on behalf of adults who DO NOT fit the criteria outlined in 
Section 42 of the Care Act 2014. Local authorities are NOT required by law to carry out 
enquiries for these individuals; they do so at their own discretion. These enquiries would relate 
to an adult who:   

 Is believed to be experiencing, or is at risk of, abuse or neglect 

 Does NOT have care AND support needs (but might have just support needs) 

 These enquiries might be about a carer for example  
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Related documentation 
More information about the Care Act and the Statutory Guidance can be found on the 
Department of Health website through the following links.  
 
Care Act 2014 
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted 
 
Care Act 2014 Statutory Guidance 
https://www.gov.uk/government/publications/care-act-2014-statutory-guidance-for-
implementation 
 

  

http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.gov.uk/government/publications/care-act-2014-statutory-guidance-for-implementation
https://www.gov.uk/government/publications/care-act-2014-statutory-guidance-for-implementation
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Chapter 3: Detailed Consultation Results 

The HSCIC received 113 responses in total. Of these, 98 were from Local Authorities (LAs), 
however one of the responses was on behalf of 3 council. Therefore a total of 100 councils 
contributed to the consultation, accounting for 66 per cent of the total number of CASSRs. There 
were 5 responses from other organisations, and the remaining 10 were people replying to give 
personal viewpoints.  
 
Full details of the responses to each question are given below. Some responses did not include 
answers to all of the questions; therefore the number of respondents to each question is shown. 
Some questions were for LA respondents only, however six of the Personal Viewpoint 
respondents answered one or more of the LA only questions and were providing their own 
personal view point not that of the Local Authority. 
Figures may not add up to 100 per cent due to rounding. 
 

About the Respondents 
 

Table 1: Are you replying on behalf of a Local Authority or an Organisation? 

Response 
Number of 

Respondents 
Percentage of 
Respondents 

Yes, I am replying on behalf of a Local Authority or Organisation 103 91 

No, I am replying to give a personal view point 10 9 

   Total Number of Respondents = 113     

*Figures may not add up to 100 per cent due to rounding. 

 

 The majority of respondents were from a local authority or organisation, accounting for 91 
per cent. The other 9 per cent were people giving personal viewpoints.  

 

 

Table 2: Regional Coverage of LA Responses 

 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Region 
Region Coverage 

Percentage 

North East 75 

North West 48 

Yorkshire & the Humber 80 

East Midlands 89 

West Midlands 71 

South West 63 

Eastern 64 

London 70 

South East 53 

  Total Number of responses = 98 

Total Number of LAs = 100 

 

 The regions with the greatest coverage were East Midlands, with 89 per cent of councils 
responding, and Yorkshire & the Humber, with 80 per cent of councils responding.  

 The only region which had less than half of its councils respond was the North West, where 
48 per cent of the councils responded.  
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Table 3: Do you regard yourself as: 

Response 
Percentage of 
Respondents 

Someone who provides the data for national collections, or may provide data in 
the future 22 
Someone who uses the data from the national collections, or may use the data in 
the future 4 

Both of the above 70 

None of the above 4 

  Total Number of Respondents = 113   

*Figures may not add up to 100 per cent due to rounding. 

 

 Table 3 shows that over two thirds (70 per cent) of respondents both use and provide data 
for national collections, while over a fifth (22 per cent) provide the data but do not use it.   
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Proposals for the Safeguarding Data Return 
This section relates to the proposed changes to the Safeguarding Adults Return (SAR). The 
proposals have been developed by a working group comprising representatives from Councils, 
the Department of Health, system suppliers and the Health and Social Care Information Centre. 
The changes relate to amendments and deletions of existing tables in the SAR collection as well 
as the addition of new tables.  
 
 

Proposal 1 
The SG1 tables will continue to collect information about demographics such as age band and 
gender. A decision needs to be made about what metric or metrics should be collected in these 
tables. These would need to be the same for all of the SG1 tables to avoid confusion for 
submitters. The options are as follows: 
 

 The number of safeguarding concerns 

 The number of statutory safeguarding enquiries 

 The number of non-statutory safeguarding enquiries 

 The number of individuals involved in safeguarding concerns 

 The number of individuals involved in statutory safeguarding enquiries 

 The number of individuals involved in non-statutory safeguarding enquiries 

 

 

Table 4: Please could you indicate how useful it is for each of these metrics to be collected 
centrally by the HSCIC? 

Response 
Very 

useful 
Quite 

useful 
Don’t 
know 

Not very 
useful 

Not at all 
useful 

Total 
Respondents 

Number of safeguarding concerns 73% 17% 2% 4% 4% 113 

Number of statutory safeguarding enquiries 78% 16% 2% 4% 1% 113 
Number of non-statutory safeguarding 
enquiries 35% 22% 11% 18% 14% 113 
Number of individuals involved in 
safeguarding concerns 56% 21% 6% 8% 9% 113 
Number of individuals involved in statutory 
safeguarding enquiries 61% 21% 5% 9% 4% 113 
Number of individuals involved in non-
statutory safeguarding enquiries 33% 17% 12% 22% 16% 113 

*Figures may not add up to 100 per cent due to rounding. 

 

 Table 4 shows that the majority of people thought that collecting information about statutory 
safeguarding enquiries was very useful or quite useful, with 94 per cent wanting information 
about numbers and 82 per cent wanting information about individuals. 

 The majority of people also thought that collecting information about safeguarding concerns 
was useful, with 90 per cent wanting information about numbers and 77 per cent wanting 
information about individuals.  

 There was less support for non-statutory safeguarding enquiries, with 58 per cent wanting 
information about numbers and 50 per cent wanting information about individuals. 
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Table 5: For LA respondents only - Please could you indicate whether you are planning to record 
each of these metrics on the local system from April 2015? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

Number of safeguarding concerns 66% 18% 5% 7% 4% 104 
Number of statutory safeguarding 
enquiries 52% 23% 8% 13% 4% 104 
Number of non-statutory safeguarding 
enquiries 15% 23% 20% 27% 14% 104 
Number of individuals involved in 
safeguarding concerns 51% 22% 9% 11% 8% 104 
Number of individuals involved in statutory 
safeguarding enquiries 40% 27% 10% 16% 7% 102 
Number of individuals involved in non-
statutory safeguarding enquiries 13% 21% 20% 29% 17% 103 

*Figures may not add up to 100 per cent due to rounding. 

 

 Table 5 shows that the majority of respondents plan to collect information about statutory 
safeguarding enquiries, with 75 per cent definitely or probably planning to collect 
information about numbers and 68 per cent planning to collect information about 
individuals. 

 For safeguarding concerns, 85 per cent of respondents plan to collect information about 
numbers and 73 per cent plan to collect information about individuals. 

 Less than half of respondents plan to collect either metric for non-statutory safeguarding 
concerns, with 38 per cent planning to collect information about numbers and 34 per cent 
planning to collect information about individuals. 

 

Table 6: LA respondents only - Please could you indicate whether you would be able to report on 
each of these metrics for the 2016-17 national data return? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

Number of safeguarding concerns 71% 24% 2% 2% 1% 104 
Number of statutory safeguarding 
enquiries 58% 33% 4% 5% 1% 104 
Number of non-statutory safeguarding 
enquiries 23% 37% 19% 15% 7% 102 
Number of individuals involved in 
safeguarding concerns 57% 29% 7% 5% 2% 103 
Number of individuals involved in 
statutory safeguarding enquiries 47% 37% 8% 7% 2% 104 
Number of individuals involved in non-
statutory safeguarding enquiries 19% 37% 21% 16% 8% 101 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 Table 6 shows that the vast majority of respondents would be able to collect information 
about statutory safeguarding enquiries, with 90 per cent definitely or probably able to 
collect information about numbers and 84 per cent able to collect information about 
individuals.  

 There was even more capacity for collecting safeguarding concerns, with 95 per cent 
able to collect information about numbers and 86 per cent able to collect information 
about individuals. 
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 Fewer respondents would be able to collect information about non-statutory safeguarding 
concerns, with 60 per cent able to collect information about numbers and 55 per cent able 
to collect information about individuals. 

 

9. Open Ended Response: If you are unable to report on any of these metrics for the 2016-17 
return, please state why. 

The responses to this question are recorded in Appendix B, Question 9. The most common 
responses were: 

 Unclear about definitions of safeguarding concerns and statutory/non-statutory enquiries. 

 IT limitations – system cannot separate different types of enquiry 

 Legislation doesn’t necessitate recording all of the metrics 

 

10. Open Ended Response: LA respondents only – Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional costs associated with 
reporting any of these metrics to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 10. The most common 
responses were: 

 No additional costs 

 Additional costs for system updates, training, additional recording 

 Cost amounts varying from £300 to £100,000 

 

11. Open Ended Response: Please let us know any other comments you have about Proposal 1. 

The responses to this question are recorded in Appendix B, Question 11. The most common 
responses were: 

 Respondents asking for more guidance on definitions of statutory/non-statutory enquiries 

 Respondents unsure of the value/practicality of recording non-statutory enquiries 
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Proposal 2 
The SG2 tables will collect information about the case details such as type of abuse and location 
of abuse. A decision needs to be made about what metric or metrics should be collected in each 
of these tables in the national data return. The metric or metrics collected need to be the same 
for all of the SG2 tables to avoid confusion for submitters. The options are as follows: 
 

 Collect the total number of safeguarding enquiries only (There would be 3 columns of data 
per SG2 table) 

 Collect the number of statutory safeguarding enquiries only (There would be 3 columns of 
data per SG2 table) 

 Collect the numbers for both statutory and non-statutory safeguarding enquiries in 
separate columns (There would be 6 columns of data per SG2 table) 

 

Table 7: Please could you indicate what you would prefer the HSCIC to collect by ranking each of 
the following options? (1= first choice, 2= second choice, 3 = third choice). 

Response 1 2 3 
Total 

Respondents 

Collect the total number of safeguarding enquiries only 28% 38% 35% 109 

Collect the number of statutory safeguarding enquiries only 35% 38% 26% 110 
Collect the numbers for both statutory and non-statutory 
safeguarding enquiries 38% 23% 39% 110 

*Figures may not add up to 100 per cent due to rounding. 
*The total respondents figure is not the same for every option because two councils only submitted a first choice. 

 

 Collecting numbers for both statutory and non-statutory safeguarding enquiries was the 
most popular first choice, with 38 per cent of respondents 

 The second most popular choice was collecting information about statutory safeguarding 
enquiries only, with 35 per cent. 

 The third most popular choice, with 28 per cent of respondents, was collecting 
information about the total number of safeguarding enquiries only. 

 

Table 8: LA respondents only - Please could you indicate whether you are planning to record 
each of these options on the local system from April 2015? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

The total number of safeguarding 
enquiries only 48% 17% 7% 15% 12% 99 
The number of statutory safeguarding 
enquiries only 42% 21% 12% 19% 6% 100 
The numbers for both statutory and non-
statutory safeguarding enquiries 12% 18% 23% 31% 17% 101 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 66 per cent of respondents are definitely or probably planning to record the total number 
of safeguarding enquiries only from April 2015, while 27 per cent are not planning to. 

 63 per cent plan to collect statutory safeguarding enquiries only, while 25 per cent plan 
not to record them from April 2015. 
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 30 per cent plan to collect both statutory and non-statutory enquiries, and 48 per cent 
plan not to record both from April 2015.  

 

Table 9: LA respondents only - Please could you indicate whether you would be able to report on 
each of these options for the 2016-17 national data return? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

The total number of safeguarding 
enquiries only 53% 27% 6% 10% 4% 101 
The number of statutory safeguarding 
enquiries only 54% 35% 6% 3% 2% 102 
The numbers for both statutory and non-
statutory safeguarding enquiries 22% 40% 19% 13% 7% 102 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 89 per cent of respondents would definitely or probably be able to record the number of 
statutory safeguarding enquiries only, with only 5 per cent unable to record them. 

 80 per cent would be able to record the total number of safeguarding enquiries only, with 
14 per cent unable to record them. 

 62 per cent would be able to record both metrics, with 20 per cent unable to and 19 per 
cent unsure. 

 

15. Open Ended Response: If you are unable to report on any of these options in 2016-17, please 
state why. 

The responses to this question are recorded in Appendix B, Question 15. The most common 
responses were: 

 We do not plan on recording non-statutory enquiries 

 We are not able to record non-statutory enquiries 

 

16. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional costs associated with 
reporting any of these options to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 16. The most common 
responses were: 

 No additional costs 

 Yes - for additional recording, training, system updates 

 Costs varying from £200 to £18,000 

 

17. Open Ended Response: Please let us know any other comments you have about Proposal 2. 

The responses to this question are recorded in Appendix B, Question 17. The most common 
responses were: 

 Concerns about the amount of work/resources required to capture non-statutory enquiries 

 Unsure of the benefits of recording non-statutory enquiries 

 Unable to capture non-statutory enquiries 
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Proposal 3 
The SG3 table will collect information about mental capacity split out by the age band of the 
adult at risk. A decision needs to be made about what metric or metrics should be collected for 
mental capacity in the national data return. The options are as follows: 

 Collect the total number of safeguarding enquiries only (This would create 1 SG3 table) 

 Collect the number of statutory safeguarding enquiries only (This would create 1 SG3 
table) 

 Collect the numbers for both statutory and non-statutory safeguarding enquiries in 
separate tables (This would create 2 separate SG3 tables) 

 

Table 10: Please could you indicate what you would prefer the HSCIC to collect by ranking each 
of the following options? (1= first choice, 2= second choice, 3 = third choice).  

Response 1 2 3 
Total 

Respondents 

Collect the total number of safeguarding enquiries only 35% 31% 34% 106 

Collect the number of statutory safeguarding enquiries only 34% 44% 22% 107 
Collect the numbers for both statutory and non-statutory 
safeguarding enquiries 33% 23% 44% 107 

*Figures may not add up to 100 per cent due to rounding. 
*The total respondents figure is not the same for every option because two councils only submitted a first choice. 

 

 An almost equal percentage of respondents selected each option as their first choice, 
with 35 per cent selecting the total number of safeguarding enquiries, 34 per cent the 
number of statutory safeguarding enquiries only, and 33 per cent selecting both 

 Collecting statutory safeguarding enquiries only was the most popular second choice with 
44 per cent of respondents 
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Table 11: LA respondents only - Please could you indicate whether you are planning to record 
each of these options for mental capacity on the local system from April 2015? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

The total number of safeguarding enquiries 
only 50% 15% 7% 18% 9% 98 
The number of statutory safeguarding 
enquiries only 46% 19% 12% 16% 6% 99 
The numbers for both statutory and non-
statutory safeguarding enquiries 12% 14% 22% 34% 17% 99 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 
 

 

 For mental capacity, almost two thirds (65 per cent) of respondents are definitely or 
probably planning to record the total number of safeguarding enquiries only, while 28 per 
cent are not planning to record them. 

 Slightly more respondents (66 per cent) are planning to record statutory safeguarding 
enquiries only, with 22 per cent planning not to record them from April 2015. 

 Only 26 per cent are planning to record both statutory and non-statutory safeguarding 
enquiries, while 52 per cent plan not to record both. 

 

Table 12: LA respondents only - Please could you indicate whether you would be able to report 
on each of these options for mental capacity for the 2016-17 national data return? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

The total number of safeguarding 
enquiries only 53% 26% 6% 12% 3% 99 
The number of statutory safeguarding 
enquiries only 56% 33% 6% 2% 3% 100 
The numbers for both statutory and non-
statutory safeguarding enquiries 21% 37% 16% 17% 9% 100 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 89 per cent of respondents would be able to report on the number of statutory 
safeguarding enquiries for 2016-17, with 5 per cent unable to report on them. 

 79 per cent would be able to report on the total number of safeguarding enquiries, with 15 
per cent unable to. 

 58 per cent would be able to report on both metrics, with 26 per cent unable to report on 
both. 

 

 

21. Open Ended Response: If you are unable to report on any of these options in 2016-17, please 
state why. 

The responses to this question are recorded in Appendix B, Question 21. The most common 
responses were: 

 We won't be able to report on non-statutory enquiries 

 We do not see the benefits of reporting on non-statutory enquiries 
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22. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional costs associated with 
reporting any of these options to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 22. The most common 
responses were: 

 No additional costs 

 Yes - for additional recording, training, system updates 

 additional costs for non-statutory enquiries 

 Specific costs varying from £200 to £18,000 

 

23. Open Ended Response: Please let us know any other comments you have about Proposal 3. 

The responses to this question are recorded in Appendix B, Question 23. The most common 
responses were: 

 We can't/won't report on non-statutory enquiries 

 We do not see the benefits of reporting on non-statutory enquiries 

 Clarification needed about definition of capacity 

 

Follow-up: Councils unable to record Statutory safeguarding Enquiries for Proposals 1-3. 

There were 24 councils who stated that they would definitely or probably be unable to report on 
the number of statutory safeguarding enquiries for proposals 1-3 by April 2015. We sent these 
councils a follow-up question to find out why, 13 councils responded: 

 6 councils stated they would be unable to distinguish which enquiries are Statutory 
Enquiries in order to report only those. 

 2 councils stated that IT changes would need to be made and may not be ready by April 
2015. 

 5 councils said they would be able to return those categories that are already collected 
for the Safeguarding Adults Return, but not any new additional categories. 
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Proposal 4 
For all of the SG2 tables (case details), cases are broken down by the source of risk. The 
categories previously used for the source of risk were Social Care Support or Service paid, 
contracted or commissioned, Other – Known to Individual and Other – Unknown to 
Individual.  
 
It has been suggested that the Social Care Support or Service paid, contracted or 
commissioned category should be replaced by a category called Service Provider. The new 
category would relate to any person who is involved in providing a social or health care service 
to the adult at risk. This could be a day care worker, a doctor or a dentist for example. It has 
been suggested that the previous version of this category isolates social care services while the 
Care Act encompasses both health and social care services.  
 
The names of the other two categories Other – Known to Individual and Other – Unknown to 
Individual would remain the same. However, if the source of risk was a health care worker, this 
would be recorded under the Service provider category in future rather than one of the 'Other' 
categories as it would have been in previous returns.  
 

Table 13: Please could you indicate whether you agree with the proposal to change the 'Social 
Care Support or Service paid, contracted or commissioned' category to the 'Service Provider' 
category? 

Response Percentage of Respondents 

Yes 86 

No 7 

Don’t know 6 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 86 per cent of respondents agree with the proposal to change the 'Social Care Support or 
Service paid, contracted or commissioned' category to the 'Service Provider' category 

 7 per cent of respondents do not agree with the proposal, while 6 per cent are unsure 

 

25. Open Ended Response: If you do not agree with the proposal please state why? 

The responses to this question are recorded in Appendix B, Question 25. The most common 
responses were: 

 It would be useful to distinguish between different types of service provider 

 The name should be more specific so people know it includes both health and social care 
support 
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Table 14: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed source of risk categories from April 2015?   

Response Percentage of Respondents 

Yes, definitely 34 

Yes, probably 38 

Don’t know 11 

No, probably not 12 

No, definitely not 5 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 
 

 

 72 per cent of respondents would definitely or probably be able to report on the proposed source 
of risk categories from April 2015. 

 17 per cent would not be able to report on the source of risk categories. 

 11 per cent don’t know. 

 

 

Table 15: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed source of risk categories for the 2016-17 national data return? 

Response Percentage of Respondents 

Yes, definitely 59 

Yes, probably 35 

Don’t know 4 

No, probably not 2 

No, definitely not 0 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 

 

 94 per cent of respondents would definitely or probably be able to report on the proposed 
source of risk categories for the 2016-17 national data return 
No respondents thought they would definitely be unable to report the new categories. 
Only 2 per cent thought they probably would not be able to.  
 

28. Open Ended Response: If you are unable to report on this category in 2016-17, please state 
why? 

The responses to this question are recorded in Appendix B, Question 28. The most common 
responses were: 

 Currently unsure if system can be amended to record this 

 Concerns about the resource requirement for making the system changes 
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29. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting this category to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 29. The most common 
responses were: 

 No additional costs 

 Additional costs for training, system development, reporting changes 

 Specific costs varying from £7.50 to £25,000 

 

30. Open Ended Response: Please let us know any other comments you have about Proposal 4. 

The responses to this question are recorded in Appendix B, Question 30. The most common 
responses were: 

 We agree with this proposal 

 Some clarification needed on definitions 
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Proposal 5 
The Care Act statutory guidance describes the different types of abuse that commonly take 
place today. This list includes certain types of abuse that are not currently listed in the 2014-15 
SAR. To bring the data collection up to date we are proposing the addition of four new 
categories for table SG2a: Types of Risk. Please note that these categories can overlap 
existing categories.  
 

New Categories Proposed: 

 Domestic Abuse: An incident or pattern of incidents of controlling, coercive or threatening 
behaviour, violence or abuse by someone who is or has been an intimate partner or 
family member regardless of gender or sexuality. It can include: psychological, physical, 
sexual, financial, emotional abuse; ‘honour’ based violence; Female Genital Mutilation; 
forced marriage. 
 

 Sexual Exploitation: Sexual exploitation is a subset of sexual abuse. It involves 
exploitative situations and relationships where people receive 'something' (e.g. 
accommodation, alcohol, affection, money) as a result of them performing, or others 
performing on them, sexual activities. 
 

 Modern Slavery: Encompasses slavery, human trafficking, forced labour and domestic 
servitude. Traffickers and slave masters use whatever means they have at their disposal 
to coerce, deceive and force individuals into a life of abuse, servitude and inhumane 
treatment. 
 

 Self-neglect: This covers a wide range of behaviour which can include neglecting to care 
for one’s personal hygiene, health or surroundings and behaviour such as hoarding. 

 

The existing categories are as follows; these will continue to be collected: 

 Physical Abuse 

 Sexual Abuse 

 Psychological Abuse 

 Financial or Material Abuse 

 Discriminatory Abuse 

 Organisational Abuse 

 Neglect and Acts of Omission  

 

  



Care Act Consultation 2015 

 
Copyright © 2015, Health and Social Care Information Centre. All rights reserved. 25 

Table 16: Please could you indicate whether you agree that these new Types of Risk categories 
should be included in the national data return? 

Response Percentage of Respondents 

Yes 74 

No 15 

Don't know 11 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 74 per cent of respondents agree that the new Types of Risk categories should be 
included in the national data return 

 15 per cent do not agree with this proposal 

 11 per cent are unsure 
 
 

32. Open Ended Response: If you do not agree with the proposal please state why? 

The responses to this question are recorded in Appendix B, Question 32. The most common 
responses were: 

 Unsure about the inclusion of self-neglect and sexual exploitation 

 Unsure if sexual exploitation should be its own category rather than a sub-category of 
sexual abuse or human trafficking 

 Clearer definitions needed for some categories, especially those which overlap 

 

Table 17: LA respondents only - Please could you indicate whether you are planning to record 
each of the new categories on the local system from April 2015?   

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

Domestic Abuse 37% 33% 8% 15% 6% 99 

Sexual Exploitation 22% 31% 9% 21% 16% 98 

Modern Slavery 30% 34% 10% 21% 5% 97 

Self-Neglect 30% 35% 9% 19% 7% 98 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 

 

 71 per cent of respondents are planning to definitely or probably collect information about 
Domestic abuse, with 6 per cent definitely not collecting it from April 2015. 

 64 per cent plan to record modern slavery, while 5 per cent do not plan to. 

 64 per cent plan to record self-neglect, while 7 per cent do not plan to. 

 53 per cent plan to record sexual exploitation, while 16 per cent do not plan to. 
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Table 18: LA respondents only - Please could you indicate whether you would be able to report 
on each of the proposed new categories for the 2016-17 return? 

Response 
Yes, 

definitely 
Yes, 

probably 
Don’t 
know 

No, 
probably 

not 

No, 
definitely 

not 
Total 

Respondents 

Domestic Abuse 56% 31% 10% 2% 1% 100 

Sexual Exploitation 42% 35% 11% 7% 4% 99 

Modern Slavery 52% 33% 11% 4% 0% 99 

Self-Neglect 52% 36% 7% 4% 1% 99 

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 Over 80 per cent of respondents would definitely or probably be able to report on 
Domestic Abuse, Modern Slavery and Self Neglect, with 5 per cent or less unable to 
report on those categories. 

 78 per cent of respondents would be able to report on Sexual Exploitation, with 11 per 
cent unable to. 

 

35. Open Ended Response: If you are unable to report on the proposed new categories in 2016-
17, please state why. 

The responses to this question are recorded in Appendix B, Question 35. The most common 
responses were: 

 Unsure if we can/should collect sexual exploitation 

 Unsure, System changes will need to be made 

 

36. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting all of these categories to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 36. The most common 
responses were: 

 No additional costs 

 Yes, costs for training, amending systems and reports 

 Specific costs varying from £50 to £50,000 

 

37. Open Ended Response: Please let us know any other comments you have about Proposal 5. 

The responses to this question are recorded in Appendix B, Question 37. The most common 
responses were: 

 Need more guidance on how to record multiple types of abuse 

 Categories should match the statutory guidance 

 Concerns about sexual exploitation 
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Proposal 6 
From 2015-16 to discontinue collecting the current table SG3c: Action and Result and replace 
with 2 separate tables - SG2c: Risk Assessment Outcomes and SG2e: Risk Outcomes for 
future returns.  
 
These are the categories that were recorded in SG3c: Action and Result in 2014-15, all split 
out by the source of risk. 
 

 No action taken 

 Action taken and risk remains 

 Action taken and risk reduced 

 Action taken and risk removed 
 
It has been suggested that this format does not cover all of the eventualities and therefore cases 
were recorded inaccurately in the 2013-14 return. For example, if no risk is identified but some 
action was still taken, there is no appropriate category for this in the current return. 
 
Therefore, two new tables are proposed which will be able to capture all of the eventualities and 
therefore make the data and reporting outputs more accurate. 
 
Table SG2c: Risk Assessment Outcomes would include the following categories in the rows 
and the columns would split the data by the source of risk: 
 

 Risk identified and action taken 

 Risk identified and no action taken 

 No risk identified and action taken 

 No risk identified and no action taken 

 Risk assessment inconclusive and action taken 

 Risk assessment inconclusive and no action taken 

 
Table SG2e: Risk Outcomes would include information about what happened to the risk or 
what is expected to happen to the risk once the enquiry and agreed actions are complete. This 
table would have the following categories in the rows: 

 Risk remains 

 Risk reduced 

 Risk removed 

The columns would contain the source of risk categories. This table would only collect data for 
the cases where a risk was identified.   
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Table 19: Please could you indicate whether you agree with the proposed changes? 

Response Percentage of Respondents 

Yes 73 

No 17 

Don't know 10 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 Almost three quarters (73 per cent) of respondents agree with the changes in proposal 6 
while 17 per cent do not agree 

 

39. Open Ended Response: If you do not agree with this proposal please state why? 

The responses to this question are recorded in Appendix B, Question 39. The most common 
responses were: 

 We do not think the new categories are clear. 

 The change seems to make things more complicated and increases risk of incorrect 
recording. 

 

Table 20: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed tables from April 2015? 

Response Percentage of Respondents 

Yes, definitely 11 

Yes, probably 30 

Don’t know 15 

No, probably not 25 

No, definitely not 19 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 

 

 41 per cent of respondents would definitely or probably be able to report on the proposed 
tables from April 2015. 

 However, 44 per cent would definitely or probably be unable to report the proposed tables 
from April 2015. 
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Table 21: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed tables for the 2016-17 national data return? 

Response Percentage of Respondents 

Yes, definitely 39 

Yes, probably 43 

Don’t know 11 

No, probably not 6 

No, definitely not 1 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint 

 

 For the 2016-17 return, 82 per cent of LA respondents would definitely or probably be 
able to report on the proposed tables 

 Only 7 per cent of respondents would be unable to report on the proposed tables for 
2016-17 
 

42. Open Ended Response: If you are unable to report on the proposed tables in 2016-17, please 
state why. 

The responses to this question are recorded in Appendix B, Question 42. The most common 
responses were: 

 May not be able to update systems in time 

 

43. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting both of these tables to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 43. The most common 
responses were: 

 No additional costs 

 Costs for training, reporting and system changes 

 Specific costs varying from £50 to £11,000 

 

44. Open Ended Response: Please let us know any other comments you have about Proposal 6. 

The responses to this question are recorded in Appendix B, Question 44. The most common 
responses were: 

 System changes will be needed 

 Risk of overlapping/multiple recording 

 Wording could be clearer 
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Proposal 7 
It has been suggested that a table of actions might be useful to understand what local 
authorities are doing to protect adults at risk. This would look similar to the Abuse of Vulnerable 
Adults (AVA) return which was discontinued in 2012-13. The proposed table is labelled as 
SG2d: Action Taken in Appendix A. The categories proposed for inclusion are as follows:  
 
Relating to the adult at risk: 
          Assessment of care and support needs 
          Review of care and support needs 
          Moved to different location 
          Management of access to the source of risk 
          Management of access to finances 
          Regular reviews 
          Referred for counselling 
          Referred for training 
          Other action 
Relating to the source of risk: 
          Assessment of care and support needs 
          Review of care and support needs 
          Moved to different location 
          Management of access to the adult at risk 
          Management of access to finances 
          Regular reviews 
          Referred for counselling 
          Referred for training 
          Police action 
          Disciplinary action  
          Other action  
 

Table 22: Please could you indicate whether you agree that it would be useful to include an action 
taken table in the national data return? 

Response 

Percentage 
of 

Respondents 

Yes 66 

No 23 

Don't know 11 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 Almost two thirds of respondents (66 per cent) agree that it would be useful to include an 
action taken table in the national data return. 

 Just under a quarter (23 per cent) think that it would not be useful, while 11 per cent are 
unsure. 

 

46. Open Ended Response: If you do not agree with including an action table in the national data 
return, please let us know your reasons for this. 

The responses to this question are recorded in Appendix B, Question 46. The most common 
responses were: 
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 Concern that the actions list will either be too generic/broad or too long/specific 

 concern that it will not be especially useful 

 This is probably more useful locally than nationally 

 

Table 23: Please could you indicate whether you agree with all of the categories that are 
proposed for this table? 

Response Percentage of Respondents 

Yes 55 

No 29 

Don't know 16 

  Total number of respondents = 107   

*Figures may not add up to 100 per cent due to rounding. 

 

 55 per cent of respondents agree with all of the proposed categories 

 29 per cent do not agree with all of the categories 

 

48. Open Ended Response: If you do not agree with all of the categories that are proposed for this 
table, please could you indicate which categories and why? 

The responses to this question are recorded in Appendix B, Question 48. The most common 
responses were: 

 List is too generic to accurately capture all activity 

 Should be more focused on individual outcomes 

 

49. Open Ended Response: Are there any categories that you think should be included in the 
action table but are currently missing? 

The responses to this question are recorded in Appendix B, Question 49. The most common 
responses were: 

 Making Safeguarding personal options 

 Referral to regulatory body 

 Sub-categories for NFA 

 

Table 24: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed categories from April 2015?  

Response Percentage of Respondents 

Yes, all of them 22 

Yes, some of them 31 

No, none of them 28 

Don’t know 18 

  Total number of respondents = 99   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 
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 Over half (54 per cent) of respondents would be able to report on some or all of the 
proposed categories from April 2015 

 28 per cent would not be able to report on any of the categories from April 2015 

 

Table 25: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed categories for the 2016-17 national data return? 

Response Percentage of Respondents 

Yes, all of them 64 

Yes, some of them 14 

No, none of them 5 

Don’t know 17 

  Total number of respondents = 99   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 Almost two thirds of respondents (64 per cent) would be able to report on all of the 
proposed categories for the 2016-17 return, while a further 14 per cent would be able to 
report on some of the categories. 

 Only 5 per cent would not be able to report on any of the categories for the 2016-15 
return. 

 

52. Open Ended Response: If you are unable to report on the proposed categories in 2016-17, 
please state why. 

The responses to this question are recorded in Appendix B, Question 52. The most common 
responses were: 

 System development would be required 

 unsure about the value of the categories at present 

 

53. Open Ended Response: LA respondents only – Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting this table to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 53. The most common 
responses were: 

 No additional costs 

 Costs for training, reporting and system changes 

 Specific costs varying from £10 to £11,000 

 

54. Open Ended Response: Please let us know any other comments you have about Proposal 7. 

The responses to this question are recorded in Appendix B, Question 53. The most common 
responses were: 

 We don't believe this information is useful 

 We already stopped reporting this when it was removed from AVA 
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Proposal 8 
Cease collecting table SG3D: Conclusions (in the 2014-15 proforma) in the national data 
return. This table collected information about whether safeguarding cases were fully 
substantiated, partially substantiated etc. 
 
The Department of Health has proposed that this table is removed from future returns and this 
proposal has been endorsed by the Association of Directors of Adult Social Services (ADASS).  
 
It is felt that the terminology in the current return no longer reflects the approach to adult 
safeguarding set out in the Care Act statutory guidance and the Making Safeguarding Personal 
programme. Safeguarding teams should be moving towards a more person led and outcomes 
focused approach that recognises that safeguarding enquiries are very different from criminal or 
disciplinary investigations. The focus of safeguarding enquiries is about understanding what the 
adult wants and working with them to achieve those outcomes. The distinction between 
substantiated and unsubstantiated cases is now considered an unhelpful way of expressing the 
outcome of safeguarding enquiries. 
 

Table 26: Please could you indicate whether you agree with the proposal to cease collecting table 
‘SG3d: Conclusions’ in future national data returns? 

Response Percentage of Respondents 

Yes 68 

No 26 

Don’t know 6 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 Over two thirds of respondents (68 per cent) agree with the proposal to cease collecting 
table ‘SG3d: Conclusions’ in future national data returns 

 Just over a quarter (26 per cent) do not agree with this proposal 

 

56. Open Ended Response: If you do not agree with the proposal, please let us know your 
reasons for this. 

The responses to this question are recorded in Appendix B, Question 56. The most common 
responses were: 

 We think this data is both useful and important and don’t want to stop recording it. 

 We think the information is useful for comparative purposes. 

 

57. Open Ended Response: Please let us know any other comments you have about Proposal 8. 

The responses to this question are recorded in Appendix B, Question 57. The most common 
responses were: 

 We agree with the proposal and the rationale behind it. 

 We think the information would still be useful locally and plan to keep recording it. 
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Proposal 9 
Add a new table to collect information about Making Safeguarding Personal (MSP). MSP is 
about having conversations with people about how we might respond in safeguarding situations 
in a way that enhances involvement, choice and control as well as improving quality of life, 
wellbeing and safety. The Care Act advocates a person centred rather than process driven 
approach and many local authorities have already adopted this way of working. It has been 
suggested that it might be useful to have some quantitative data on this area.  
 
We are proposing a new table SG4: Making Safeguarding Personal (MSP) to collect some of 
this information. The following text is proposed for the rows of the new table. It is proposed that 
the columns would be split out by the age band of the adult at risk. 
 
For each enquiry was the individual or individual’s representative asked what their desired 
outcomes were?  

 Yes  

 No  

 Don’t know  

 Not recorded  

Of the enquiries recorded as Yes in row 1 of this table, in how many of these cases were the 
desired outcomes achieved? 

 Fully Achieved 

 Partially Achieved 

 Not Achieved 

 

Table 27: Please could you indicate whether you support the addition of an MSP table to the 
national data return? 

Response Percentage of Respondents 

Yes 87 

No 7 

Don't know 6 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 87 per cent of respondents support the addition of an MSP table to the national data 
return 

 Only 7 per cent of respondents do not support this proposal 

 

59. Open Ended Response: If you do not support the addition of an MSP table to the national data 
return please state why? 

The responses to this question are recorded in Appendix B, Question 59. The most common 
responses were: 

 Respondents like MSP in general but think it might be inappropriate for this return. 

 Concerns about the practicality of recording. 
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Table 28: LA respondents only - Please could you indicate whether you are planning to record 
these data on the local system from April 2015?  

Response Percentage of Respondents 

Yes, definitely 21 

Yes, probably 30 

Don’t know 11 

No, probably not 22 

No, definitely not 15 

  Total number of respondents = 99   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 Half of the respondents (52 per cent) are definitely or probably planning to record these 
data on the local system from April 2015 

 37 per cent of respondents definitely or probably do not plan to record these data from 
April 2015 

 

Table 29: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed table for the 2016-17 national data return? 

Response Percentage of Respondents 

Yes, definitely 47 

Yes, probably 37 

Don’t know 10 

No, probably not 4 

No, definitely not 1 

  Total number of respondents = 99   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 85 per cent of respondents would definitely or probably be able to report on the proposed 
table for the 2016-17 national return 

 Only 5 per cent would be unable to report on the proposed table, with only 1 per cent 
saying they definitely could not 

 

62. Open Ended Response: If you are unable to report on the proposed table in 2016-17, please 
state why. 

The responses to this question are recorded in Appendix B, Question 62. The most common 
responses were: 

 Concerns about the practicality of recording 

 IT systems will need to be updated 

 

63. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting this table to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 63. The most common 
responses were: 
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 No additional costs 

 Primarily IT costs 

 Specific costs varying from £200 to £250,000 

 

64. Open Ended Response: Please let us know any other comments you have about Proposal 9. 

The responses to this question are recorded in Appendix B, Question 64. The most common 
responses were: 

 We are implementing this but may not be ready by April 15 

 Some issues with specific terminology 

 

  



Care Act Consultation 2015 

 
Copyright © 2015, Health and Social Care Information Centre. All rights reserved. 37 

Proposal 10 
Cease collecting information about whether individuals were known to the local authority or 
previously unknown to the local authority for future returns. This information was collected in 
each of the SG1 tables in 2014-15.  
 

Table 30: Please could you indicate whether you agree with the proposal to cease collecting 
information about whether individuals were known or unknown to the local authority? 

Response Percentage of Respondents 

Yes 85 

No 10 

Don't know 5 

  Total number of respondents = 108   

*Figures may not add up to 100 per cent due to rounding. 

 

 85 per cent of respondents agree with the proposal to cease collecting information about 
whether individuals were known or unknown to the local authority 

 Only 10 per cent of respondents do not agree with this proposal 

 

66. Open Ended Response: If you do not agree with the proposal, please let us know your 
reasons for this. 

The responses to this question are recorded in Appendix B, Question 66. The most common 
responses were: 

 We like this table 

 the information is useful nationally 

 

67. Open Ended Response: Please let us know any other comments you have about Proposal 10. 

The responses to this question are recorded in Appendix B, Question 67. The most common 
responses were: 

 This data is not useful and we agree with no-longer collecting it 
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Proposal 11 
To split out the Community Service category of table SG2b: Locations of Risk. It has been 
proposed that it may be useful to know the number of enquiries where the location of risk was in 
a community service (e.g. in a day care centre) and the number of enquiries where the location 
of risk was in other areas of the community (eg. in a pub).  
 

Table 31: Please could you indicate whether you agree with the proposal to split out the 
Community Service category? 

Response Percentage of Respondents 

Yes 85 

No 7 

Don't know 8 

  Total number of respondents = 107   

*Figures may not add up to 100 per cent due to rounding. 

 

 Table 29 shows that 85 per cent of respondents agree with the proposal to split out the 
Community Service category 

 Only 7 per cent do not agree with this proposal, while 8 per cent don’t know 

 

69. Open Ended Response: If you do not support this proposal please could you indicate why? 

The responses to this question are recorded in Appendix B, Question 69. The most common 
responses were: 

 Definitions are unclear 

 

Table 32: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed categories from April 2015?   

Response Percentage of Respondents 

Yes, definitely 26 

Yes, probably 33 

Don’t know 10 

No, probably not 24 

No, definitely not 7 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 

 59 per cent of respondents would definitely or probably be able to report on the proposed 
categories from April 2015.  

 31 per cent would definitely or probably not be able to report on these categories from 
April 2015. 
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Table 33: LA respondents only - Please could you indicate whether you would be able to report 
on the proposed categories for the 2016-17 national data return? 

Response Percentage of Respondents 

Yes, definitely 59 

Yes, probably 31 

Don’t know 6 

No, probably not 2 

No, definitely not 2 

  Total number of respondents = 100   

*Figures may not add up to 100 per cent due to rounding. 
*Some respondents to this question said they were answering the survey from a personal viewpoint. 

 90 per cent of respondents would definitely or probably be able to report on the proposed 
categories for the 2016-17 national data return 

 Only 4 per cent would be unable to report on the proposed categories by then 

 

72. Open Ended Response: If you are unable to report on the proposed categories in 2016-17, 
please state why. 

The responses to this question are recorded in Appendix B, Question 72. The most common 
responses were: 

 We do not see the benefit of this data 

 We could report it dependent on software changes 

 

73. Open Ended Response: LA respondents only - Apart from the operational costs incurred in 
the process of becoming Care Act compliant, would there be any additional cost associated with 
reporting the proposed categories to the HSCIC? If yes, please can you estimate the cost? 

The responses to this question are recorded in Appendix B, Question 73. The most common 
responses were: 

 No additional costs 

 Additional costs for training, system changes, development 

 Specific costs varying from £660 to £11,000 

 

74. Open Ended Response: Please let us know any other comments you have about Proposal 11. 

The responses to this question are recorded in Appendix B, Question 74. The most common 
responses were: 

 Will be dependent on IT changes 

 We like the idea of splitting out the community categories 

 Some clarification still needed on definitions 

 

78. Open Ended Response: Is there anything else you would like to tell us about either 
safeguarding or the social care surveys and the introduction of the Care Act that we have not 
covered in this consultation and you think we should be aware of?  

The responses to this question are recorded in Appendix B, Question 78. The most common 
responses were: 

 Concern about the amount of work needed to implement all the changes 

 More guidance needed in general 
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Appendix A: List of Respondents 

Local Authorities 

There were 98 Local Authority respondents.  

Barnet 

Bath and North East Somerset  

Bedford 

Bexley 

Birmingham 

Bournemouth 

Bracknell Forest 

Bradford 

Brent 

Brighton and Hove 

Bristol 

Bury 

Calderdale 

Cambridgeshire 

Camden 

Central Bedfordshire 

City of London 

Coventry 

Croydon 

Derby 

Derbyshire 

Devon 

Doncaster 

Dorset 

Dudley 

Durham 

East Riding of Yorkshire 

East Sussex 

Enfield 

Essex 

Gateshead 
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Gloucestershire 

Greenwich 

Hampshire 

Haringey 

Harrow 

Havering 

Herefordshire 

Hertfordshire 

Hillingdon 

Hounslow 

Isle of  Wight 

Kent 

Kirklees 

Lambeth 

Lancashire 

Leeds 

Leicester 

Leicestershire 

Lewisham 

Lincolnshire 

London Tri-Borough Councils (Hammersmith and Fulham, Kensington and 
Chelsea, Westminster) 

Medway Towns 

Merton 

Middlesbrough 

Newcastle Upon Tyne 

Newham 

Norfolk 

North Lincolnshire 

North Somerset 

North Tyneside 

North Yorkshire 

Northamptonshire 

Northumberland 

Nottingham 

Nottinghamshire 
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Oldham 

Plymouth 

Poole 

Redbridge 

Redcar and Cleveland 

Richmond upon Thames 

Rochdale 

Rotherham 

Salford 

Sandwell 

Sefton 

Sheffield 

Solihull 

Somerset 

Southampton 

St. Helens 

Staffordshire 

Stockport 

Stockton-on-Tees 

Suffolk 

Sunderland 

Surrey 

Sutton 

Tameside 

Trafford 

Wakefield 

Walsall 

Warwickshire 

West Berkshire 

Wirral 

Worcestershire 

York 
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Other Organisations 

There were 5 responses from other organisations. 

Camden CCG 

Corelogic Ltd 

Department of Health 

Local Government Association  

Mencap 

 

 

Personal Viewpoints 

We received 10 responses from people wanting to give a personal viewpoint.  
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Appendix B: Open Ended Responses 

9. If you are unable to report on any of these metrics in proposal 1 for the 2016-17 return, 
please state why. 

Whilst we don't currently define and report separately on 'safeguarding enquiries', the 
work that takes places within an 'enquiry' is captured within our reporting systems.    
We have looked at how we could capture this as a separate piece of work within the 
system to make it easily identifiable, and therefore easier to extract and report on. 
This work is ongoing; however we are confident we could report on enquiries for 
2016/17. 

What is meant by non-statutory safeguarding enquiries? Does it mean a concern 
which does not lead to a S42 enquiry? What is the purpose of collecting this info as if 
it is not a S42 it will feed into other outcomes which are collected 

We would need further clarification on the definition of non-statutory enquiries and 
how this is different from a general care management referral where risk of neglect is 
likely to be an issue that will be addressed through care services 

We will not be undertaking non-statutory safeguarding enquiries. The Care Act does 
not differentiate between a statutory and non-statutory enquiry and stipulates that it is 
a statutory duty for local authorities to undertake safeguarding enquiries where the 
relevant criteria has been met. Where there is a concern about an adult who does not 
have an appearance of care and support needs this will be dealt with outside of the 
safeguarding adult's framework and therefore data will not be collected for the 
safeguarding return. Even if we received a concern about an adult without an 
appearance of care and support needs we would still be making some form of enquiry 
into the concern and therefore discharging our statutory duties. The definition of a 
non-statutory enquiry provided in the SAR Consultation document refers to carers 
coming into this (non-statutory) category, the Care Act guidance is clear that carers 
may be the subject of a statutory safeguarding enquiry.     As opposed to separating 
out statutory and non-statutory enquiries we will be screening the level of harm as part 
of the initial enquiry. Where it is assessed that there is a significant risk of harm, the 
safeguarding adult's enquiry will continue (similar to the previous "referral").  

We will need to investigate the capabilities of our IT system with the provider to 
assess whether it can meet these proposed requirements and the implications of any 
changes.  

We will collect data on ALL concerns and whether they progress to an enquiry.   
However our focus will be on statutory safeguarding enquiries. We have limited 
capacity to respond to non-statutory enquiries.  

We will be able to report on some of these times if we are expected to, but we 
disagree with their usefulness or requirement. 

We need to decide at what stage this is will be recorded.  A change to our IT system 
would be required, which we can implement once we have agreed the point in the 
process when 'statutory' and 'non-statutory' will be decided. 

We hope to 

We have been advised by our systems provider, LiquidLogic, that they may not be 
able to incorporate these metrics into our adult recording system in time. 
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We do not see how this would be beneficial. 

We currently collect details about all individuals concerned in an organisational 
concern which has met the threshold.      We will still be able to do this for all care 
homes / providers where an enquiry takes place, but for those which are not dealt with 
under safeguarding it will not be practical to get the names and details of all 
individuals potentially concerned. 

we are unable to report on this information however this would involve collating 
information on a separate database as our IT system will not be updated to collate this 
info by April 2015 

We are able to report on non-statutory safeguarding concerns however we believe 
that only the statutory concerns should be recorded as either a concern or an enquiry 

Unless mandatory we do not plan to collect / record this data 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to ensure that they were included in the release of 
the software for 2016/17.  

This information is not currently recorded in a reportable format.    The info would 
probably not be comparable across LA's because of different thresholds. 

There are no plans to capture non-statutory enquiries as part of the safeguarding 
process.  If this became statutory then new ways to record and report on would be 
explored and developed. 

The ability to report every non-statutory enquiry is currently not part of the system 
process that is undertaken as there was no specification to report non-statutory 
enquires within the Department of Health guidance.    However if this became a 
mandatory requirement then the process could be changed to incorporate this 
recording, although this is not seen as being of much benefit as a benchmarking 
process. 

Suffolk do not differentiate between statutory and non-statutory safeguarding 
enquires.  Suffolk do not count the number of individual safeguarding concerns as 
opposed to the number of concerns.   

See point 15 for response. (It is up to the discretion of the LA to carry out non-
statutory safeguarding enquiries - therefore we will not be recording these. It would be 
more appropriate to carry out 'Carers Assessments' for example.) 

See 11. (It is not clear to me what a "non-statutory safeguarding enquiry" refers to. I 
have read the explanation, but there is no associated explanation in the care act 
guidance. If there is no obligation to enquire, it is unlikely this would be done. If an 
enquiry is made, this would be counted as a statutory enquiry. I.e. a person would be 
seen as having some support needs or being at risk and requiring assistance. I do not 
see that it is helpful to make such fine distinctions and this will probably not be 
recorded in this way. I am also unclear what number of individuals involved means. 
Does this mean number of alleged victims? If so, we count these as separate 
concerns even if the enquiries are overlapping or interrelated.) 

Recording systems will enable the facility to record Non-Statutory enquiries, locally the 
decision is not to progress a concern to a non-statutory enquiry as regionally this has 
been perceived as having no value. 

Procedures are not in place to capture non-statutory enquires. This would require 
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changes to computer system and then policies, procedures and training to be put in 
place. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

Number of individuals involved is not data that can be captured practically, accurately 
or timely nor would it be of value. 

Not sure what would be the benefit of attempting to extract number of individuals from 
overall number of concerns? What would it be used to tell one?  Not at all sure why 
info on non-statutory enquiries concerns is of interest- surely this could vary 
enormously dependent on what is/isn't included/staff interpretation plus some such as 
domestic abuse of adults not deemed at risk or vulnerable are collected via other 
processes such as Marac? Is this just creating work for no visible purpose? 

Non-statutory safeguarding enquiries are not recognised in legislation, therefore we 
do not consider them. 

Non-statutory enquiries would be sign posted to partner agencies or possibly handled 
within care management and would not be recorded under safeguarding 

It would be complex to capture the non-statutory safeguarding enquiries without 
becoming process driven. It would be very time consuming and expensive.  (See 
further comments below). 

It is unlikely that we will be able to distinguish between number of Safeguarding 
Concerns and the numbers of individuals involved in Safeguarding Concerns as our 
system records at the individual level for the early part of the safeguarding process.    
Would appreciate further clarification/examples around the difference between the 
current definition of a Safeguarding referral and the proposed Safeguarding Enquiry 
i.e. when is an enquiry not a referral? 

It is dependent upon the software provider making changes to their system and there 
being enough time to test and implement the changes after the changes are released. 

If we continue to use our current in-house system, we would be able to record/report 
on the above.  However, we are in the process of transfer to SystmOne and the 
design specifications have already been given to the developers.  Further changes to 
system requirements may delay the live date and incur further costs. 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

I would like to highlight that as we are purchasing a new system (which we have been 
advised will be SAR compliant) however I cannot, at this point, comment if we would 
be able to provide any of the data as we are yet to see what the System will include 

Given that regional authorities are still working towards joint regional wide 
safeguarding policies and procedures, we feel aspects of this consultation are 
somewhat premature in respect of the proposals.  One example is the introduction of 
'non-statutory' and 'statutory' categorisation which does not resonate with Care Act 
terminology (although from a data/intel perspective we can pre-empt what the 
intentions are of this and how this data could be used)    We anticipate collecting 
activity data on all safeguarding concerns and alerts made, along with outcome based 
data on those alerts that become formal S42 enquiries (much the same as what we do 
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now for investigated referrals for the SAR).  A large proportion of safeguarding 
enquiries will navigate through an alternative informal (preventative) pathway and at 
this stage we have no firm plans for how these will be captured. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on capability of recording systems 

Decisions have not yet been made as to what to collect. 

Current process does not discriminate between statutory or non-statutory enquiries 

Clarification would be needed on what is meant by the number of individuals involved 
in the safeguarding concerns.  Does this refer to perpetrators, victims, advocates, 
workers....? 

Awaiting confirmation from Software Supplier 

are not currently requested by the Safeguarding Adults Board 

Although we currently have no basis for undertaking non-statutory enquiries, it 
appears likely that local authorities will be required to collect this information so we will 
take steps to enable us to do so.  

 

 

10. LA respondents only - Apart from the operational costs incurred in the process of 
becoming Care Act compliant, would there be any additional costs associated with 
reporting any of these metrics in proposal 1 to the HSCIC? If yes, please can you 
estimate the cost? 

Yes. Developing and building the reports on our system. Work force development or 
ensure quality date 

Yes.  Significant recording and reporting for non-statutory.  Some (more than minimal 
costs) for reporting. 

Yes, training would be needed across Adults Social Care (Approx. cost for a trainer 
and IT support would be around £25,000 - £35,000).  IT support would be needed to 
change the capture the necessary data, and the additional workload may require a 
post to meet demand (Approx. £25,000 p/a) 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx. 
£2500 

Yes, roughly £100,000 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

Yes - report writing costs / staff time to develop reports to extract relevant information  

We would have to setup and run a separate information system alongside our current 
information system and we estimate the cost around 10K 

We have estimated an approximate cost of £2,000 to implement the simpler changes 
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proposed in the SAR consultation.  These are changes that can be implemented with 
updates to existing code tables in our database system.  We have estimated an 
approximate cost of £17,000 to implement the more significant changes proposed in 
the SAR consultation.  These changes require us to review our existing database 
system and how we use it.  These estimated costs are based on the following tasks:-  
Identification and documentation of changes required, implementation by Information 
Technology Team, Testing, Updates to Guidance and Training, Communications, 
Training – both delivery and time for staff to attend training, Changes to reports to 
produce the SAR.    Proposal 1 is considered a more significant change as we need to 
distinguish between a statutory and non-statutory enquiry.  

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the cost of system upgrades etc required. 

We do not anticipate any significant costs other than staff time and resource. 

Updating data input front end and data extraction and analysis tools.    No additional 
cost, as changes emerging from modifications to statutory requirements are covered 
by the maintenance contract with our IT supplier. 

Unclear at present, as there may be additional costs involved in upgrading servers to 
ensure that we can migrate to the latest version of the software.  However, as this has 
not yet been developed / released, we cannot say for sure. 

Unable to estimate 

unable to currently estimate the costs at this time 

To have the metrics available by 2015/16 there would be system development and 
report writing costs to collect and extract the data from our current database. However 
we are currently putting a new social care recording system in place which is due to 
go live in January 2016 therefore these changes can be accommodated for 2016/17 
without additional cost. 

Time would be needed to develop the reports. 

Time spent developing new reports.  Depending how these things are implemented in 
our system could take from 1 or 2 days' work (approximately £225, includes on-costs). 

Time for specialist informatics staff to make changes to the systems for recording and 
to rewrite SQL queries and data joins to enable reporting. Liaison with practitioners, 
rewriting procedures by the Safeguarding team - difficult to quantify at this stage. 

There would be additional costs incurred if we were to record non-statutory concerns 
and enquiries as a change to our systems would be required along with additional 
training requirements 

There would be a cost.  But we cannot quantify this cost at the moment because our 
business processes are not currently clear on how we intend to manage safeguarding 
requirements under the Care Act.  This is currently being worked through and 
developed. 

There would be a cost but unable to project actuals 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There will be a cost associated with recording non-statutory cases, plus associated 
set up costs (IT time, training, reporting). It isn't possible to estimate costs without 
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knowing how many additional cases this relates to, and would also depend on 
whether IT changes are made in-house or by our software provider. 

There may be software costs from the supplier. There will be additional staff time 
required in changing processes and paperwork forms and implementation to ensure 
all metrics are identified. 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

There are no additional costs 

The Safegaurding team is already stretched and at capacity so I would anticipate any 
further data recording would require 0.5 fte @ £18,000 pa 

The costs are very approximate.  It is not possible to split costs by each proposal, so 
the total costs are estimated here; - Framework-i database workflow will need to be 
re-engineered to meet these recording requirements, above what we would need to 
do to be Care Act compliant (one-off) - requires technical staff beyond core team (3 
staff, 15 days) £ 22,500 - Statutory reporting also needs re-writing to meet reporting 
requirements, above and beyond meeting Care Act requirements.  Requires specialist 
technical assistance to Business Intelligence Team (one-off) £5,000  - Training for all 
staff involved in safeguarding data inputting (half day, one-off, 74 staff, 5 sessions 
total) £2,500 not including lost staff time  - Additional data inputting equivalent to 1/2 
officer post (ongoing cost) £ 20,000/year 

The cost of implementing ALL the changes related to the SAR and the preparation of 
reports would be approximately £12K. 

Systems development and training.  

Systems change and training- unable to estimate 

System redesign costs associated with making these changes along with costs 
associated with changes to our data warehouse to ensure data can be routinely 
extracted.  Unable to provide cost estimates at this stage 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved. 

Our IT provider will be required to adjust the SAR for reporting purposes.  However 
there will be a requirement for mapping and testing within the authority. There would 
also need to be learning items / briefing potentially for staff re: recording requirements.  
These points relate to all aspects of the SAR not just the above question and will be 
repeated throughout this consultation document 

Not aware of any such costs. 

None identified 

None but as stated there will be operational costs incurred with this. 
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None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

no additional cost 

No 

No 

No 

No 

No 

NA 

N/A we have a new IT system being developed 

N/A 

N/A 

It is anticipated that the IT system's vendor will update the product to comply with the 
Care Act 2014 requirements. 

It depends on what stage of our process it is decided to differentiate between 
Statutory and Non-statutory clients (as stated above).  

Information already recorded therefore no additional cost incurred 

In house costs for adapting systems to meet new data collection requirements. 

If this proposal were to come in for the year 2015/16, we expect that we would need to 
use a manual system to record this information which would require additional 
resources up to the equivalent of 1 full time post. 

For non-statutory there would be costs in officer time developing new business 
process and reporting. 

development of reporting, staff time in preparation of submitting new data 
requirements total cost of staff time, developing system, testing, revision of time, 
training etc £3375  

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process   Training associated with business process  Data quality 
checking and amendments   
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Costs associated with establishing the number of individuals involved - estimated at 
£12,000 per year. 

Cost in terms of resourcing systems to collect non-statutory enquiries/ 
supporting/briefing/ training social work staff to know which/when to report-potential to 
create confusion 

Because of the broad definitions around when a safeguarding enquiry should be 
undertaken there will be resource implications around collecting all of the data from 
SG2 onwards. Initial estimates predict a trebling of the number of concerns which will 
now meet the statutory safeguarding adult's enquiry requirement.  

At this moment in time we are not sure and therefore unable to provide costs. 

As per the response in Q9.  As yet the live date has not been determined.  Any new 
requirements for data collection that have not been identified within the work being 
carried out on the safeguarding adults module by the SystmOne supplier will incur 
further costs which at present we are unable to determine. 

Any additional reporting costs will be small, provided our supplier can incorporate 
them into our system. 

Any additional costs may be captured by the funding allocated for implementing the 
Care Act. 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000 

Additional costs would be incurred from a development perspective e.g. officer time in 
implementing necessary changes to systems and developing necessary reports.  
Estimated cost £25,000 

Additional costs may be incurred from the Business Intelligence and Performance 
Improvement team to include additional questions in the safeguarding questionnaire. 
Potentially 2 months' work for a report developer/systems engineer/performance 
analyst = approx. £5200.  Similar costs could also be incurred in the quality and 
contract monitoring system again approx. £5200 

2 days development time to identify unique individuals and to update reporting tables 
= £220 

  £33,500 

£1500 

£750 

£300 
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11. Please let us know any other comments you have about Proposal 1. 

Would prefer to avoid the term statutory and non-statutory enquiries and refer to 
safeguarding enquiries as the Care Act language. Preferable to collect all 
safeguarding enquiries and not distinguish between the two or just statutory enquiries. 
This view supported by Y&H safeguarding group. This comment applies to a number 
of the proposals. 

Would be useful to report statutory and non-statutory enquiries separately in the 
tables to identify how councils are approaching operational safeguarding locally. 

Will there be national practice based guidance for practitioners around 'non-statutory' 
enquiries?    Unless all authorities choose to carry out non-statutory enquiries, there 
seems little value in reporting this data nationally for comparison and benchmarking, 
at least for the time being. 

We would welcome the Department of Health engaging with the main IT providers on 
a national level to ensure they are developing systems which would be compliant with 
these proposals. This would be more efficient than each local authority having to 
engage on an individual basis.  

We would welcome more guidance on the definition of an enquiry, and in particular 
the difference between statutory and non-statutory.    We are concerned that the level 
of information we are being potentially asked to record and report on is 
disproportionate to the work carried out.    We understand from the limited guidance 
provided and from operational practice currently, that an enquiry could consist of only 
1 telephone call or conversation, and so to capture all the details or the abuse, the MH 
capacity, the outcomes, and so on is totally disproportionate. 

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We do not see at this stage the benefit of the total number ("Number of safeguarding 
concerns", "Number of statutory safeguarding enquiries" and "Number of non-statutory 
safeguarding enquiries") being broken-down by demographics. It would be preferred 
for these three to be totals and not broken-down by demographics and only those 
which state the number of individuals to be broken-down by demographics.    It would 
be especially useful if the percentage of adult population was also publicised for us to 
benchmark ourselves to other local authorities.   

We do not intend to record 'non-statutory safeguarding enquiries'.    Our reporting 
database currently identifies all concerns and statutory enquiries; it would need a 
small amount of development to identify the unique numbers of individuals. However a 
table reporting "repeat referrals in an agreed period" maybe another way of reporting 
this? - Which may be more useful/ informative? 

We believe that where a concern has been identified we will proceed into an Enquiry 
in all cases, therefore we do not feel it is helpful to separate out the number of 
concerns from number of enquiries.  The split between statutory and non-statutory 
enquiries is not helpful. It is helpful to gain an understanding of the total number of 
Enquiries, regardless of whether they were deemed to be safeguarding/statutory or 
non-statutory. Determining whether an enquiry was non-statutory or even if it did not 
progress as a safeguarding enquiry will take time to embed as a process.  We would 
query the reference to ‘number of individuals involved’. With the change in emphasis 
in the Care Act to ‘Making safeguarding personal’, number of individuals could 
potentially refer to number of professionals/people involved in intervention/people at 
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risk/source of risk/external partners making an enquiry on our behalf. The language is 
out of date with new proposals and also needs to be more specific.   

We are unlikely to deliver non-statutory safeguarding enquiries. 

We are dependent upon software supplier reconfiguring the system, releasing an 
upgraded version and then us applying that upgrade locally. There are no known 
timescales at this point in time. 

We are concerned about the suggestion of collecting data on "non-statutory enquiries" 
as it is not clear to us that such work would be lawful. S42 of the Care Act is clearly 
about people with care and support needs, so it is not obvious what the mandate 
would be for safeguarding enquiries about anybody else, such as people without care 
and support needs or carers of people with care and support needs.    Any local 
authority going beyond S42 would risk acting beyond its powers, and it seems to us 
that the HSCIC should consider whether it is appropriate to have a data item that 
gives the suggestion this is appropriate or which drives local authorities to take such 
actions. Creating the impression that local authorities have more powers than they 
actually do could have unintended consequences.    Paragraphs 14.35 - 14.39 in the 
statutory guidance make reference to carers, but do not mention safeguarding 
enquiries for carers. They only relate to safeguarding enquiries for a person with care 
and support needs, and assessment of support needs for carers. Perhaps the 
intended effect of this proposal would be better captured by asking about numbers of 
carers assessments undertaken where there are (a) concerns about actual or risk of 
abuse or neglect of the carer by the person they are caring for; (b) concerns about 
actual or risk of abuse or neglect of the carer by someone other than the person they 
are caring for; or (c) concerns about actual or risk of abuse or neglect by the carer of 
the person they caring for    We cannot see what the grounds would be for a local 
authority undertaking a safeguarding enquiry for someone without care and support 
needs and who does not have support needs. 

We are adjusting our forms from April 2015 to be Care Act compliant and ensuring 
use of new terminology. We would hope data collected from this point would fully 
reflect the Care Act requirements. i.e. 'concerns / enquiries' rather than 'alerts / 
referrals'    Our concern would be that data is continued to be required to be reported 
in the SAR using existing terminology which is mismatched with Care Act 
requirements.    

Useful demographic and trends  

This would support our prevention agenda. We would plan to implement in 2016, 
however this will be determined by the Trafford Adults Safeguarding Board. 

This proposal has promoted much debate because of the introduction of non-statutory 
and statutory recording and the lack of clarity in their definition and application 

This is on the understanding that for all safeguarding concerns raised with LA 
enquiries will need to be made. Is this therefore that number of concerns will be the 
same as number of enquiries?  As all concerns will have a response and the CA 
states an enquiry = our response to a concern. Just that enquiries will exit 
safeguarding at various stages.  

There needs to be more guidance on what is classed as non-statutory enquires.  The 
Care Act is not explicit on this definition/requirement.  I have answered 'yes, probably' 
in Q8 under the assumption this will become clearer once better guidance is released 
by Central Government. 
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There is a short delivery time between now and 1st April 2015.   The reporting of non-
statutory enquiries is a very positive idea but as they do not fall within the remit of a 
Section 42 Enquiry they should be reported elsewhere e.g. via Section 9 Needs 
Assessment returns or via Community Safety Harm Reduction Forums. 

The suggestion around non-statutory enquiries I do not believe is helpful given the 
broader definitions that now apply in the Act; if they are included the suggestion that 
LA may apply these is unhelpful as I think many would not choose this pathway. 

The LBE threshold for Safeguarding enquiries is in line with section 42; therefore we 
anticipate only a small number of non-statutory safeguarding enquiries.     Exceptions 
to the rule include domestic violence and carers.  

The info would probably not be comparable across LA's because of different 
thresholds. 

Table SG1e implies that detailed sub classes of long term health conditions are 
available in all cases. As far as I am aware, only two sub classes are mandatory. 
Although the HSCIC has noted that it may look to make more classes mandatory, this 
has not been communicated yet. As a medical diagnosis should have been made and 
notified to social services, it is highly unlikely that we will have this detail in all cases. It 
does not seem appropriate to record cases as 'other' if the detailed sub class is not 
known as the person may well have Parkinson's Motor Neurone Disease etc. 

See response to 9 above (Given that regional authorities are still working towards joint 
regional wide safeguarding policies and procedures, we feel aspects of this 
consultation are somewhat premature in respect of the proposals.  One example is the 
introduction of 'non-statutory' and 'statutory' categorisation which does not resonate 
with Care Act terminology (although from a data/intel perspective we can pre-empt 
what the intentions are of this and how this data could be used)    We anticipate 
collecting activity data on all safeguarding concerns and alerts made, along with 
outcome based data on those alerts that become formal S42 enquiries (much the 
same as what we do now for investigated referrals for the SAR).  A large proportion of 
safeguarding enquiries will navigate through an alternative informal (preventative) 
pathway and at this stage we have no firm plans for how these will be captured.) 

Re "Number of individuals involved" - Not sure what is meant by this term, does this 
relate to the number of alleged victims excluding repeat referrals? 

Please see attached comments for Proposals 1, 2 & 3. 

outcomes, the data is not outcome focused and we would like to see more reporting 
on the outcome of safeguarding activity 

Our colleagues in performance and system support who would need to collect and 
adapt systems to collect have experienced severe cuts in staffing. Their resource is 
now at an absolute premium and any new requests for their time need to be set 
against the usefulness or otherwise of having this data. Im not clear how or why I 
would use it.   

Neither the Care Act nor the statutory guidance cover non-statutory safeguarding 
enquiries.  The guidance does not support a process led approach to safeguarding.  It 
is likely to be confusing to practitioners to have the two types of enquiry and may lead 
to a more process driven approach to the statutory enquiries.  Action taken in relation 
to concerns that do not meet the S42 criteria would be a more helpful term.  The 
question remains whether this should be provided as part of the safeguarding return if 
it is not statutory safeguarding work.    Further guidance is needed to clearly define 
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what an enquiry involves - i.e.  what sort of work is involved for something to count as 
an enquiry. 

Logical to collate numbers of concerns and numbers of individuals.  Concern: 
HSCIC’s distinction between of statutory and non-statutory enquiries. The statutory 
guidance defines enquiries and formal (s42) and informal (other) and doesn’t describe 
the difference between statutory or non-statutory.  The definition of the difference 
based on the criteria of the individual ie whether they have care and support needs, 
under this definition, non-statutory enquiries would mostly be in relation to carers, who 
only have support needs. LAs are unlikely to make enquiries in relation to adults 
without care or support needs, and are more likely to signpost/ provide information 
and advice.   The guidance doesn’t give a steer on whether statutory or otherwise but 
the HSCIC’s distinction seems confusing – most LAs are likely to describe a carer as 
having care and support needs.   Concern: relating the distinction between enquiries 
for the purposes of data collection to the characteristics of the person concerned, 
rather than the person who is carrying it out. Where LAs are causing other agencies to 
make enquiries, those agencies are likely to be using their procedures for internal 
management review, serious incident, root cause analysis or HR investigation or 
similar. Where the LA is making the enquiry, it is likely to be using some form of formal 
safeguarding process similar to that in the ADASS standards albeit more flexibly. If all 
of these types of enquiry are deemed as statutory, there are going to be very few non-
statutory enquiries – in which case is this worth collecting?  Therefore data of interest 
might be numbers of enquiries carried out by the local authority and numbers of 
enquires caused by the local authority, with perhaps detail beneath this about the type 
of agency caused to make the enquiry.  The further argument for a distinction between 
who is carrying out the enquiry is that if the LA has caused another agency to make 
an enquiry, how is the data below going to be collated, given that other agencies will 
not have access to the LA systems. Are LAs to provide a data collection tool for the 
agency conducting the enquiry, with the associated administration/ data input costs? 
(There are upsides to this in terms of prompting particular courses of action by the 
agency). Or is this data to be collated only for enquiries being conducted by the LA?   

Its difficult for us to know at this point what priority will be placed on this in the ASC 
directorate, and as such this response represents the best of our knowledge at this 
point. 

It would not be very useful to collate any detailed information on what is defined in the 
proposals as non-statutory enquiries and it is unlikely that Devon County Council 
would use this information. However, we would want to know and report on just the 
numbers of non-statutory enquiries.   How do the HSCIC propose information on non-
statutory enquiries will be used nationally and by whom? 

It is not clear to me what a "non-statutory safeguarding enquiry" refers to. I have read 
the explanation, but there is no associated explanation in the care act guidance. If 
there is no obligation to enquire, it is unlikely this would be done. If an enquiry is 
made, this would be counted as a statory enquiry. I.e. a person would be seen as 
having some suport needs or being at risk and requiring assistance. I do not see that it 
is helpful to make such fine distinctions and this will probably not be recorded in this 
way. I am also unclear what number of individuals involved means. Does this mean 
number of alleged victems? If so, we count these as seaparate concerns even if the 
enquiries are overlapping or interrelated.  

It is most unhelpful to refer to ‘Non-statutory Safeguarding Enquiries’ and ‘No. of 
Individuals in Non-statutory Enquiries’  The Care Act  2014 and  Departmental of 
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Health Care and Support Statutory Guidance October 2014 do not make any 
reference to non-statutory enquires and clearly local authorities are under no 
requirement to establish a process for these. Therefore the benefit of benchmarking 
this data across authorities is not an informative exercise as all local authorities will 
signpost such concerns differently in accordance with their own locally established 
procedures and availability of resources.   

It appears that HSCIC believe enquiries on behalf of carers will be reflected in the 
non-statutory safeguarding enquiry numbers, but we are sceptical about this.  We 
think enquiries on behalf of carers are likely to be spread across both statutory and 
non-statutory enquiries - because carers can have needs for care and support.  This 
will make it difficult/ confusing to measure how much we are making enquiries on 
behalf of carers. Would it be worth adding "carer" as a care/ support reason to tables 
SG1d and SG1e?  We are also not sure how much we will carry out non-statutory 
enquiries.   

If Proposal 1 is to be a requirement for data collection in the future.  Please would you 
inform LA's ASAP to allow for systems to be put in place to collect the data. 

If it is not required by LAs to carry out non-statutory enquiries it is unlikely we would 
set up our systems and develop procedures to capture data.  

If it is decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
enquiries, priority will be given to concerns that meet statutory criteria. 

Historically, significant differences in the AVA / SAR figures submitted by different 
Councils show clearly that definitions and guidance documents have been interpreted 
differently leading to unreliable benchmarking data.  We think that there would be 
more clarity and consistency if Councils are only asked to report on fully investigated 
cases.    

Further clarity required for difference between a concern and an enquiry. 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

Further clarification (such as case examples of statutory and non-statutory 
safeguarding enquiries) to ensure consistency 

First 3 data fields are helpful. If number of individuals were to be identified the 
following tables (age, gender etc) would be extremely time consuming and with little or 
no value. 

Extra Burden on Authorities for both Social Care and Performance Staff 

Data requirements around additional demographic (age and gender) would not prove 
difficult. However as we do not currently record "Statutory" and "non-statutory" this 
would require system changes and a clear difinition of what constitutes statutory or 
not. 

Data collected needs to be in line with legislative framework. 

Concerns that the definition for statutory and non-statutory is not clear enough or 
helpful.      Use of the phrase non-statutory seems to diminish the level of importance.  
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In reality this may not be the case.   

Clarification is needed about how to record organisational abuse concerns where 
multiple individuals atre involved / at risk 

As a systems provider for approx. 30 LAs, the new requirements for the ASC-SAR 
cannot be made available in our application until after April 2015 due to the need to 
wait until a definitive set of requirements is identified which will be after the completion 
of the consultation. 

Although we agree that this will create some useful information it it unlikely to change 
practice and will increase work in gathering the data 

* What is meant by 'individuals'?  Do this mean a person or does it represent an 
organisation.  For example, if a social worker was the designated worker to investigate 
the safeguarding concern and their line manager was involved in the process, would 
that be counted as two individuals, or just one because they are part of the same 
organisation?    * What is your understanding on a non-statutory enquiry?  Does this 
just relate to carers or do you have other examples? 

* There is a level of concern/lack of clarity regarding the boundary between 
'Safeguarding Concern' and Safeguarding Enquiry'. Care Act Guidance states that 
once identification of a safeguarding concern constitutes an enquiry [unless the 
intention is activity undertaken as part of the initial enquiry is being referred to as 
'safeguarding concern'] - this may skew figures through the return due to 'grey' areas 
and misinterpretation between Local Authorities. Is there scope in considering whether 
enquiries should also be defined as initial and further - if so then further clarification 
regarding when an enquiry concludes and develops to 'further' need to be established.    
* Clarity in Care Act Guidance or the return guidance is needed in order to determine 
when information gathering prior to deciding that there appears to be a safeguarding 
concern 'I.e. An adult appears to be experiencing abuse or neglect and meets the 
definition [because the Care Act guidance means that once a concern is identified - 
any actions following that constitutes an enquiry'].       * Clarification needs to be 
sought in relation to 'number of individuals - is it the number of adults that there is a 
concern about or is it the individual who may be the cause of risk - Should the 
language within the return align with the language used within the guidance??     
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15. If you are unable to report on any of these options in proposal 2 in 2016-17, please 
state why. 

We will be capturing all Enquiries, we feel the use of the term 'Safeguarding Enquiry' 
specifically is not helpful. Separating out safeguarding enquiries into Statutory and 
non-statutory does not fit with our procedures. The proposed new way of working 
means that it will take us a few years to determine whether or not we feel there is a 
need, or any evidence to suggest we are dealing with, non-statutory enquiries. The 
proposal to collect this data from the outset adds an unwelcome layer of complexity at 
this stage and doesn’t reflect primary legislation.  

We only capture statutory data.  If reporting on non-statutory data becomes 
mandatory, then we would need to revise our safeguarding process, data collection 
and business processes to meet the requirements for 16/17. 

We have been advised by our systems provider, LiquidLogic, that they may not be 
able to incorporate these metrics into our adult recording system in time. 

We do not plan to record non-statutory enquiries 

We do not currently record non-statutory enquiries as partner agencies do not 
consistently provide us with the required data to do so. 

We cannot see how this will be helpful.  

Unless mandatory we do not plan to collect / record data on non-statutory enquiries 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to to ensure that they were included in the release 
of the software for 2016/17.  

This is less a matter of being unable than being unwilling. As per our earlier answer, 
we are not clear that there is a mandate for local authorities to undertake non-
statutory safeguarding enquiries, so we would be reticent about developing systems 
that recorded such work. 

The ability to report every non-statutory enquiry is currently not part of the system 
process that is undertaken as there was no specification to report non-statutory 
enquires within the Department of Health guidance.    However if this became a 
mandatory requirement then the process could be changed to incorporate this 
recording, although this is not seen as being of much benefit as a benchmarking 
process. 

Suffolk do not differentiate between statutory and non-statutory safeguarding 
enquries.  Suffolk do not count the number of individual safeguarding concerns as 
opposed to the number of concerns.   

see Q9 (Non-statutory safeguarding enquiries are not recognised in legislation, 
therefore we do not consider them.) 

Recording systems will enable the facility to record Non-Statutory enquiries, locally the 
decision is not to progress a concern to a non-statutory enquiry as regionally this has 
been perceived as having no value. 

provided we know that changes are required, system should be able to be changed in 
order to capture.  Athough this should not be driven by reporting requirements, but by 
operational needs 

Overall these responses may sound a little contradictory but some of the questions 
are ambiguous.  I have entered 'definitely not' for April 2015 because whilst we record 
non-statutory enquiries we don't currently collect sufficient data on them to complete 
the SAR.  

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

It would be complex to capture the non-statutory safeguarding enquiries without 
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becoming process driven.  

It is up to the discretion of the LA to carry out non-statutory safeguarding enquiries - 
therefore we will not be recording these. It would be more appriopriate to carry out 
'Carers Assessments' for example. 

If we are only recording data for statutory enquiries, it is important to be able to 
compare that number with other councils. Data that is recorded at the discretion of the 
council should either not be collated nationally or kept separate. 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

I would like to highlight that as we are purchasing a new system (which we have been 
advised will be SAR compliant) however I cannot, at this point, comment if we would 
be able to provide any of the data 

I am wondering what the difference is between number of safeguarding enquiries and 
number of statutory enquiries- do I take it  by number of safeguarding enquiries you 
mean non-statutory ones??? 

For SG2a there are types of abuse that we do not currently collect and it will take 
some time to include these in the system, but we will not be recording non-statutory 
enquiries.    For SG2c and d there are also new categories to include. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on capability of recording systems 

Decisions haven't yet been made about what data to collect. 

currently do not collect this data 

Awaiting confirmation from Software Supplier 

As previously stated, it is dependent on the supplier making changes to the software 
and the changes being released in time for testing and implementation ahead of April 
2016 

As per previous section clarity is required on the definition of a non-statutory enquiry 

again a new database would be created as the social care system will be unable to 
accommodate from April 2015 

* Infrastructure work to systems will need to be implemented pending clarification and 
clear definitions of safeguarding concerns and enquiries.    The potential to report on 
this information is available but we would need greater guidance in relation to what is 
or isn't an enquiry when this involves 'causing an enquiry to be made' e.g. when an 
issue relates to quality and is forwarded to commissioner/contracts etc. yet the LA is 
unable to discharge it's S42 duty without assuring the outcome taken by those 
services is sufficient to protect the Adult and address the outcomes they require. 
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16. LA respondents only - Apart from the operational costs incurred in the process of 
becoming Care Act compliant, would there be any additional costs associated with 
reporting any of these options in proposal 2 to the HSCIC? If yes, please can you 
estimate the cost? 

Yes.  Significant recording and reporting for non-statutory.  Some (more than minimal 
costs) for reporting. 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

Yes - report writing costs / staff time to develop reports to extract relevent information  

We have included this work in our estimated cost and response in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

Unable to estimate- systems changes and training 

Unable to estimate 

There would be a cost.  But we cannot quantify this cost at the moment because our 
business processes are not currently clear on how we intend to manage safeguarding 
requirements under the Care Act.  This is currently being worked through and 
developed. 

There would be a cost but unable to project actuals 

There would be a cost associated with changing the electronic recording system to 
include the additional categories 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There will be a cost associated with recording non-statutory cases, plus associated 
set up costs (IT time, training, reporting). It isn't possible to estimate costs without 
knowing how many additional cases this relates to, and would also depend on 
whether IT changes are made in-house or by our software provider. 

There may be software costs from the supplier. There will be additional staff time 
required in changing processes and paperwork forms and implementation to ensure 
all metrics are identified. 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training costs 

System redesign costs along with costs associated with data extraction.  Unable to 
quantify / estimate the cost at this stage though we are in discussions with our 
software providers to ensure new requirements to ensure care act compliance are 
kept in view 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

System changes and any subsequent training of staff 

See answer to the previous question, which provides the total cost of the changes. 

Revision of safeguarding process, data systems and reporting.  Unable to estimate 
cost at present. 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.    We are dependant upon software supplier reconfiguring the 
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system, releasing an upgraded version and then us applying that upgrade locally. 
There are no known timescales at this point in time.   

Proposal 2 is considered a more significant change as we need to distinguish between 
a statutory and non-statutory enquiry.  Please see question 10 for more details. 

Potential system development time for Frameworki required by our partner agency.  
Unknown time/costs 

overall cost included in question 10 £3375 

Our IT provider will be required to adjust the SAR for reporting purposes.  However 
there will be a requirement for mapping and testing within the authority. There would 
also need to be learning items / briefing potentially for staff re recording requirements.  

Not Known [costs developing and implementing IT infrastructure amendments and 
training]. 

Not aware of any. 

None identified 

None  

None 

None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

no additional costs incurred 

No additional costs if we aren't to record non stat enquiries. 

no additional cost 

No 

No 

No 

No 

No 

No 

No 

It is anticipated that the IT system's vendor will update the product to comply with the 
Care Act 2014 requirements. 

It depends on what stage of our process it is decided to differentiate between 
Statutory and Non-statutory clients (as stated in Q9).  

If this proposal were to come in for the year 2015/16, we would need to use a manual 
system to record this information which would require additional resources up to the 
equivalent of 1 full time post. 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs included in Q.10 above 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process   Training associated with change of business process  
Data quality checking and amendments 
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At this moment in time we are not sure and therefore unable to provide costs. 

As previous answer, the additonal costs would be inclided in my estimate of £18,000 

Any additional reporting costs will be small, provided our supplier can incorporate 
them into our system.  

Any additional costs may be captured by the funding allocated for implementing the 
Care Act. 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000 

Additional costs maybe incurred from the Busines Intelligence and Performance 
Improvement team to include additional questions in the safeguarding questionnaire. 
Potentially 2 months work for a report developer/systems enginner/performance 
analyst = approx £5200.  Similar costs could also be incurreed in the quality and 
contract monitoring system again approx £5200 

£750 

£200 
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17. Please let us know any other comments you have about Proposal 2. 

We will collect data on all concerns and whether they progress to an enquiry.   
However our focus will be on statutory safeguarding enquiries. We have limited 
capacity to respond to non-statutory enquiries.  

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We need to understand more about non-statutory enquiries to udnderstand what 
benefit there would be in collecting and reporting on this information.    We are 
concerned that the level of information we are being potentially asked to record and 
report on is disproportionate to the work carried out.    We understand from the limited 
guidance provided and from operational practice currently, that an enquiry could 
consist of only 1 telephone call or conversation, and so to capture all the details or the 
abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We cannot see any benefit in having national comparisons of statutory vs non-
statutory enquiries.  It doesn't help us make local improvements via benchmarking. 

We are unlikely to deliver non-statutory safeguarding enquiries. 

unsure as to what benefit counting statutory and non-statutory will achive and how the 
data will inform local practice 

This incurs an additional amount of time for workers to complete the information in the 
database, which takes time away from work with clients. 

The SG2 tables are becoming increasingly complicated in that we need to report 
against both the ‘Source of Risk’ and the type of enquiry.  With scenarios where there 
are multiple instances (e.g. abuse types, locations, source of risk) it becomes 
particularly complicated.    We need to determine the best place in our system to 
capture the ‘Risk Assessment Outcome’, ‘Adult at Risk Actions’ and ‘Source of Risk 
Actions’ into our existing system.  The ‘Adult at Risk Actions’ and ‘Source of Risk 
Actions’ were previously removed from the AVA/SAR as it is difficult to get consistent 
and reliable data upon which analysis can be made (how do you ensure that everyone 
records all the actions?).  Surrey recently removed the ‘Adult at Risk/Source of Risk 
Actions’ from our reporting system in line with the AVA/SAR requirements in order to 
simplify recording for our practitioners.  Trying to put them back in will be complicated 
and confusing for staff.    This is a very complicated dataset to capture data on due to 
the complexity of the scenarios encountered in safeguarding.  There is a risk that too 
much data is being asked for and it will result in poor and inconsistent recording.   

Take out non-statutory requirements from this response 

Tables SG2a - SG2e all reference 'concluded' enquiries.  It will be helpful to have an 
exact definition of what 'concluded' means.  As an enquiry can range from an informal 
conversation to multi-disciplinary discussions, there is scope for different LA's to be 
reporting on different things and therefore invalidating the usefulness of the data being 
collected.  For example, does a concluded enquiry mean that a decision is taken to 
progress investigations further or not, or does it refer to the end of the full investigation 
process?    It will be helpful to provide some examples of multiple input into these 
tables - e.g., for Table SG2a one enquiry may record physical abuse by a service 
provider and an 'Other' individual - it is assumed that this one type of risk will then 
have 2 sources of risk recorded against it?    Likewise, one enquiry may record 
physical abuse and financial/material abuse by the service provider, so both will be 
recorded.    Within the supporting documentation, Table SG1e has all of the Reported 
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Health Conditions displayed, with a note stating 'all categories in table SG1e are 
mandatory for 2015-16'.    This statement is contrary to information provided in 
September 2014 within the EQ-CL Framework document (for use in 2015-16 along 
SALT, ASC-FR and SAR guidance) where the only mandatory Reported Health 
Conditions for 2015-16 remain as per 2014-15 (i.e., Autism and Asperger 
Syndrome/HIgh Functioning Autism).      Can the mandatory recording of Reported 
Health Conditions be clarified for 2015-16? 

see q11 (Our colleagues in performance and system support who would need to 
collect and adapt systems to collect have experienced severe cuts in staffing. Their 
resource is now at an absolute premium and any new requests for their time need to 
be set against the usefulness or otherwise of having this data. Im not clear how or why 
I would use it.  ) 

See 11. (It is not clear to me what a "non-statutory safeguarding enquiry" refers to. I 
have read the explanation, but there is no associated explanation in the care act 
guidance. If there is no obligation to enquire, it is unlikely this would be done. If an 
enquiry is made, this would be counted as a statory enquiry. I.e. a person would be 
seen as having some suport needs or being at risk and requiring assistance. I do not 
see that it is helpful to make such fine distinctions and this will probably not be 
recorded in this way. I am also unclear what number of individuals involved means. 
Does this mean number of alleged victems? If so, we count these as seaparate 
concerns even if the enquiries are overlapping or interrelated. ) 

Please see attached comments for Proposals 1, 2 & 3. 

Option 3 gives a full overview, informs managers and allows preventative measures to 
be put in place. 

Need clarification in the guidance on recording multiples e.g. different types of abuse 
in one enquiry, and different sources of risk identified in an enquiry.  Also how do we 
know / record when an enquiry is concluded 

Logical to collate numbers of concerns and numbers of individuals.  Concern: 
HSCIC’s distinction between of statutory and non-statutory enquiries. The statutory 
guidance defines enquiries and formal (s42) and informal (other) and doesn’t describe 
the difference between statutory or non-statutory.  The definition of the difference 
based on the criteria of the individual ie whether they have care and support needs, 
under this definition, non-statutory enquiries would mostly be in relation to carers, who 
only have support needs. LAs are unlikely to make enquiries in relation to adults 
without care or support needs, and are more likely to signpost/ provide information 
and advice.   The guidance doesn’t give a steer on whether statutory or otherwise but 
the HSCIC’s distinction seems confusing – most LAs are likely to describe a carer as 
having care and support needs.   Concern: relating the distinction between enquiries 
for the purposes of data collection to the characteristics of the person concerned, 
rather than the person who is carrying it out. Where LAs are causing other agencies to 
make enquiries, those agencies are likely to be using their procedures for internal 
management review, serious incident, root cause analysis or HR investigation or 
similar. Where the LA is making the enquiry, it is likely to be using some form of formal 
safeguarding process similar to that in the ADASS standards albeit more flexibly. If all 
of these types of enquiry are deemed as statutory, there are going to be very few non-
statutory enquiries – in which case is this worth collecting?  Therefore data of interest 
might be numbers of enquiries carried out by the local authority and numbers of 
enquires caused by the local authority, with perhaps detail beneath this about the type 
of agency caused to make the enquiry.  The further argument for a distinction between 
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who is carrying out the enquiry is that if the LA has caused another agency to make 
an enquiry, how is the data below going to be collated, given that other agencies will 
not have access to the LA systems. Are LAs to provide a data collection tool for the 
agency conducting the enquiry, with the associated administration/ data input costs? 
(There are upsides to this in terms of prompting particular courses of action by the 
agency). Or is this data to be collated only for enquiries being conducted by the LA?   

Locally, it has been discussed that the awareness of safeguarding amongst Oldham 
residents should be increased and as such the number of enquiries should also 
increase. However, the conflict occurs when the rate of investigated and completed 
enquiries is assessed as only those with a statutory safeguarding concern would be 
investigated leading to misleading statistics.  

It would be useful to have the split between statutory and non-statutory activity to 
compare with other LA's. If this isnt possible, however, it would be better to just have 
the statutory activity so we know we are comparing like with like across LA's.     Leeds 
will probably use the terminology 'S42 enquiries' and 'other safeguarding enquiries', 
rather than statutory and non-statutory. 

It would be not very useful to collate any national information on what is defined in the 
proposals as non-statutory enquiries and it is unlikely that Devon County Council 
would use this information. 

If Proposal 1 is to be a requirement for data collection in the future.  Please would you 
inform LA's ASAP to allow for systems to be put in place to collect the data. 

If non-statutory enquiries are included there may be some differences in definition 
between authorities. 

If it is decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
enquiries, priority will be given to concerns that meet statutory criteria. 

I’m not sure if it comes through in our other consultation responses but our overall 
view was that we didn’t agree with the separation of a statutory and non-statutory 
enquiry. The definitions in the Care Act are so broad (estimated that it will increase 
our referrals by fourfold) that any concern not meeting the statutory enquiry would not 
be recorded as a safeguarding concern; it would be dealt with at First Contact and 
therefore not returnable via the SAR. Our view was also that the example given of a 
non-statutory enquiry (involving a carer) would meet the criteria for a statutory enquiry. 
So our answers to Question 12 and 18 are really that we would only want to provide 
data for concerns meeting the statutory enquiry – though I think this might be 
interpreted in different ways by different local authorities.     Our responses to 12 and 
18 would probably be:  All enquiries – 3  Number of statutory enquires – 1  
Combination of statutory and non-statutory enquiries - 3 

Historically, significant differences in the AVA / SAR figures submitted by different 
Councils show clearly that definitions and guidance documents have been interpreted 
differently leading to unreliable benchmarking data.  We think that there would be 
more clarity and consistency if Councils are only asked to report on fully investigated 
cases.    

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 



Care Act Consultation 2015 

 

 

information.  

Extra Burden on Authorities for Social Care and Performace Staff 

Expanded options in these tables will make this information far more useful. 

Currently Trafford’s Safeguarding procedures support both and it would be useful to 
demonstrate best practice and for prioritisation purposes. 

Concerns that the definition for statutory and non-statutory is not clear enough or 
helpful.      Use of the phrase non-statutory seems to diminish the level of importance.  
In reality this may not be the case.   

Although we agree that this will create some useful information it it unlikely to change 
practice and will increase work in gathering the data 

Already record whether a safeguarding enquiry meets threshold to be treated as 
statutory or not. 
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21. If you are unable to report on any of these options in proposal 3 in 2016-17, please 
state why. 

We would primarily pursue a Mental Capacity Act Assessment for those undergoing a 
statutory safeguarding enquiry. We do not expect to be able to report on non-statutory 
enquiries for this group. 

We will collect data on ALL concerns and whether they progress to an enquiry.   
However our focus will be on statutory safeguarding enquiries. We have limited 
capacity to respond to non-statutory enquiries 

We only capture statutory data.  If became mandatory then we would need to revise 
our safeguarding process, data collection and business processes to meet the 
requirements for 2016/17. 

We have been advised by our systems provider, LiquidLogic, that they may not be 
able to incorporate these metrics into our adult recording system in time. 

We cannot see how this will be helpful.  

We are able to state capacity for those who currently or have recieved a service from 
Oldham Council adult services, these would be statutory Safeguarding enquiries, 
However, producing data around the capacity or not of non-statutory enquiries would 
be extremely difficult 

Unless mandatory we do not plan to collect / record data on non-statutory enquiries 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to to ensure that they were included in the release 
of the software for 2016/17.  

The ability to report every non-statutory enquiry is currently not part of the system 
process that is undertaken as there was no specification to report non-statutory 
enquires within the Department of Health guidance.    However if this became a 
mandatory requirement then the process could be changed to incorporate this 
recording, although this is not seen as being of much benefit as a benchmarking 
process. 

Separating out safeguarding enquiries into Statutory and non-statutory does not fit 
with our procedures. The proposed new way of working means that it will take us a 
few years to determine whether or not we feel there is a need, or any evidence to 
suggest we are dealing with, non-statutory enquiries. The proposal to collect this data 
from the outset adds an unwelcome layer of complexity at this stage and doesn’t 
reflect primary legislation.  

Recording systems will enable the facility to record Non-Statutory enquiries, locally the 
decision is not to progress a concern to a non-statutory enquiry as regionally this has 
been perceived as having no value. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

only collect this data currently when an investigation has taken place and a monitoring 
form is completed 

Not planning to collect data on non-statutory referrals. 

No concerns. 

Need to confirm if system is able to meet this - cannot confirm no earier than april 15 

Making safeguarding personal will facilitate this but we are concerned that mental 
capacity, although can be assumed through information gathering, maybe subject to 
coersion or duress which only becomes apparent during the enquiry. 

It would be complex to capture the non-statutory safeguarding enquiries without 
becoming process driven. 

It is up to the discretion of the LA to carry out non-statutory safeguarding enquiries - 
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therefore we will not be recording these. It would be more appriopriate to carry out 
'Carers Assessments' for example. 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on capability of recording systems 

Clearer definition of Mental Capacity.  Does this simply refer to understanding of risk 
or is it about the capacity to make decisions about care etc.  Mental Capacity in 
relation to what? 

By definition enquiries for individuals assessed as "No mental capacity" would have 
care and support needs and therefore be recorded in the statutory category. Is this 
breakdown required?    Exception to the rule would include carers.  

Awaiting confirmation from software supplier 

As with answer to Q15 -Im not sure I understand the distinction between total number 
of safeguarding enquiries and number of statutory -Im now wondering  should the first 
choice read the total number of statutory and non-statutory - if so  this needs 
amending ot 3rd choice -anything with non-statutory will cause us a problem 

As previously stated, it is dependent on the supplier making changes to the software 
and the changes being released in time for testing and implementation ahead of April 
2016 

As per our earlier answers, this is based on us being unclear what the mandate is for 
local authorities to undertake non-statutory enquiries, and therefore being unwilling to 
develop systems to record such work. 

As above - issues in relation to stat/non-stat recording systems - changes anticipated 
to be made in for 16-17. 

again this will be on a standalone database as the social care sytem will not 
accommodate from April 2015 

  We are not sure of the value of undertaking more mental capacity assessments.    It 
cannot be assumed more assessments are beneficial; it depends on the rational 
behind them. 
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22. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
costs associated with reporting any of these options in proposal 3 to the HSCIC? If yes, 
please can you estimate the cost? 

Yes.  Significant recording and reporting for non-statutory.  Some (more than minimal 
costs) for reporting. 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

Yes - report writing costs / staff time to develop reports to extract relevent information   
Development of new forms that will be Care Act compliant  

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

Unable to estimate- systems changes and training 

Time spent developing new reports.  This would probably require about 0.5 days work 
(approximately £56, includes on-costs). 

There would be a cost.  But we cannot quantify this cost at the moment because our 
business processes are not currently clear on how we intend to manage safeguarding 
requirements under the Care Act.  This is currently being worked through and 
developed. 

There would be a cost but unable to project actuals 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There will be a cost associated with recording non-statutory cases, plus associated 
set up costs (IT time, training, reporting). It isn't possible to estimate costs without 
knowing how many additional cases this relates to, and would also depend on 
whether IT changes are made in-house or by our software provider. 

There may be software costs from the supplier. There will be additional staff time 
required in changing processes and paperwork forms and implementation to ensure 
all metrics are identified. 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

See Q.10  Option 3 might add additional costs.  Impossible to even estimate as 
planning is still at an early stage. 

Revision of safeguarding process, data systems and reporting.  Unable to estimate 
cost at present. 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.    We are dependant upon software supplier reconfiguring the 
system, releasing an upgraded version and then us applying that upgrade locally. 
There are no known timescales at this point in time.   

Proposal 3 is considered a more significant change as we need to distinguish between 
a statutory and non-statutory enquiry.  Please see question 10 for more details. 
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Overall these responses may sound a little contradictory but some of the questions 
are ambiguous.  I have entered 'definitely not' for April 2015 because whilst we record 
non-statutory enquiries we don't currently collect sufficient data on them to complete 
the SAR. 

Our IT provider will be required to adjust the SAR for reporting purposes.  However 
there will be a requirement for mapping and testing within the authority. There would 
also need to be learning items / briefing potentially for staff re recording requirements.  

not known - configuration and training? 

Not aware of any. 

None identified 

None apart from operational. 

None 

none 

None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No 

no 

No 

No 

No 

n/a 

N/A 

It is anticipated that the IT system's vendor will update the product to comply with the 
Care Act 2014 requirements. 

It depends on what stage of our process it is decided to differentiate between 
Statutory and Non-statutory clients (as stated in Q9).  

information already collected no additional costs incurred 

costs the same as question 10 £3375 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs included in Q.10 above 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process   Training associated with change of business process  
Data quality checking and amendments   

Cannot answer at this stage 

At this moment in time we are not sure and therefore unable to provide costs. 

As previous answer, the additonal costs would be inclided in my estimate of £18,000 

As per previous comments relating to costs. 

Any additional reporting costs will be small, provided our supplier can incorporate 
them into our system. 

Additional training cost  Systems development and testing  Sub analysis  report 
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development  Total cost: £11000 

£750 

£200 
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23. Open Ended Response: Please let us know any other comments you have about 
Proposal 3. 

Will we assess the capacity of those involved in a non-statutory enquiry, still not clear 
what a non-statutory enquiry is and when we would do one. Im not sure collecting 
data in response to non- statutory enquiries will be useful. 

We would welcome the opportunity to capture an additional data item indicating 
whether the case was supported by an independent advocate. The current data item 
asks if the case was supported by an advocate, family or friend, with new duties it 
would be helpful to specifically capture 'independent advocate' in its own right. We will 
do this locally but feel this would also be helpful nationally to give an indication of 
trends/volume. 

We would require this proposal to be introduced in 2016/17 as we would need time to 
ensure the system can accommodate the collection of this data on ‘mental capacity’.     
In relation to question 18 - we would only want to collect the number of statutory 
safeguarding enquiries and would not wish to collect the other 2 options, however it 
was not possible to leave these other 2 options blank without ranking them into 2nd 
and 3rd preferences.  

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We need to understand more about non-statutory enquiries to udnderstand what 
benefit there would be in collecting and reporting on this information.    We are 
concerned that the level of information we are being potentially asked to record and 
report on is disproportionate to the work carried out.    We understand from the limited 
guidance provided and from operational practice currently, that an enquiry could 
consist of only 1 telephone call or conversation, and so to capture all the details or the 
abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We have a legal duty now under S68 to ensure someone with "substantial difficulty" in 
engaging in safeguarding processes/ decision making has access to an appropriate 
advocate - including independent advocacy.  Shouldn't the final line of the SG3 table 
enable measurement and monitoring in more detail of the types of advocacy provision 
- i.e. "no substantial difficulty".  "substantial difficulty and family/ friend advocate 
offered", "substantial difficulty and IMCA offered" "substantial difficulty and other 
independent advocate offered".  It tells us very little to know just whether or not an 
advocate was provided - it is more useful to know whether that advocate was provided 
in compliance with legal duties as was appropriate to the needs of the adult at risk. 

We feel mental capacity is a vital component of safeguarding 

We are unlikely to deliver non- statutory safeguarding enquiries. 

The phrasing of the question in SG3 is confusing. Instead of asking whether the adult 
lacked capacity it would be helpful if the question asked whether the individual had 
capacity or not. At present the question is prompting a yes response to confirm a 
negative rather than yes to confirm a positive. The question that we will be asking 
practitioners to consider is "Do you think the adult at risk has mental capacity in 
relation to making decisions about their safety?" As opposed to asking about capacity 
in relation to the safeguarding enquiry. 

Mental Capcity is decision specific and time specific and is not automatically recorded 
for a safeguarding referral. Mental capacity would only be challenged if there is a 
specific reason at the time. 

Logical to collate numbers of concerns and numbers of individuals.  Concern: 
HSCIC’s distinction between of statutory and non-statutory enquiries. The statutory 
guidance defines enquiries and formal (s42) and informal (other) and doesn’t describe 
the difference between statutory or non-statutory.  The definition of the difference 
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based on the criteria of the individual ie whether they have care and support needs, 
under this definition, non-statutory enquiries would mostly be in relation to carers, who 
only have support needs. LAs are unlikely to make enquiries in relation to adults 
without care or support needs, and are more likely to signpost/ provide information 
and advice.   The guidance doesn’t give a steer on whether statutory or otherwise but 
the HSCIC’s distinction seems confusing – most LAs are likely to describe a carer as 
having care and support needs.   Concern: relating the distinction between enquiries 
for the purposes of data collection to the characteristics of the person concerned, 
rather than the person who is carrying it out. Where LAs are causing other agencies to 
make enquiries, those agencies are likely to be using their procedures for internal 
management review, serious incident, root cause analysis or HR investigation or 
similar. Where the LA is making the enquiry, it is likely to be using some form of formal 
safeguarding process similar to that in the ADASS standards albeit more flexibly. If all 
of these types of enquiry are deemed as statutory, there are going to be very few non-
statutory enquiries – in which case is this worth collecting?  Therefore data of interest 
might be numbers of enquiries carried out by the local authority and numbers of 
enquires caused by the local authority, with perhaps detail beneath this about the type 
of agency caused to make the enquiry.  The further argument for a distinction between 
who is carrying out the enquiry is that if the LA has caused another agency to make 
an enquiry, how is the data below going to be collated, given that other agencies will 
not have access to the LA systems. Are LAs to provide a data collection tool for the 
agency conducting the enquiry, with the associated administration/ data input costs? 
(There are upsides to this in terms of prompting particular courses of action by the 
agency). Or is this data to be collated only for enquiries being conducted by the LA?   

It would be useful to have the split between statutory and non-statutory activity to 
compare with other LA's. If this isnt possible, however, it would be better to just have 
the statutory activity so we know we are comparing like with like across LA's.     Leeds 
will probably use the terminology 'S42 enquiries' and 'other safeguarding enquiries', 
rather than statutory and non-statutory. 

It would be not very useful to collate any national information on what is defined in the 
proposals as non-statutory enquiries and it is unlikely that Devon County Council 
would use this information. 

If we were required to record capacity for non-statutory safeguarding enquiries this 
would require system changes and subsequent staff training. However we believe that 
as the responsibility for investigating and concluding non-statutory enquiries does not 
lay with us then the recording of capacity in this instance is unnecessary. 

If it is decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
enquiries, priority will be given to concerns that meet statutory criteria. 

I would add the caveat that Mental Capacity is currently investigated with statutory 
enquiries only. 

Historically, significant differences in the AVA / SAR figures submitted by different 
Councils show clearly that definitions and guidance documents have been interpreted 
differently leading to unreliable benchmarking data.  We think that there would be 
more clarity and consistency if Councils are only asked to report on fully investigated 
cases.    

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

Extra Burden on Authorities for Social Care and Performance Staff 
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Currently Trafford’s Safeguarding procedures support both and it would be useful to 
demonstrate best practice and for prioritisation purposes. 

Concerns that the definition for statutory and non-statutory is not clear enough or 
helpful.      Use of the phrase non-statutory seems to diminish the level of importance.  
In reality this may not be the case.   

Clarification is needed about capacity.  Is this in relation to the safeguarding enquiry in 
question only? 

By definition enquiries for individuals assessed as "No mental capacity" would have 
care and support needs and therefore be recorded in the statutory category. Is this 
breakdown required?    Exception to the rule would include carers.  

As mentioned in Q17, managers would want to know whether the clients lacking 
Mental Capacity were crossing over to the "Non-Statutory Enquiries" and preventative 
measures could be put into place especially depending on how we compare to our 
statistical neighbours' percentages/numbers. 

As mental capacity is decision specific, we have assumed in answering these 
questions that mental capacity applies to the ability to participate in the Safeguarding 
process. 

As above re non-statutory safeguarding enquiries.    Picking up this information earlier 
in the process, at enquiry rather than completion of the case, is problematic as it may 
not always be known at this stage.   

Although we agree that this will create some useful information it it unlikely to change 
practice and will increase work in gathering the data 

Again, this involves additional worker time spent recording information on the 
database. 
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25. Open Ended Response: If you do not agree with proposal 4 please state why? 

We would prefer to see this split between 'Social Care Service Provider' and 'Health 
Care Service Provider' 

We think there is some value in understanding the source of risk by type of service 
e.g. GP, Hospital, Care Home, Home Support and this might be useful national data. 

We feel that it is confusing to change to Service Provider-the wording is too 
ambiguous and staff may struggle to identify GP’s or health staff as Service providers.  

Useful to distinguish by types of service provider (eg residential care, home care etc) 
for benchmarking purposes. 

The proposed category of Service Provider (relating to any person who is involved in 
providing a social or health care service) seems too broad. A breakdown by, for 
example, hospital setting, could be useful for comparison purposes. 

Suffolk would like to see what the list of Service Providers includes.  The list should 
include commissioned services and generic services (ie GP surgeries) 

Still useful to have this broken down by type of provider for local analysis. 

No strong view. 

Need to speak with JANE  

locally the intelligence is helpful to inform board who employs the alleged perpetrator 

Limits the breakdown of concerns and intelligence 

Is helpful to distinguish between commissioned and non-commissioned providers. 

However, needs to be more clearly labelled, more specific e.g. if including health, it 
needs to state 'Health and Social Care Support' 

Constant alterations to the data return means that it is not possible to compare against 
previous year’s performance.  

By putting the answers all together we would not be able to pick up trends on certain 
providers. 

A Direct Payment may enable delivery of "non-traditional" care e.g. provided by a 
neighbour or relative.  Are these people "service providers" or "others known to the 
individual"?     
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28. Open Ended Response: If you are unable to report on this category in proposal 4 in 
2016-17, please state why? 

We will be able to report on source of risk for statutory enquiries. 

We need to further investigate whether our IT system can be adjusted/amended in 
time to accommodate the proposed changes to the recording of data against the  
‘source of risk’ categories.  

We do not agree with this approach and prefer current process. 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to to ensure that they were included in the release 
of the software for 2016/17.  

Review of systems and clarity of definitions 

Requires a change to the current electronic social care record. 

Reporting on these catergories for the 2016-17 national data return would take 
fundamental changes to our reporting systems and these changes would take time 
and money to implement. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

Need to confirm if system is able to meet this - cannot confirm no earier than april 15 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

For April 2015 it depends on the definition used. If the existing categories can be 
mapped to the new Service Provider title then it will be capable of collection. But the 
information consultation mentions GPs and dentists and these are not clear from the 
current or new terminology.    April 2016 is dependent on the software provider 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on capability of recording system 

Decisions have not yet been made on which data to collect. 

again this would be using a stand alone database as the social care system will not be 
updated from April 2015 

 We are adjusting our forms from April 2015 to be Care Act compliant and ensuring 
use of new terminology.     We would hope data collected from this point would fully 
reflect the changes  ie change to proposed  'service provider' categories above.      
Our concern would be that data is continued to be required to be reported in the SAR 
using existing terminology which is changing.  
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29. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting this category in proposal 4 to the HSCIC? If yes, please 
can you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

Unable to estimate- systems change and training 

Unable to estimate 

Training and Infrastructure 

Time spent amending reports.  This would require about 0.5hrs (approximately £7.50, 
includes on-costs). 

There would be a cost but unable to project actuals 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

Software, implementation and testing as well as redesigning forms to record data 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.    We are dependent upon software supplier reconfiguring the 
system, releasing an upgraded version and then us applying that upgrade locally. 
There are no known timescales at this point in time.   

Report writing to update reports to extract relevant information  

Proposal 4 is considered a simple change to an existing code table.  Please see 
question 10 for more details of costings. 

overall costs as stated in question 10 £3375 

Our IT provider will be required to adjust the SAR for reporting purposes.  However 
there will be a requirement for mapping and testing within the authority. There would 
also need to be learning items / briefing potentially for staff re recording requirements.  

Not aware of any. 

None identified 

None 

None 

None 

none 

None 

None 

none 

None 

None 
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No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No extra costs 

no cost 

No 

No 

No 

no 

No 

No 

na 

N/A 

Form change, technical changes, database development and report changes = £660 

Depends on how clear the cross over from sub-codes to new classification is. As long 
as the sub-categories are directly transferable then it would just require an 
amendment to the drop-down list options.  

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Cost of changing the electronic recording system, but interim arrangements should be 
possible. 

Cost associated with:  Development of reporting system to meet requirements  
Change of business process   Training associated with change of business process  
Data quality checking and amendments 

Cost associated with changes to database and subsequent staff training - estimate 
£1,500. 

At this moment in time we are not sure and therefore unable to provide costs. 

As previously stated - cost unknown 

As previous answer, the additonal costs would be inclided in my estimate of £18,000 

Approximately £25,000 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000 

£750 

£50 

 
 

30. Open Ended Response: Please let us know any other comments you have about 
Proposal 4. 

Whilst we are unlikely to be ready for April, we anticipate relevant changes to be 
implemented by May 2015. 

Where cases were opened in 2015-16, but closed in 2016-17, clear guidance would 
need to be provided to ensure direct cross over of current sub categories and which 
ones would go into the new classifications.  It would be helpful if more detail was 
added in future to the sub categories to make it clearer which people go under which 
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sub category. 

We are not in agreement that in all SG2 tables self-neglect  is to be listed as "other - 
known to individual".  It is a different and new source of risk under the Care Act, so 
why not reflect this by having a separate category of "self-neglect" as a source of risk?  
This would better help us understand the prevalence of self-neglect and the 
prevalence of risk from other known parties, rather than muddying the two together 
under "other - known to individual".    

We are concerned that the level of information we are being potentially asked to 
record and report on is disproportionate to the work carried out.    We understand from 
the limited guidance provided and from operational practice currently, that an enquiry 
could consist of only 1 telephone call or conversation, and so to capture all the details 
or the abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We agree to this proposal and can provide data from our present system of recording. 

this proposal would make the source of risk clearer 

This is a wider piece of work involving commissioning and contracts staff in both the 
Local Authority and Health. 

This is a sensible proposal. 

There is no issue of general category reporting however again there would be an 
issue with differentiating between statutory and non-statutory 

The existing sub categories for the current options would need to be amended to 
ensure that staff are accurately capturing the correct category. Local Safeguarding 
Boards will also need to understand any shifts, we may have to take the local decision 
to remove sub categories which are confusing, this would impact on quality of local 
data. 

Relationship types will be aggregated up. We will therefore not be able to benchmark 
on the sub categories. 

It was unclear where those clients in receipt of Direct Payments fit into this 
information. 

It seems sensible to change the category to service provider and encompass health 
services. It will still be helpful to have this broken down by type of provider for local 
analysis, probably many Boards will continue to collate in this way. 

It is still helpful to have this broken down by type of provider for local analysis and I’m 
sure many Boards still collate in this way. 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

Currently SAR reports personal budgets/direct payments as social care support, as 
part of the propsals this would continue to be reported under the service provider 
category.  Has there been any consideration about whether to report safeguarding 
enquiries against types of service provider?     this would be reported under thIf it is 
decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
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enquiries, priority will be given to concerns that meet statutory criteria. 

Constant alterations to the data return means that it is not possible to compare against 
previous years performance.  

Although we agree that this will create some useful information it it unlikely to change 
practice and will increase work in gathering the data.    Significant training requirement 
for front line staff 

Although this could be handled by the current mappings in the system, the application 
picklist values should perhaps be modified to provide a better list of source of risk 
categories. This would require a change to the application that will not be available to 
customers by April 2015 
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32. If you do not agree with proposal 5 please state why? 

We have a separate reporting mechanism locally for domestic abuse, sexual 
exploitation and self-neglect. 

We are unsure about inclusion of self neglect- this is highly likely to be defined 
differently  even by individual workers let alone councils plus it is more often than not 
its referred as such at the outset but over the course of assessment becomes 
identified 

We are not sure how this would be collected. Very little information would be available 
to us, as other agencies would be leading on this.  

We are not sure how self neglect fits in and would appreciate guidance 

This is confusing. Domestic Abuse is abuse in its own right that whilst is recognised 
within safeguarding needs to be addressed as DA and not safeguarding. There is 
nothing to suggest that DA can be a sub category within safeguarding but should not 
be the main category. All safeguarding concerns that involve the definition of intimate 
relationship should have a DASH completed and then discussions as to how best to 
manage the wishes of the individual. It will be dangerous if we miss DA because we 
are seeing it as safeguarding.    Equally sexual exploitation isn’t a category in its own 
right this would be a sub category of Sexual abuse. 

There will need to be clear definitions for each category, the increase in the number of 
categories may cause confusion for practitioners and the uncertainty over which 
category to use may cause confusion 

There is a query because Sexual Exploitation is included and this is not a separate 
type of abuse under the Act or Statutory Guidance. 

The types of risk in the SAR should logically map across to the list of the 10 'types' of 
abuse or neglect in the Care Act statutory guidance. Sexual exploitation is not 
included as a discrete type of abuse or neglect listed in the statutory guidance, 
however, we understand that these categories will be introduced in future so at that 
point it would make sense to include that information in the return.  

The new categorisation makes it complicated in terms of identifying trends and there 
is overlap between the proposed and existing categories. The new classifications 
introduce over complication. 

The additional categories are currently captured under existing classification and 
although the detailed breakdown is welcomed, it will cause confusion. 

Specific domestic abuse figures are captured through other processes and current 
types of risk provide detail of the type of abuse taking place.  Sexual Explotation is a 
subset of sexual abuse and therefore is not needed as its own category. It would only 
dilute the numbers of sexual abuse.  Self neglect - this would not go down a 
safeguarding route, contacts regarding this ssue would go through the social care 
processes   

Some of these categories are dealt with by agencies/organisations other than 
safeguarding.  The process of collecting, sharing and reporting on this information 
would need to be agreed between the various parties involved. 

Sexual exploitation: very important but already covered under sexual abuse  Modern 
slavery: already collected under Human Trafficking within VAWG  Self-neglect: may 
be sending out the wrong message that all self-neglect cases are safeguarding cases 
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which is not the case   

Our view is that the data collection should stick to the categories in the statutory 
guidance. To go beyond these will cause confusion, will add to the challenges of 
implementing the Care Act, and will be likely to lead to differentials in recording 
practice. This will undermine the comparability of the data between areas making it 
less useful.     It is not clear to us what the benefits are of adding the category of 
sexual exploitation, so this should be dropped. 

Need clear definition for sexual abuse and sexual exploitation  

It will be difficult to control data quality as Sexual Exploitation is very similar to Sexual 
Abuse.  With this in mind, we don't think this will be useful national data. 

It should reflect the list in the statutory guidance. Sexual exploitation is not listed.   

In general these risks sit outside of the safeguarding process and would be dealt with 
by our Community Safety team and the Police. 

If you differentiate between sexual abuse and exploitation then why not something 
similar for other categories e.g. financial abuse/exploitation. 

I do ot agree that sexual exploitation needs to be collected as a sub-category of 
sexual abuse. It is a form of sexual abuse and this is already clear. If local areas wish 
to collect this, they may do so, but I don't see why it needs to be collected on a 
national level.  

However we need to think about the Domestic Abuse category and make sure that 
there is no duplication with other types - could this have a secondary sub category 
with it???    We are thinking about how to record Domestic Abuse but know that we 
need to get the data ready. 

Domestic Violence and Sexual Explotation YES  Modern Slavery and Self Neglect 
currenlty sit outside Suffolk Safeguarding remit. 

Constant alterations to the data return means that it is not possible to compare against 
previous years performance.  

Agree with all types apart from "sexual exploitation" which is not included in Care Act 
guidance. 

Agree that Domestic Abuse, Modern Slavery and Self neglect should be included.     
Sexual Exploitation - Think this may be problematic to tease out. We are focussing on 
the 3 additional categories of abuse introduced via the Care Act. This is a 4th one not 
specified in the Act - why is it included?   
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35. Open Ended Response: If you are unable to report on the proposed new categories in 
proposal 5 in 2016-17, please state why. 

We would be able, from a systems perspective, be able to collect data on sexual 
exploitation if so required, but from a practice point of view we would be unwilling to 
implement this for the reasons given above. 

We have been advised by our systems provider, LiquidLogic, that they may not be 
able to incorporate these metrics into our adult recording system in time. 

We do not currently record details of Modern Slavery or Self Neglect or Sexual 
Exploitation (we do record sexual abuse) If we were required to collate figures around 
these new categories then systems could be made within our systems.   

We are not sure how this would be collected. Very little information would be available 
to us, as other agencies would be leading on this.  

We are adjusting our forms from April 2015 to be Care Act compliant and ensuring 
use of new terminology.     We would hope data collected from this point would fully 
reflect the Care Act requirements. ie 3 additional abuse categories, unsure why a 4th 
category of sexual exploitation has been included      

Uncertainty about what will be defined as self neglect- its a very subjective concept. 
We get numbers of referrals from housing colleagues of people living in "dirty" houses 
allegedly self neglect that turn out to be value judgements. Many people with 
drug/alcohol/mental health self neglect to some degree- but with treatment respond 
well --a few people go on to be identified as truly self neglecting but  getting staff to 
code this up after referral I believe would be a challenge too far 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to ensure that they were included in the release of 
the software for 2016/17.  

The information is not collected in that way at present and changes need to be made 
to the system. Modern Slavery will be rare, so should be able to collect, but self 
neglect may be less accurate because there are confusion over thresholds as to when 
self-neglect needs to be recorded as a safeguarding enquiry and when it is standard 
practice. 

system enhancements needed to be able to do this will be reliant on software supplier 

Sexual exploitation should remain within the sexual category. Differentiating between 
the two will be extremely difficult 

Sexual exploitation is not required under the Care Act guidance - so is not required.  
However if becomes mandatory then we will revise business process and collect and 
report. 

Sexual exploitation is not a statutory category. 

Sexual exploitation is a subsection of sexual abuse so we will not record this 
separately. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

Our ability to report is dependent on the update of our IT system by the provider.  
Furthermore, the accurate provision of data will be dependent on the clarity of 
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definitions of type of abuse. 

Need to confirm if system is able to meet this - cannot confirm no earier than april 15 

N/A however I am not sure that we would necessarily be able to report on Modern 
slavery  

Limiting factor would be ability to amend IT systems, however this is planned to be 
achievable. 

It would depend on the system upgrades required 

It will be difficult to control data quality as Sexual Exploitation is very similar to Sexual 
Abuse.  With this in mind, we don't think this will be useful national data.  We also feel 
self neglect will require more of a business process change as self neglect can be 
difficult to pick up.  

If we were required to record these then we could. 

If the new categories are included in the return we will be able to report on them as 
our software supplier is contracted to incorporate all changes to statutory returns. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on the software supplier making changes to the system which can be 
tested and implemented by April 2016 

Dependent on capability of recording systems 

DA, SE and SN - see above  Modern Slavery - procedures, policies, training would 
need to be developed and software would need upgrading. 

again using a stand alone database as the current social care system will not be 
updated for April 2015 
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36. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting all of these categories in proposal 5 to the HSCIC? If yes, 
please can you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

Unable to estimate- systems change and training 

Unable to estimate 

Training and Computer systems 

Time spent amending reports.  This would require about 1 days work (approximately 
£110, includes on-costs). 

There would be a cost but unable to project actuals 

There will be costs relating to IT set up, training and reporting.  

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

Software, testing and implementation and some minimal training. 

Revision of safeguarding process, data systems and reporting.  Unable to estimate 
cost at present. 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.     

Report writing to extract info  

Proposal 5 is considered a simple change to an existing code table.  Please see 
question 10 for more details of costings. 

potential developmet costs from our partners for development of our system 

Please see the response to Question 10 

Please see comments regarding costs for system changes in Q9 
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Please see comments for point 10 

Not aware of any. 

Not able to estimate the cost at present as this is unknown at the moment 

None identified 

None 

none 

none 

None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No additional costs - changes/developments/reporting will be made as part of the 
Care Act. 

No 

No 

No 

No 

Minimal, as there are just a few amendments to the options (Domestic Abuse, Human 
Trafficking and Self Neglect are currently options used additionally for local purposes 
only) 

Minimal additional reporting costs. 

It is anticipated that the IT system's vendor will update the product to comply with he 
Care Act 2014 requirements. 

Included in answer to Q29. 

In house costs of amendments to IT Systems to ensure data is captured 

Difficult to estimate? 

Development costs estiamted at £5k. 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
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Change of business process  Training associated with change of business process  
Data quality checking and amendments 

Changes to the electronic system and probably training to staff to understand the new 
categories 

Capturing data on "Sexual Exploitation" is not required for Care Act compliance so we 
will not be including it in our systems changes for April 2015. If it later became an 
HSCIC requirement, that would involve an additional systems change beyond Care 
Act compliance. Estimated cost is not available at this time. 

At this moment in time we are not sure and therefore unable to provide costs. 

as stated in question 10 £3375 

As previous answer, the additonal costs would be inclided in my estimate of £18,000 

Approximately £50,000 for system and process changes. 

Any additional reporting costs will be small, provided our supplier can incorporate 
them into our system.  

Any additional catagories would requires system changes and training of relevent staff 
in the determination of and recording of safeguarding enquiries into the relevant 
catagory. 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000   

£1500 staff training and IT system changes. 

£750 

£750 

£50 
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37. Open Ended Response: Please let us know any other comments you have about 
Proposal 5. 

Will there be any guidance on how these categories overlap and interact with each 
other.  E.g. where a person has domestic violence, would you also record physical 
abuse and emotional abuse that related to it or would this replace those.  If these are 
overlapping, is there a danger we are going to be significantly over-reporting these 
incidents compared to previous years.    In terms of the sexual exploitation category, 
the categories in the return should reflect the statutory guidance and not additional 
categories. 

Will require changes to picklist values in the application which will require a release of 
the application. This cannot be made available to customers by April 2015. 

We would need further guidance on how to report cases with multiple types of abuse 
i.e. domestic abuse. Doe we report just one or each that applies? 

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We were unclear for the category Sexual Exploitation whether there would be clarity 
for people recording the data? There is the potential for large overlap between Sexual 
Exploitation and Sexual Abuse, which would leave little value in comparing with 
others. Also, we were concerned with the length of the list once all of these categories 
are added 

We welcome the introduction of extra categories however we would also propose the 
addition of an extra option of ‘Other’ in order to capture any other type that is not 
included. We could have the local option to capture in free text what this ‘other’ is 
referring to but it would also allow us to capture evidence of emerging social patterns. 
Limiting the list can be restrictive and the Care Act encourages a move away from 
limiting definitions of what constitutes abuse. 

we feel that the time frame for this is unrealistic  

We don't understand why sexual exploitation is listed separately from sexual abuse.  
We haven't observed that these are set out as separate categories in the Care Act 
statutory guidance.  "sexual exploitation" is only mentioned once - as a community 
concern, not a separate type of abuse.  Exploitation is, in the statutory guidance, seen 
to be a feature of all types of abuse (see paragraph 14.17).  Why is HSCIC list sexual 
abuse and sexual exploitation as a separate categories?      For SG2a - "modern 
slavery" covers several distinct issues - such as domestic servitude, trafficking, etc.  
Why not list these as sub-categories?    For SG2a - what about hate and mate crime, 
forced marriage, honour-based violence, radicalisation?  Where would these be 
categorised?  Again, why not have sub-categories      

We do not currently record details of Modern Slavery or Self Neglect or Sexual 
Exploitation (we do record sexual abuse) If we were required to collate figures around 
these new categories then systems could be made within our systems.    Clear 
definitions of each new category would be required 

We agree that the categories should match those in the statutory guidance 

These figures are collected elsewhere.  Small numbers for the modern slavery 
category are unlikely to be useful. 

There is wide variation in what people class as self neglect. Not sure  any information 
arising will actually prove to be helpful unless there is absolute clarity as to what 
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aspect/degree  of self neglect the DoH wants to know about 

The return should reflect the Care Act and its statutory guidance for Safeguarding. 

Sexual exploitation was not included in the statutory guidance. We would like a clear 
definition of this so that the data is collected consistently. Guidance should also be 
clear that it is important to record ALL abuse types for each enquiry, so there will be 
multiple counting. 

Self neglect should be part of the usual assessment process.  Only failing under 
safeguarding when service failure person does not engage.  

Our concern would be that data is continued to be required to be reported in the SAR 
using existing terminology which is mismatched with Care Act requirements. 

More explanation is required - why is sexual exploitation a sub-section? 

It needs to be clear that in terms of types of abuse listed like domestic abuse, modern 
slavery and domestic abuse, the date collected here will only relate to cases that also 
meet the S42 criteria. 

If it is decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
enquiries, priority will be given to concerns that meet statutory criteria. 

If an individual presents with self-neglect as part of a statutory safeguarding enquiry, 
then we would be able to record it against the relevant category. If a non-statutory 
enquiry, then other preventative (non-safeguarding) interventions may be required, 
including from other agencies. We feel that such cases of self-neglect are unlikely to 
go down a statutory safeguarding enquiry route. 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

Definition of Self neglect to woolly and potentially misleading   

Data on self-neglect may be misleading as local areas decide exactly how it is to be 
treated as relates to the care act and safeguarding enquiries.    Data on sexual 
exploitation seems to be a political/media focus at present and this is not a sound 
basis for influencing data collection and recording.    Modern Slavery will be very rare 
and surely could remain under "other" types of abuse unless there is also a financial 
element. Is it being named in order to raise it's profile? 

Constant alterations to the data return means that it is not possible to compare against 
previous year’s performance. 

Clear guidance required explaining the need to record multiple types of abuse where 
required 

Agree with this proposal, although have some reservations about whether sexual 
exploitation is a necessary category (it is not included in the Care Act guidance). If 
sexual exploitation is included, guidance will be required on how this differs to sexual 
abuse. The guidance will need to allow explicitly for multiple selections eg. domestic 
violence will also be physical / sexual / psychological abuse for example. The 
inclusion of domestic abuse as a category will change the way this data can be 
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interpreted. Unlike the other categories the physical / sexual / psychological abuse is a 
further definition of domestic abuse rather than a separate form of abuse.  

Agree that the categories should match those in the statutory guidance 

Acknowledgment that contacts received in the financial year preceding the 
implementation (but closed in the implemented year) would not be classed as these 
additional abuse types and therefore there would be a rise in these types of abuse the 
following year, when all cases could be classed under these categories. 
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39. Open Ended Response: If you do not agree with proposal 6 please state why? 

While it would be useful to understand the relationship between identified risk and 
action taken, and then the impact on the risk.  It would be more useful if this linked in 
to the Making Safeguarding Personal outcomes (e.g. the outcome might not involve a 
reduction in risk). 

We would prefer to use our local approach where we ask the question as to whether 
risk is reduced and also ask the person whether they are satisfied that their outcomes 
have been met under the safeguarding process. 

We would not make an enquiry if there was no risk identified. Cannot understand the 
notion of "Risk assessment inconclusive". 

We feel that this complicates the recording from past experience of 2011-2012 return 

We don’t necessarily agree or disagree with the changes but are a little unclear 
whether they would be more helpful than the current SG3c table 

We do not think that the new categories are clear. 

We cannot see any significant impact or recording this information as it is unlikely to 
inform planning at a local level or provide useful information on SG practice.  

We agree with the proposed new tables dealing with risk assessment and outcome. 
However it would probably be preferable to have just the four: Risk identified and 
action taken; Risk identified and no action taken; No risk identified and action taken; 
No risk identified and no action taken. 

This list is too long and very confusing and not at all person centred. Social Work 
practice is moving to a more holistic way of looking at risk and risk enablement. The 
lists feel meaningless without the necessary context for each case in terms of 
identifying what the risks were at the outset, and the different expectation on practice 
depending on the scenario. 

This appears to be complicated for people to understand with higher chance of 
incorrect loading. 

These proposed changes come across as confusing and seem to duplicate each 
other. 

These new categories do not reflect work put in where risk was not identified and 
seems to be overly complicated. We propose that the current categories are kept, but 
clearer guidance supplied to state that it includes cases where 'no risk was identified' 
and risk assessments which were inconclusive. With the slight amendment of "No 
action taken" to "No action Needed". 

The current table is easy to understand and easy to benchmark against. The new 
table is too complicated and there is a risk of incorrect reporting. 

The categories are a little confusing in relation to the Local Authorities current 
practice. Screening takes places at the point of receiving the contact and a risk 
assessment is completed. If there are risks then the enquiry will be escalated to a 
statutory enquiry. It is difficult with our working model to see why we would investigate 
a contact if no risks had been identified - Table SG2c 

SG2e is very subjective and therefore results will likely be meaningless. Also, at the 
point of entering the data, the effect of the actions on the risk may not yet be clear. 
SG2c should be sufficient. 
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SG2c - No clear under what circumstances a risk assessment would be inconclusive - 
it either identifies risk or it doesn't. So not sure when the following options would be 
used   - Risk assessment inconclusive and action taken   - Risk assessment 
inconclusive and no action taken   Clarity required for what the categories of risk 
assessment outcomes refer to     SG2e -3 Risk outcomes - categories of risk remains / 
risk reduced and risk removed - fine in principle   BUT this does not account for risk 
assessment outcomes listed above eg - if no risk identified selected . Surely you need 
an option 'no risk identified'! 

Family/carer/friends should be distinct from the "other known" category.  Health and 
other professionals should be in separate categories.  The new groupings are 
unhelpful. 

Existing categories are appropriate. 

Creates a complicated picture which makes comparison unclear and would raise a 
question of how meaningful it would be. 

Constant alterations to the data return means that it is not possible to compare against 
previous years performance. 

Categories are not definitive enough and could lead to confusion.  Need to be 
reassessed and consolidated 

Agree with the proposed new tables dealing with risk assessment and outcome. But 
not sure whether allowing an inconclusive risk assessment might be open as the “cop 
out” option. Examples of where this might happen may be where there is conflicting 
information or where the person concerned hasn’t been spoken to and can’t give their 
view (ie when in hospital). However the person assessing the risk is going to need to 
decide on the level of risk, however low, in order to take action so it would probably be 
preferable to have just the four: Risk identified and action taken; Risk identified and no 
action taken; No risk identified and action taken; No risk identified and no action taken 

A couple of the options are unclear- in what circumstance would no risk be identified 
yet action taken? Not sure what this information would tell you? 

“Risk assessment inconclusive action taken” “risk assessment inconclusive no action 
taken”. These are not clear what is being meant by a risk assessment and how can a 
risk assessment be inconclusive. 

 

 

  



Care Act Consultation 2015 

 
Copyright © 2015, Health and Social Care Information Centre. All rights reserved. 93 

42. Open Ended Response: If you are unable to report on the proposed tables in proposal 
6 in 2016-17, please state why. 

Would like further clarification on options  

We would probably be able to report these tables due to the previous recording for 
2011-2012 procedures  

We will be able to complete 2e, but not 2c because of our local approach as 
discussed in Q39. 

We have been advised by our systems provider, LiquidLogic, that they may not be 
able to incorporate these metrics into our adult recording system in time. 

We are concentrating on building in outcome measures to our safeguarding process 
based on the Making Safeguarding Personal and HSCIC safeguarding outcomes 
survey pilots rather than these risk measures. 

unrealistic time frame for the development of this data capture 

Unless we have a statutory duty under the Care Act to specifically record Risk 
Assessments and Outcomes in this way we won't be recording these options. Textual 
answers will provide the detail. 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to to ensure that they were included in the release 
of the software for 2016/17.  

This proposed field would be challenging to implement successfully as it would require 
two outcomes which potentially could cause data quality issues with system recording. 

This depends on how quickly the documentation can be changed so that workers start 
recording information relating to risk in this way. It won't be possible for anyone but the 
worker involved to make the judgment about whether the risk was reduced, and even 
then as mentioned it will be subjective. 

Software would need to be upgraded by the provider so we would be dependent on 
that. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

Need to confirm if system is able to meet this - cannot confirm no earlier than April 15 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

Dependent on software providers making changes which can be tested and 
implemented within the timescales 

Dependent on capability of recording systems 

Decisions have not yet been made as to what data will be collected. 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 
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Any change requires staffing resources to  adapt systems to collect he information 
and capacity then to run the reports quite apart from getting across to social work staff 
the change and them understanding the purpose. All staffing is struggling capacity 
wise to manage any work additional to that that is absolutely crucial 
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43. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting both of these tables in proposal 6 to the HSCIC? If yes, 
please can you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

We would anticipate increased data and compliance monitoring, to ensure these 
proposed changes are being correctly recorded; this additionally would involve system 
customisations, as well as data cleansing exercises involving service and operational 
teams. 

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

Unable to estimate- systems change and training 

Unable to estimate 

There would be a cost but unable to project actuals 

There will be costs relating to IT set up, training and reporting. It will depend on 
whether IT changes are made in-house or by our software provider. 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

Some reporting costs.  Please note the cumulative impact of all the changes is 
significant.  Issues around backward compatibility within data - re cases already 
started prior to Care Act but finished within period. 

Revision of safeguarding process, data systems and reporting.  Unable to estimate 
cost at present. 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.     

Report writing  

Proposal 6 is considered a significant change due to the new codes proposed and 
they fit with our current system.  Please see question 10 for more details of costings. 
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potential development costs from our partners for development of our system 

Not aware of any. 

None identified 

None 

None 

none 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No additional costs. 

no additional cost incurred 

No 

No 

No 

N/A 

In house IT system amendments 

In 2015/16 we would be reliant on a manual system to record this information which 
would require additional resources for data entry and analysis.  

Don't intend to make any changes. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Costs of software, testing and implementation 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process  Training associated with change of business process  
Data quality checking and amendments 

Costs as discussed above 

At this moment in time we are not sure and therefore unable to provide costs. 

as stated in question 10 overall costs £3375 

Any additional reporting costs will be small, provided our supplier can incorporate 
them into our system. 

Any additional categories required to successfully complete SG2C would require 
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changes to our systems and subsequent training of staff. 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000   

£1500 staff training and IT system changes 

£1500 

£750 

£50 
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44. Open Ended Response: Please let us know any other comments you have about 
Proposal 6. 

Will require changes to the data captured for risk assessment outcome. This will 
require a new release of the application and this will not be available by April 2015. 

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We are currently exploring the functionality of our recording system in relation to the 
proposals in this consultation.  Until the collection requirements are confirmed we can 
only assume this might be the detail required.    If it is decided following this 
consultation that HSCIC require authorities to record non-statutory enquiries, we will 
introduce this option within systems to be recorded, however, we are not sure how 
useful the reporting of non-statutory safeguarding enquires will be as it is at the local 
authorities discretion whether or not to conduct enquiries, priority will be given to 
concerns that meet statutory criteria. 

We are concerned that the level of information we are being potentially asked to 
record and report on is disproportionate to the work carried out.    We understand from 
the limited guidance provided and from operational practice currently, that an enquiry 
could consist of only 1 telephone call or conversation, and so to capture all the details 
or the abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We are adjusting our forms from April 2015 to be Care Act compliant and ensuring 
use of new terminology and would want to ensure any reporting requirements 
reflected in these changes. 

We agree with the proposed new tables dealing with risk assessment and outcome. 
However we are sure whether allowing an inconclusive risk assessment might be 
open as the “cop out” option. Examples of where this might happen may be where 
there is conflicting information or where the person concerned hasn’t been spoken to 
and can’t give their view (i.e. when in hospital). However the person assessing the risk 
is going to need to decide on the level of risk, however low, in order to take action so it 
would probably be preferable to have just the four: Risk identified and action taken; 
Risk identified and no action taken; No risk identified and action taken; No risk 
identified and no action taken. 

This seems unnecessary and unhelpful for national comparisons. It is not clear how 
the data produced will be used to understand or improve services.  

This change will make the output far more useful and logical. 

There may be multiple sources of risk for each enquiry resulting in multiples for this.  
Difficult to record outcomes for each source involved with both the current and the 
proposed new systems if this is the case. 

There could be some quite complex recording required to report on this.    For 
example, one enquiry may deal with:   Physical abuse by 'service provider' and 'other-
known to individual’ That related to the service provider may be 'risk identified and 
action taken' and that related to the 'other - known individual' may be 'no risk identified 
and no action taken', so there will be 2 counts in table SG2c Risk Assessment 
Outcomes - is this correct?    Will there need to be any validation across some of the 
SG2 tables to ensure accurate recording - for example, are the first 2 rows in table 
SG2c expected to equate the numbers in table SG2e? 

The wording of both lists needs to change to be meaningful. Locally we would prefer 
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to use the language of ‘risk of harm’ and to be able to analyse risk of harm specifically 
in relation to concerns.  In order for us to understand risk we would prefer to know if 
risk is being managed or whether the intervention is supporting us to manage risk.  
The proposed language feels like a medical model of dealing with risk.  We would 
prefer to link the management of risk to the person’s outcomes. As such the current 
table SG3c and the new SG2 c + e do not feel useful to us an authority going forward.  
it will be very confusing to attempt to amend this on the system/in practice.   

The proposed change still does not account for all the possibilities, as it does not allow 
for an increase in risk. Consideration should be given to replacing "risk remains" with 
"risk remains the same" and "risk increased". 

This change would be most helpful to operational work.  Any changes would need 
time and resources to implement and therefore LA's should be notified ASAP. 

Risk assessment inconclusive and 'action taken'  or 'no action taken' need more clarity 

Locally it is felt that the proposed change would assist in Safeguarding aligning to a 
more outcome focused conclusion 

It is concerning that the category 'enquiry ceased at the individuals request' is no 
longer a feature. 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

For risk outcomes it would be helpful to have an additional category for risk remains.  
With MSP the outcomes for the adult should direct actions.  A risk remaining will be 
perceived negatively if reported in this way. A category stating risk remaining with 
consent of adult or risk remaining but other action planned would be helpful. 

Data to be collected should reflect the statutory guidance for Care Act about Adult 
Safeguarding. 

Constant alterations to the data return means that it is not possible to compare against 
previous years performance. 

As noted above, while it would be useful to understand the relationship between 
identified risk and action taken, and then the impact on the risk.  It would be more 
useful if this linked in to the Making Safeguarding Personal outcomes (e.g. the 
outcome might not involve a reduction in risk). 

Any additional categories required to successfully complete SG2C would require 
changes to our systems and subsequent training of staff.    Clear definitions of when 
each category should be used again would be essential.  

Additional category to include 'risk identified but adult refused action' 

* 'No risk identified and actions taken' in our opinion should not be included as part of 
this section or captured within the Safeguarding plans for individuals. If there is no risk 
then actions taken should be outside of the safeguarding remit and part of Quality and 
individual processes, in line with Mental Capacity, Quality or contracts.    * We would 
also consider removing the other categories so that the only categories available in 
this section are:  -Risk identified and action taken  - Risk identified no action taken  - 
No risk identified    This would then be followed by:  - Action taken - risk remains  - 
Action taken - risk reduced  - Acton taken - risk removed. 
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48. Open Ended Response: If you do not agree with all of the categories that are 
proposed for this table in proposal 7, please could you indicate which categories and 
why? 

When developing our local system recently, we have checked back with the welsh 
government options on these to se if there is anything we could learn/borrow from 
these 

What would be seen as good/poor performance-what does this information tell us? Is 
it outcome focussed? 

We do not agree with all the proposed categories in the table, we feel that this is a key 
table to get right as it is important to gather this information; however we feel that most 
LA’s will be adapting the LGA guide to ‘Making Safeguarding Personal’ and 
developing a list of personalised responses with guidance from the LGA.  Some of the 
language is very passive e.g. referral for counselling.  

We broadly agree with the majority of the categories but would be concerned about 
the potential for the overuse of the ‘other’ category which would limit the usefulness of 
the data.  

We are querying the 'Relating to the source of risk' list of outcomes and feel that this 
requires further discussion.  We would like to see outcomes that include situations 
where the alleged perpetrator was not known/identified, and also an outcome option 
for Contract/Provider/Regulatory action.  More consultation would be welcome to 
ensure we have a comprehensive list of safeguarding outcomes for the person or 
institution believed to be the source of risk. 

We agree with the list, but we feel that they do not capture all 'Action Taken' scenarios 
which are likely to occur - please see proposed additions in Q49. 

Too generic and we have our own more detailed lists 

The terminology of police action is ambiguous - consider police investigation.     

The potential options resulting from an enquiry vast and wide ranging and are difficult 
to collect on a quantitative basis in a meaningful way. 

The "actions taken" recording is too constrained via such a formulated list.  Our 
preference is to obtain the information textually allowing for full recording and details 
of actions and outcomes that fit well alongside our work around Making Safeguarding 
Personal. 

Other Action' appears vague unless it can be expanded to give detail 

Not too sure of the purpose of 'Referred for training' - what type of training is 
envisaged? 

Not all cases are closed requiring the aforementioned actions. After investigation the 
adult may decline further help, or their case may not contain safeguarding issues as a 
result of the investigation. 

No Further Action may be determined by client preference rather than the nature of 
the risk. 

Many of the listed actions are vague and open to interpretation, such as 'police action' 
which could mean a range of types of police action.  There could be a lot of actions 
that would come under the category of 'other action'. 

Leeds is not convinced of the value of gathering any actions taken as proposed in 
SG2d 

It would be useful to have an additional category of "adult at risk" refused all attempts 
of "support and assistance". 

it does not capture outcomes for individuals 

If table SG2d is to be completed for all cases, then the category of 'No further Action' 
should be added (it would not be appropriate to use 'other action'. Guidance to 
accompany these draft forms would be helpful. 
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Data will be focused on individual outcomes rather than general categories. 

Data should be focussed on individual outcomes not general categories. 

Consideration should be given to rewording the 'management of access 'by' the 
source of risk'. not 'to' as stated in proposal. 

Concern that 'No Further Action' would be chosen where there were no seemingly 
relevant choices from the rest of the list.  This would lead to the information not being 
informative or useful.  Very clear guidance would need to be issued for each category 
e.g. Police Action - does this simply refer to prosecution or would this be used for any 
case where the police are involved in discussions/enquiries 

Assessment and review of needs are interchangeable. Training is very rate. Police 
action is unclear, does this mean conviction or charges or investigation, involvement 
or any action at all.  

Again, until we are operational and can test this out we cannot confirm our agreement 
with the proposal. 
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46. Open Ended Response: If you do not agree with proposal 7 - including an action table 
in the national data return, please let us know your reasons for this. 

When the AVA collected similar information up to 2 years ago – it did not yield much 
useful intelligence. Both locally and nationally the majority were recorded as NFA or 
additional monitoring 

We think that attempting to list all possible actions will always result in too long a list 
and potential for multiple actions. This would mean analysis of the information would 
always be complex and difficult to base any specific learning and improvement actions 
on.  We don't think people would interpret consistently across Local Authorities as 
there is too much scope for variation.  Many of the listed actions are vague and open 
to interpretation, such as 'police action' which could mean a range of types of police 
action.  There could be a lot of actions that would come under the category of 'other 
action'. We don't think that Devon County council would use the information proposed 
for the reasons given. 

We have some reservations about being overly prescriptive about the range of 
available outcomes 

We feel that these are process outcomes rather than personal outcomes for the victim 
as encouraged in Making Safeguarding Personal 

we feel that the outcomes for individuals is more important  

We agree with an action table but not the one proposed. 

Value of this data as business intelligence is debatable based on experiences of use 
of this for the old AVA returns 

Too generic and we have our own more detailed lists 

This was a very difficult table for us to complete in AVA. Action taken by other 
organisations may not be known until after active work on the case within the council 
has completed. We were unable to implement an effective process to close the loop 
and were only able to report on actions taken, or known about, at the time active 
worker involvement ceased. This is a particular issue when the police are considering 
a prosecution, as we could only say police action was being considered and not 
whether it was followed through. This recording requirement was dropped from our 
system when the table was removed from AVA. 

This table is asking for outcomes relating to the ‘Action Taken’ for the adult at risk and 
the source of risk.  These types of codes were previously removed from the AVA.  
Why is there a need to report these nationally as impossible to get a consistent and 
reliable picture? 

This seems to be contrary to the Care Act.  This states the approach should be person 
led.  The given actions are too specific as they stand. 

This is useful at a local level to measure how local policies and practices are working, 
however the need to measure this at a national level and compare against other 
authorities does not follow. The demographics and internal policies and practices for 
each authority could cause large variations in the responses making comparisons 
between authorities to become a paper exercise and not one where the information 
provided is used in a meaningful way.  

This information was previously excluded when the AVA return was replaced by the 
SAR because it wasn’t useful. This would be a backward step in comparing levels of 
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activity rather than outcomes.  

These actions were recorded previously in the AVA and then removed.  Practitioners 
did not find them particularly useful, the return itself served no specific purpose locally.  
It may be more useful to report these actions for the 'PATCH' rather than the AAR. 

These actions do not reflect the range of potential outcomes and appear very Local 
Authority focused.  They may not relate to the outcomes identified by the adult.  The 
LA will be causing enquiries to be made by others, particularly in service provider 
settings.  There is a danger that these will not reflect the actions taken accurately.  
Also re source of risk, the options assume an individual, do not relate well to 
organisations.  Also in some cases there could be "no action". 

There is a lot of unnecessary recording proposed here, for little gain. 

There are just too many listed and inevitably the relevant one for an individual case 
will not be present. When information like this was collected in the past, it led to one or 
two categories being reported frequently and no other category really being used, also 
again, it is not clear why this needs to be known for national comparison.  

The list is too prescriptive. People fall within a number of outcomes. Actions would be 
part of a personalised support risk plan, which would be tailored to individuals' 
personal needs. 

The headings in the action table are broad and too numerous. Due to local 
interpretation, it would be difficult to compare this information between local authorities 
so we do not feel this would be a useful metric to include in the national data return. 
Also, the ‘other’ option often gets ticked meaning you don’t collect meaningful data. In 
addition, this table does not allow for multiple actions for the same case to be 
recorded, meaning valuable data is lost. The cross tabulation in this table also looks 
complex and may involve the use of a number of different systems to produce.  

The arguments for discontinuing this from the AVA were that they were prescriptive 
and were not always completed because the categories didn’t satisfactorily cover what 
was actually done. These categories are better than the AVA but they do appear to 
counterintuitive to the MSP principles, suggesting that still the bulk of a practitioner’s 
input will be about provision of services or “doing to”. Despite the “other” box - these 
types of data collections force practitioners down a tick box route and are a hangover 
from the days of focus on inputs rather than outcomes. Some LAs as part of MSP are 
trying to set up ways of grouping their responses, or inputs to make data collection 
easier and these could be used if an actions table is seen as a requirement; as 
already commented in the first section it also depends whether it’s the LA making the 
enquiry as to what inputs are described here. Do we need categories that are suitable 
for actions taken by care homes, CCGs, district nurses for example? 

Local information- not comparable nationally 

Little value will be gained from aggregating actions taken and comparing nationally. 
This is more useful at a local level to inform commissioning intentions. 

It seems questionable whether this information would add any/much value? 

It feels like a major improvement, however, until we are operational and can test this 
out it is not clear and we cannot confirm our agreement with the proposal. 

In light of the Making Safeguarding Personal, we are focusing more on the individual 
outcomes for the client, relating to the outcomes they wish to receive.  It would be 
difficult to capture this in an overall table nationally and the proposed categories would 
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not capture this. 

Disagree on the basis that it does not link to Making Safeguarding Personal. 

Data should be focussed on individual outcomes not general categories. 

Capturing this data on a national level is unlikely to provide any valuable data, 
especially with an increasing focus on meeting the specific desired outcomes of the 
alleged victim. It is probably something that would be captured on a local level. 

again - available resources are focusing on personal outcomes for safeguarding 

A core principle of the Care act and DoH guidance is to ‘Make Safeguarding Personal’ 
and work with adults to achieve the outcomes that they determine in order to protect 
themselves from future harm or neglect. It is therefore unhelpful to offer a suite of 
options which are very much service and resource based. The collection of such data 
will not provide any informative data which will enhance benchmarking or future 
service planning and commissioning 
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48. If you do not agree with all of the categories that are proposed for this table in 
proposal 7, please could you indicate which categories and why? 

When developing our local system recently, we have checked back with the welsh 
government options on these to see if there is anything we could learn/borrow from 
these 

What would be seen as good/poor performance-what does this information tell us? Is 
it outcome focussed? 

We do not agree with all the proposed categories in the table, we feel that this is a key 
table to get right as it is important to gather this information; however we feel that most 
LA’s will be adapting the LGA guide to ‘Making Safeguarding Personal’ and 
developing a list of personalised responses with guidance from the LGA.  Some of the 
language is very passive e.g. referral for counselling.  

We broadly agree with the majority of the categories but would be concerned about 
the potential for the overuse of the ‘other’ category which would limit the usefulness of 
the data.  

We are querying the 'Relating to the source of risk' list of outcomes and feel that this 
requires further discussion.  We would like to see outcomes that include situations 
where the alleged perpetrator was not known/identified, and also an outcome option 
for Contract/Provider/Regulatory action.  More consultation would be welcome to 
ensure we have a comprehensive list of safeguarding outcomes for the person or 
institution believed to be the source of risk. 

We agree with the list, but we feel that they do not capture all 'Action Taken' scenarios 
which are likely to occur - please see proposed additions in Q49. 

Too generic and we have our own more detailed lists 

The terminology of police action is ambiguous - consider police investigation.     

The potential options resulting from an enquiry vast and wide ranging and are difficult 
to collect on a quantitative basis in a meaningful way. 

The "actions taken" recording is too constrained via such a formulated list.  Our 
preference is to obtain the information textually allowing for full recording and details 
of actions and outcomes that fit well alongside our work around Making Safeguarding 
Personal. 

Other Action' appears vague unless it can be expanded to give detail 

Not too sure of the purpose of 'Referred for training' - what type of training is 
envisaged? 

Not all cases are closed requiring the aforementioned actions. After investigation the 
adult may decline further help, or their case may not contain safeguarding issues as a 
result of the investigation. 

No Further Action may be determined by client preference rather than the nature of 
the risk. 

Many of the listed actions are vague and open to interpretation, such as 'police action' 
which could mean a range of types of police action.  There could be a lot of actions 
that would come under the category of 'other action'. 

Leeds is not convinced of the value of gathering any actions taken as proposed in 
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SG2d 

It would be useful to have an additional category of "adult at risk" refused all attempts 
of "support and assistance". 

it does not capture outcomes for individuals 

If table SG2d is to be completed for all cases, then the category of 'No further Action' 
should be added (it would not be appropriate to use 'other action'. Guidance to 
accompany these draft forms would be helpful. 

Data will be focused on individual outcomes rather than general categories. 

Data should be focussed on individual outcomes not general categories. 

Consideration should be given to rewording the 'management of access 'by' the 
source of risk'. not 'to' as stated in proposal. 

Concern that 'No Further Action' would be chosen where there were no seemingly 
relevant choices from the rest of the list.  This would lead to the information not being 
informative or useful.  Very clear guidance would need to be issued for each category 
e.g. Police Action - does this simply refer to prosecution or would this be used for any 
case where the police are involved in discussions/enquiries 

Assessment and review of needs are interchangeable. Training is very rate. Police 
action is unclear, does this mean conviction or charges or investigation, involvement 
or any action at all.  

Again, until we are operational and can test this out we cannot confirm our agreement 
with the proposal. 
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49. Open Ended Response: Are there any categories that you think should be included in 
the action table in proposal 7 but are currently missing? 

Yes - we think these lists of actions are a little limited.  Under the Care Act 
safeguarding has to be person-centred and based on the wishes and views of the 
adult at risk.  Therefore the range of action taken could vary enormously, and in many 
cases could be about empowering the adult at risk to resolve their situation and then 
keep themselves safe in future.  The options under table SG2d should enable LAs to 
reflect this more personalised work.  We have not been involved in Making 
Safeguarding Personal very long so it would be difficult for us to say what additional 
options should be included in the table, but other LAs that have been involved in 
Making Safeguarding Personal for longer may have very useful insights.  Has HSCIC 
liaised carefully with LAs that have been involved in the Making Safeguarding 
Personal project for the last few years to find out which personalised interventions 
they most typically put in place?  What options would they like to see in this table?  
Also, LAs should be trying to prevent abuse and neglect wherever possible - how do 
these tables allow us to record, monitor and understand whether we are taking 
preventative action? 

yes - police action for the adult.           "case closed at adults' request"            "no 
action required" 

We think that attempting to list all possible actions will always result in too long a list 
and potential for multiple actions. This would mean analysis of the information would 
always be complex and difficult to base any specific learning and improvement actions 
on. 

This is a good opportunoity to capture making safeguarding personal questions to the 
victim rather than these outcomes 

There are so many different outcomes that this would be an exhaustive list 

The Local Authority will retain an number of additional codes for Local monitoring such 
as referral to MARaC/DBS etc 

The list needs to relate to the person and be goal orientated with agreed outcomes. 
Personalised info and advice needs to be included.   We would suggest the inclusion 
of ‘mediation’ and ‘specialist intervention’.   

Source of risk: Whole service quality support plan (e.g. for a care home closure)  

Source of risk:  Referral to regulatory body / professional association e.g.referal to 
Care Quality Commission (CQC), British Medical Association (BMA)  Referral to Mulit 
Agency Risk Assessment Conference (MARAC), Multi Agency Public Protection 
Arrangements (MAPPA)  

Should these be adopted, additional categories may be needed such as 'Referral to 
DBS Vetting and Barring Scheme' and possibly 'Referred to Professional Regulator' 

Relating to the adult at risk: 1. Referral for Health Assessment including Continuing 
Health Care, 2. Referral to MARAC/FJC, 3. Referral to Risk & Vulnerability 
Management Panel, 4. Referral for Safeguarding Adults Review, 5. Informal network 
support increased, Referral onto Partner Agency/Team (e.g. AgeUK, Trading 
Standards, Community Safety, Befriending Service), 6. Police Action, 7. No Action 
Needed 

Relating to adult at risk:  - referral to, or joint work with, children's services  - action 
taken by another local authority  - provision of social work support or similar    Relating 
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to the source of risk  - referral to, or joint work with, children's services  - referral to 
police, not leading to criminal investigation  - criminal investigation not leading to 
prosecution  - criminal investigation leading to prosecution  - conviction or caution 
obtained  - notification to regulatory or registering body  - commissioning or contract 
management action  - action taken by another local authority  - provision of social 
work support or similar 

Relating to 'adult at risk', we think it would be good to have an additional category of 
"Refer to External Agency or Support Service" which would relate to social care clients 
(the "Referred for Training" category might suit carers but not clients). 

Referral to regulatory body. 

Referral to DBS/other professional body.  Contract suspension. 

Referral to DBS for source of risk    DOLS referral or adults at risk 

Referral or action by a regulator  

Not sure there are enough options.  Suggest running for a year as optional to see how 
many are in the 'other' category. 

Not know until use.  Looking fairly comprehensive but until operational we feel it is not 
possible to comment. 

No, please see above.  It would be very difficult to capture the range of MSP 
outcomes in any kind of standardised table. 

No Further Action needs sub-categories:   - no risk identified  - person has capacity , 
no risk to others  - person has capacity, but under duress 

No Further Action for Both Adult at Risk and Person Alleged to have caused harm 

No further action  Refer to advocacy  Refer to court protection 

Needs to link with MSP. 

Missing from the relating to source risk – Referred DBS – Professional bodies -  
regulators – Referred to ‘Designated Safeguarding Manager Adults’ 

Making Safeguarding Personal Toolkit includes more details on a person led 
approach. 

Individuals may have a combination of categories of outcome - it is not clear from the 
question if there can be more than one outcome selected. 

Improvement/Action plans for providers. 

If you do continue with this proposal some additional actions need to be included;  
Referred to: DBS, professional regulator and/or CQC. Also some categories are not 
clear, for example police action - cases are often referred to the police but may not 
result in action whilst others may lead to a criminal investigation - how and why we 
need this information and what it tells us needs to be clear.  

If the data is to be captured as part of the national return it would be helpful to include 
options of "Other - action specific to the individuals desired outcomes" and "Service 
Improvement Action" in the Relating to Source of Risk column. 

If included the list of options could include:-   'referred to DBS Vetting and Barring 
Scheme'  'Referred to Professional Regulator'  'Criminal Prosecution' (rather than 
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police action)  'No action taken by request of the AAR' 

I suggest that  consideration is given as to how this links with Making Safeguarding 
personal and therefore would need actions agreed with the individual  

Given the themes within The Care Act around information and advice, 
preventative/well-being services do these need to be reflected as options perhaps?    
There is also mention within MSP documentation about Family Group Conferencing 
models, again should this be considered? 

Further breakdowns to reflect actions taken that have an impact on the future 
resilience of the adult at risk. 

For Adult at Risk to include:  Review of Protection / Safety Plan  Protection / Safety 
Plan Agreed  Individual Not Wish to Proceed  Police Notified  Other Emergency 
Services Notified  GP/Health Notified / Referred  Family Notified  Civil Action Taken  
Relating to the source of risk to include:  Regulator Notified 

Also suggest adding Referred to DBS and Referred to Professional Regulator 
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52. Open Ended Response: If you are unable to report on the proposed categories in 
proposal 7 in 2016-17, please state why. 

We stopped collecting these as a result of changes from AVA to SAR.  We have no 
plans to restart. 

Unless we have a statutory duty under the Care Act to specifically record the actions 
in this way we will be recording the detail textually rather than via a restrictive set of 
options. Textual answers will provide the detail and will fit much better with MSP. 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to ensure that they were included in the release of 
the software for 2016/17.  

There is potential to report on the proposed categories in 2016-17, however, Devon 
believes that the categories are currently too vague to report on. 

Systems development would be required and resources allocated to enable capture.  

system enhancements needed which will be reliant on the software supplier 

Should the extra categories be required they can be added to the system. This would 
allow for reporting  

Probably would be able to 

Probably - dependent on the software being changed 

our systems do not have the capacity to capture this data 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic 

Need to update recording systems 

Issues around purchasing of new system therefore cannot confirm as yet 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on capability of recording systems 

As the service is now moving towards making safeguarding personal and focussing on 
service user outcomes the ability to record service and resource based outcomes is 
not being incorporated into the process. 

As long as we are informed in time as this would require a change in business 
process, as well as the addition of a specific case note to our IT system, with the 
correct drop-down boxes to allow for multiple 'Actions Taken'. Because we do not 
have an official way of recording this currently (other than in free text fields), we would 
need enough time for cases that were opened in 2015-16, but closed in 2016-17 to 
have these options as an outcome. 

Again, this would be dependent on LAS system upgrades and implementation, and if 
the system still allows these old fields to be recorded. 
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53. Open Ended Response: LA respondents only – Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting this table in proposal 7 to the HSCIC? If yes, please can 
you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting, estimated at £1,100 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the ocst of system upgrades etc required. 

unknown at present will need system enhancement 

Unable to estimate- training and systems changes needed 

Unable to estimate 

There would be a cost but unable to project actuals 

There will be costs relating to IT set up, training and reporting. It will depend on 
whether IT changes are made in-house or by our software provider. 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

System Development Changes  Reporting Changes  Staff Training  Staff Capacity 

System changes would be required 

Some recording costs.  Some reporting costs. 

Software, testing and implementation 

Revision of safeguarding process, data systems, reporting.  Unable to estimate cost at 
present. 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.   

Proposal 7 is considered a significant change due to the new codes proposed and 
how they fit with our current system.  Please see question 10 for more details of 
costings. 

potential development costs from our partners for development of our system 

Not aware of any. 

None identified 

None 



Care Act Consultation 2015 

 

 

none 

None 

None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No changes intended. 

No additional costs. 

No 

No 

No 

No 

In house cost for amendments to IT systems 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process  Training associated with change of business process  
Data quality checking and amendments 

At this moment in time we are not sure and therefore unable to provide costs. 

as stated in question 10 £3375 

Amendment and implementation to our current business process and system 
customisations. Circulation and guidance to all staff on the new process and tracking 
of correct implementation, as well as training for it to be properly implemented. 

Again costs in terms of staff capacity 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000   

£750 

£750 

£100 
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54. Open Ended Response: Please let us know any other comments you have about 
Proposal 7. 

When we removed the outcomes options from our recording system due to the 
changes around the move from AVA to SAR - it was very well received by all parties.  
The form we used was reviewed and the format improved upon, which has led to 
much better quality information and recording overall.  To put similar options (to what 
was removed) back into the form (which would extend the form by 1 page) would be 
an unnecessary backwards step. 

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We have kept this level of detail in our current electronic record because we felt it was 
useful even though it wasn't required for the SAR. 

we don't find these useful 

We do agree but we do not always have control over the final action taken e.g when 
cases are reffered to an outside agency such as the police for action, we do not 
always recieve note of the final action 

We are presuming that multiple responses for this table would be allowed. 

We are currently exploring the functionality of our recording system in relation to the 
proposals in this consultation.  System changes can only be progressed once 
collection requirements are confirmed by HSCIC.  We would hope that by 2016-17 we 
would be able to report against some, if not all of the categories.     If it is decided 
following this consultation that HSCIC require authorities to record non-statutory 
enquiries, we will introduce this option within systems to be recorded, however, we are 
not sure how useful the reporting of non-statutory safeguarding enquires will be as it is 
at the local authorities discretion whether or not to conduct enquiries, priority will be 
given to concerns that meet statutory criteria. 

We are concerned that the level of information we are being potentially asked to 
record and report on is disproportionate to the work carried out.    We understand from 
the limited guidance provided and from operational practice currently, that an enquiry 
could consist of only 1 telephone call or conversation, and so to capture all the details 
or the abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We are adjusting our forms from April 2015 to be Care Act compliant and ensuring 
use of new terminology and would want to ensure any reporting requirements reflect 
these changes. 

unrealistic time frame for the development of this data capture 

This table is asking for outcomes relating to the ‘Action Taken’ for the adult at risk and 
the source of risk.  These types of codes were previously removed from the AVA.  
Why is there a need to report these nationally as impossible to get a consistent and 
reliable picture?  How can you compare different authorities reliably?    Also, 
examples would be needed to clarify situations where multiples of 'adults at risk' and 
'source of risk occur'.  E.g. if there is one adult at risk, three sources of risk (a Service 
Provider and two known individuals) and an action for the adult at risk is 'Moved to a 
different location' - how is this counted in the table?  Is this represented as 3 (1 adult 
at risk X 3 sources of risk) or as 2 i.e. (1 adult at risk x 2 different sources of risk) or 1 
(there is only action to 1 adult at risk).  It gets very confusing and clear examples are 
needed on how to record such a situation. 
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The use of the "Other action" category will require analysis to ascertain future 
enhancements/additions to the actions taken categories. 

The arguments for discontinuing this from the AVA were that they were prescriptive 
and were not always completed because the categories didn’t satisfactorily cover what 
was actually done. These categories are better than the AVA but they do appear to 
counterintuitive to the MSP principles, suggesting that still the bulk of a practitioner’s 
input will be about provision of services. or “doing to”. Despite the “other” box I think 
these types of data collections force practitioners down a tick box route and are a 
hang over from the days of focus on inputs rather than outcomes. As already 
commented in the first section it also depends whether it’s the LA making the enquiry 
as to what inputs are described here. Do we need categories that are suitable for 
actions taken by care homes, CCGs, district nurses for example? 

Needs to link with MSP.  We would have particular complexities around work-flow 
issues and how reporting looks on this.  Would it be a choice of one or multiple 
options? 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

Do these actions relate to those taken at the very end of the safeguarding process, or 
any actions that are taken throughout the whole process.    For example, early on in 
the process, the adult at risk may be referred for an 'assessment of care and support 
needs' if they are not already known to the LA, or for a 'review of care and support 
needs' if they are known.  However, an action taken at the end of the process may 
also be to move to a different location and/or refer for counselling. 

Although capturing actions taken to both person at risk and source of risk, the current 
actions reflect the outcomes captured previously for the AVA return. This list is very 
different to the proposed list and therefore will require a change to the list of actions 
taken and therefore a new release of software. This will not be available for April 
2015. 
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56. Open Ended Response: If you do not agree with proposal 8, please let us know your 
reasons for this. 

Would be useful to cross reference case conclusion with the individuals MSP desired 
outcomes. 

Whilst we are adopting MSP and looking at achieving outcomes for the individual and 
whether outcomes are met, we will still need to decide and record if the abuse did or 
did not happen. This therefore means we still need to record these outputs. It is crucial 
evidence when referring perpetrators onto professional bodies i.e. DBS NMC etc. 

Whilst I understand the principals around MSP – my experience is that Victims of 
abuse want justice and the current judgements provide the framework to assist 
closure for the individual – in addition it shapes service users and professionals to 
discuss and  agreed outcomes based on the evidence provided, and gives clear 
judgement to support disciplinary and referral to DBS processes.  

We would still like to see this data.  Comparing with national data is an indicator as to 
whether our internal decision making is appropriate - i.e. is it really safeguarding.  We 
want to be comparable with other authorities. 

We will continue collecting this locally. 

We strongly feel that this table provides useful data and this supports referrals to DBS 
and other professional bodies. 

We need to know if allegations of abuse were true/false/partly true, as this informs 
decisions to refer to DBS/contract suspension.  Needs to be clear these are service 
outcomes, not service user outcomes. Both perspectives are necessary. 

We monitor this information on a monthly basis and it is very useful alongside our 
MSP work.  If this was to be removed we would probably continue to collect and 
monitor this information. 

We felt that SG2c and SG2e were too complicated; therefore this table would need to 
continue. 

We feel this is useful information to continue to collect albeit we would like an 
abridged version, for example, we no longer collect "Inconclusive".  Should the 
decision be made to not collect nationally we would continue with the practice for local 
intelligence. 

We feel that there is value in retaining these codes and will continue to monitor and 
report these internally to ensure that effective screening is taking place 

We feel that conclusions are useful to know within the case and to benchmark against 
neighbouring boroughs. 

We agree with this wholeheartedly 

This was never an outcomes measure in the first place, and has never been regarded 
as such even though HSCIC gave it the title "outcomes".  This was only ever a 
measure of whether allegations were proved or not.  So HSCIC's rationale for removal 
is a little misguided.  On balance of probabilities it is probably worth removing this 
measure, because with a Making Safeguarding Personal approach it doesn't matter so 
much whether we prove that the allegations of abuse are true or not and matters more 
whether we identify risk and help the adult to protect themselves from that risk - 
identifying risk doesn't mean we have proved the allegations are true.  
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This proposal is naive. It seems to us that public confidence locally would be damaged 
if we were to report, say in the SAB's annual report, that there were a number of 
concerns raised about abuse and neglect during the year but we did not know in how 
many of these cases there had been actual or risks of abuse and neglect. The same 
would seem to be true nationally.    We understand that the idea of dropping this 
indicator is based on the challenges there have been with this issue in practice, and 
the idea that measuring user outcomes is all that is needed. It seems to us that the 
better solution is to keep this indicator alongside the user outcomes measurement, as 
they do different things and both are useful, and for sector-led improvement work to 
address the practice issues.     To stop measuring whether there has been actual or 
risks of abuse and neglect seems to use to be at odds with the aims of a safeguarding 
enquiry; in particular it moves us away from establishing facts, and is at odds with 
helping people secure justice. An important part of securing justice and promoting 
recovery is to honour the person's story. If we don't name abuse and neglect when it 
happens, we fail to do this and we risk going back to pre-"No Secrets" ways of 
working whereby not naming abuse and neglect meant it was often unrecognised. 

This information will still be of interest to our Safeguarding Board and we would 
provide along side person led outcomes. 

There should be the opportunity to collect information on whether the abuse took 
place - whether the abuse was substantiated or unsubstantiated.  There should also 
be the opportunity to record customer outcomes.  

The outcome data for safeguarding referrals was useful information in triangulating the 
rate of alerts/referrals and associated safeguarding outcomes.  It also helped in 
providing completeness/closure to cases recorded on the system and remained 
consistent with the general rhetoric on ensuring outcomes remain in scope as part of 
all data requirements 

The existing table is useful and clear for comparative purposes. 

The conclusion gives some insight into whether the investigation was substantiated or 
not, and separating out 'alleged' and 'substantiated' adds value to our local reporting - 
it is a good measure of the quality of the intervention, effectiveness of safeguarding 
screening and we can investigate the reasons for investigations that were ceased. 

Not sure there are enough options.  Suggest running for a year as optional to see how 
many are in the 'other' category. 

Meeting of Making Safeguarding Personal Outcomes is a more useful and relevant 
measure 

locally this data is helpful however if replaced by proposal 7 it captures the info 

I've been unable to open the PDF file for some reason so am working with a paper 
version printed some time ago.      I think that having information relating to 
conclusions generally is useful both for knowing what is coming 'through the door' and 
for quality control (identifying cases to determine/check how decisions have been 
reached/the standard to which the practitioners are working).  Also, in relation to 
'inconclusive - this particular conclusion worries me and needs to stand out 
somewhere - preferably staying within data returns. 

it is helpful to understand if the concern was substantiated or otherwise and provides 
clarity for both the alleged victim and alleged perpetrator. 

It has been found useful to stimulate discussion over the percentage difference 
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between the categories and to see if inappropriate concerns have gone onto enquiry 

I believe that the quality of enquiries will not be as thorough and also the current 
system ensures that all are accountable for their actions 

I believe it is still useful to capture an overall conclusion to reflect why a safeguarding 
enquiry Is being closed. 

Dilutes the importance of investigation outcomes. Experience shows that these 
outcomes are relevant for customers, complaints, HR and Police. 

Constant alterations to the data return means that it is not possible to compare against 
previous years performance. 

Conclusions are useful when the abuse happens at a Care Home or Service Provider, 
for example, as it builds a picture to whether there are organisational concerns.  For 
example, if a care home/service provider has had 20 safeguarding cases, it gives a 
different picture if they are all "Substantiated" opposed to "Not Substantiated".   

Because of concerns where safeguarding alerts/concerns relate to a service provider.  
It is helpful to see which have been substantiated or not for benchmarking purposes. 

As this information is already collected there is virtually no cost to continuing to collect. 
I had understood that one thing this information did tell us was whether gatekeeping of 
alerts was working well or not and that it would raise concerns if either  the % 
unsubstantiated was very high -ie are we wasting investigators time by taking alerts 
through a process that turns out to be unnecessary rather too often than it should. 
Equally if we were getting very high substantiated results -you might wonder if  we are 
not investigating enough 
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57. Open Ended Response: Please let us know any other comments you have about 
Proposal 8. 

We would welcome this table being removed from 2015/16 rather than waiting until 
16/17 

We would suggest keeping a data point on this, but amending the current version.    It 
could be renamed to be something like "Finding of safeguarding adults enquiry, based 
on evidence found and balance of probability", with the options of  - "Abuse or neglect 
occurred"  - "Clear and present risk of abuse or neglect identified"  - "No actual or risk 
of abuse or neglect"  - "Evidence does not support a finding either way"  - "Unable or 
inappropriate to determine a finding"  

We wholeheartedly agree with the removal and rationale of this collecting table. 

We understand the rationale behind this which includes a move away from a focus 
upon blame but will continue to collect this information locally as it is an aid for social 
workers decision making and can help provide closure for those involved in 
safeguarding 

We realise that this proposal is already decided, so in relation to the above, we would 
like to propose an alternative to the current 'Conclusions' - 4 options: "Harm Occurred 
- No Public Interest", "Harm Occurred - Public Interest Matter", "Unclear if Harm 
Occurred" and "No Harm Occurred" 

We agree with suggestion to remove substantiated. 

This table focuses purely on current terminology and isn't appropriate once the Care 
Act comes into force. Much effort has been put in system wide to ensure the 
embedding of new practices and terminology. Continuing to require the mandatory 
collection of the previous terminology would be counterproductive 

This is the right direction for individual customers however this leaves a potential gap 
in outcomes for provider enquiries to understand large scale concerns  

This is a very positive development. 

The risk of removing this is that in many cases no conclusion is recorded anywhere 
and situations are left "inconclusive" which can have reputational implications for the 
alleged perpetrator. Although asking for this data has the unfortunate effect of making 
workers focus too much on whether they can "prove" the abuse, there is evidence of 
safeguarding processes not undertaking sufficient investigation so there is a real risk 
that "unproven" allegations will be used to justify protective interventions which are an 
unjustified interference with human rights. Although this is primarily a practice issues, 
with the changes in MSP and the Care Act and the removal of this item from the 
collection, I believe it will give social workers the impression that identifying whether 
something actually happened is no longer a part of safeguarding.  

The proposed changes do not meet the needs of the MSP agenda, where the service 
user want an outcome from the investigation. 

The Care Act focus is on outcomes for an individual rather than more generalised 
statements about providers or situations 

Strong support for this to be removed, agree with the rationale as the terminology no 
longer useful. We are adjusting our forms from April 2015 to be Care Act compliant 
and ensuring use of new terminology. We are proposing that our revised forms will no 
longer collect case conclusion but what will happen if SAR 2015/16 remains 
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unchanged which includes reporting by case conclusion?  Would like reassurance that 
we do not need to report this for 2015/16.  

sometimes the conclusions data is valuable to us in terms of reporting to our local 
Safeguarding Adults Board, we would probably wish to retain the collection of this 
data, even if it is no longer a statutory requirement 

Locally we would retain this, as families find it useful to have some validation of 
safeguarding alerts they may have raised about relatives.  This data is also used to 
help confirm the effectiveness of investigations.  It is possible to do this locally and 
nothing is gained by having national comparisons. 

It is useful to have the category 'fully substantiated' especially when there has been an 
in-house or provider investigation which has resulted in action, such as staff dismissal. 

In line with the Care Act we will not be collecting Conclusions from April 1st 2015. 

If the proposed changes to 6 and 7 are agreed then we would agree that the need for 
an additional conclusions table would be negated. We also feel that as an outcome 
could be ongoing then a conclusion may not always be appropriate 

I am wondering if ADASS have picked up on the description outcome here and seen it 
as not personalised. This isn't an outcome for the individual and therefore isn't a 
personalised outcome but it is an outcome of an investigation and as these are labour 
intensive pieces of work I would have thought we wouldn't want to lose this 
information. I do use it myself locally unlike quite a number of the other bits of 
information that we report on and are listed in this survey 

Devon agrees with the reasons given for this proposal. 

Current categories of substantiated and unsubstantiated appear a quasi-legal process 
which it isn't.  New terminology is more inclusive and does not attribute blame and will 
encourage more positive cooperation. 

Current categories of "substantiated" and "unsubstantiated" make adult safeguarding 
appear to be a quasi legal process which it is not.  New terminology is more inclusive 
non blaming and will encourage more positive co-operation. 

Agree with suggestion to remove substantiated etc 

a focus on case conclusion in this way can detract from a focus on the adult at risk 
and their protection and their desired outcomes (as in Making Safeguarding Personal).  
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59. Open Ended Response: If you do not support the addition of an MSP table to the 
national data return in proposal 9 please state why? 

While the implementation if MSP is supported, further details will be required to 
ensure a consistent approach across all LA's 

We already have a survey that asks if the client agrees with the outcome which we 
prefer 

We agree with an MSP table but not in this format. 

This would be a positive basis for good making safeguarding personal practice.  
Caution should be taken to choose the right definitions otherwise there is room for 
confusion. 

This is unsuitable for a statistical return.  It can be determined locally by means of file 
audit, interviews with the person at risk at the case-closure stage etc.  If collected in a 
national data collection, it is hard to see how a strong response bias can be avoided, 
towards reporting positively in all cases.  It will not give us any useful comparisons or 
lead to sharing of best practice. 

The three tick-box options are far too subjective to be recorded and reported in a 
quantitative way. It is not clear whether the worker should use their discretion as to 
whether the person's outcomes were met or whether it should be from the person's 
point of view whether they think their outcomes were met.  

The additional effort would not be justified for the limited benefit from doing this. 

Support the principles of MSP but yet to fully determine how this is being captured 
locally and the processes supporting this.   This requires a shift in working practice 
and consideration of how these perceptions are captured meaningfully.  

Only if it replaces other process led information in the statutory return. 

Need to understand more at what point in the process it is expected to capture this 
information. Is it possible to accurately record when an individual feels their outcomes 
are met at the point of closing the safeguarding enquiry.  

MSP is too complicated to be captured by quantitative analysis. Outcomes are 
subjective and there could be legitimate reasons that the victims preferred outcome 
has not been met. Tables need to be about realistic outcomes and not skewed by 
personal happiness. Qualitative analysis about the support provided would be better.  

MSP is a time limited project and should be embedded in practice - so monitored via 
usual safeguarding and quality routes rather than data 

It is not always possible to ascertain this information, as some adults lack capacity. 

However can you remove the row Not Recorded as its not helpful. 

Everyone should be encouraged to explore what their outcomes are, and steps taken 
to ensure that they are met. 
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62. Open Ended Response: If you are unable to report on the proposed table in proposal 
9 in 2016-17, please state why. 

Wishes and feelings are currently recorded under a generic case note (in a free text 
field), but the 'desired outcomes achieved' part is not currently recorded and would 
require implementation and compliance monitoring. A new 'Wishes and Feelings' case 
note would be required, as well as an additional option at Strategy Meeting/Case 
Conference etc to record whether the desired outcomes were achieved. 

We need to change systems to collect this in a reportable way as it is currently 
recorded in free-text in a qualitative way. 

we feel we would need more guidance in order to fully understand what the desired 
outcomes are.    we would also want to make sure that the data captured is 
meaningful and will provide value 

We could report if the proposal is ultimately agreed however it is not something that 
we currently record 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to to ensure that they were included in the release 
of the software for 2016/17.  

This could be added as a simple 'tick box' on the client record, but we feel the only 
way to provide accurate information would be to manually audit each client record to 
see if the MSP principles had been followed, or to investigate at client interviews. 

The Care Act guidance tells us to be outcome focused and personalised, our 
expectation is that we will automatically ask the individual/individuals representative 
what their desired outcome are. We will not be providing the opportunity to state that 
this has not happened. Desired outcomes will be captured in all cases and we will 
expect this to happen.  We also feel that capturing whether outcomes were 
fully/partially achieved etc. is not helpful. The majority of cases may be ‘partially 
achieved and this in itself does not mean that the outcome for the person in bad. The 
information does not tell you enough to be meaningful. 

Software provider upgrade required. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

IT systems need changing and paperwork for collecting data will need to change  

Issues around purchasing of new system therefore cannot confirm as yet 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on software supplier 

Dependent on capability of recording systems 

Dependant on system upgrades again 

as previously stated- only from a standalone database 



Care Act Consultation 2015 

 

 

 

63. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting this table in proposal 9 to the HSCIC? If yes, please can 
you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the cost of system upgrades etc required. 

unknown at present 

unable to estimate- systems changes and training 

Unable to estimate 

To do this properly would add an unacceptable burden on operational staff and 
reporting teams.  The costs would depend on the number of cases that needed to be 
checked but would require additional temporary staff at year-end.  Suggest this might 
add £2000 to the annual costs, in addition to those already estimated in Q. 10. 

Time spent amending reports.  This would require about 1 days work (approximately 
£110, includes on-costs). 

There would be a cost but unable to project actuals 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

There are costs as previously with staffing capacity and expertise at a premium but  
this would seem to be a priority area 

The level of detail an authority is required to record will have a bearing on the actual 
operational cost in practitioners time 

Systems development and training 

system changes would be required 

Some reporting costs (not cumulative impact). 

Software costs 

Reports would have to be written or amended for each table, but until details of 
system changes are made by the software supplier then it is not possible to estimate 
the costs involved.   
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Proposal 9 is considered a significant change as these new data items need to be 
incorporated into our current system.  Please see question 10 for more details of 
costings. 

potential development costs from our partners for development of our system 

Not aware of any. 

None identified 

None 

none 

None 

none 

None 

None 

None 

None 

None 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

No 

No 

No 

n/a 

It would require additional resources to record and analyse this data as this is a new 
requirement and so not information we currently collect. In addition, we feel that to 
gather meaningful data for this metric, local authorities would need someone 
independent from the case to collect this information. This would be an additional cost 
to the local authority.  

It is possible that it will be problematic to collect some of this data, where, for example, 
people will not participate in safeguarding referrals/investigations and where people 
lack capacity. 

In house costs for amendments to IT systems 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process  Training associated with change of business process  
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Data quality checking and amendments 

At this moment in time we are not sure and therefore unable to provide costs. 

as stated in question 10 £3375 

As per previous comments plus Derbyshire County Council is just beginning the MSP 
programme and there are major costs involved around training and changing the 
systems. It isn't possible to provide an estimate of the additional cost at this stage. 

as before 

Approximately £250,000.  These changes require a whole new way of working, 
system and process changes, new staff training and so on. 

An additional (specific) case note capturing 'wishes and feelings' would need to be 
created in our IT system, with the additional option to record the conclusion of the 
clients desires under the Strategy meeting/case conference etc.  A change of 
business process would be required, as well as re-training for staff. 

All questions are in line with the review of the multi- agency policy under the care act 
requirements. 

all costs would be incurred in becoming Care Act compliant 

£750 

£200 
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64. Open Ended Response: Please let us know any other comments you have about 
Proposal 9. 

Why include 'Don't know' as an option?  Isn't it so important that the 
person/representative is asked that this shouldn't be an option?   

Whilst we are planning to start collecting this data I am not sure that we will be able to 
collect whether the desired outcomes were met for every enquiry.     

While we will be putting these tables onto our system, this may not be in time for 
collection from April - although it will hopefully be early in the financial year. 

We would be delighted to see this category added to the SAR and strongly support 
approaches to gather this information via the practitioner throughout the involvement 
and intervention with the adults concerned. Our local pilot processes have shown that 
centralising this requirement within recording and reporting processes helps to 
reinforce good person-centred approaches, and helps practitioner focus and 
management oversight to remain on the adult concerned and the outcomes they want.     
We would not support a survey based approach to collating this information.  

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We welcome this move and feel that it starts to give us something for interregation of 
outcomes achieved for victims 

We understand why there would be a wish to collect this data, but strongly suggest 
that this is not the appropriate way to collect this information, being more of a 
qualitative than quantitative issue. 

We implemented this recording and monitoring in April 2014 - we monitor this 
information on a monthly basis. Various training has taken place to support this and all 
our work on MSP. 

We have already developed our approach for 2015/16.  Suggest changing list to 
"Achieved", "Not Achieved" and "Unachievable".  There will be occasions where the 
outcome identified is "unachievable" i.e. person asking for person to be dismissed, but 
not a sackable offence. 

We feel it is not appropriate to collect outcomes in this format, we would prefer a data 
item which is linked to the ‘actions’ information captured in SG2d. 

We can collect and report on if required. This proposal further calls into dispute the 
requirement for conclusions as outlined in proposal 8 

We are currently implementing 'Making Safeguarding Personal', but the changes will 
not be ready in our core system by the 1st April 15. 

We are concerned that the level of information we are being potentially asked to 
record and report on is disproportionate to the work carried out.    We understand from 
the limited guidance provided and from operational practice currently, that an enquiry 
could consist of only 1 telephone call or conversation, and so to capture all the details 
or the abuse, the MH capacity, the outcomes, and so on is totally disproportionate. 

We agree that there should be a question asking whether the person was asked what 
outcome they wanted, it will serve as a prompt. This is of course the one that will be 
used as a performance indicator and it won’t address the potential tick box style of 
approach. There will also be a perceived pressure to achieve 100% of outcomes fully 
achieved in the second part. If the data collection could acknowledge through its 
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question that not all outcomes will be achievable or even realistic, and that the 
expectation is that LAs work with the person to try to meet their desired outcomes, 
that might mitigate this concern, although won’t avoid the temptation to go for 100%.      
Alternatives are 1) To ask for reasons why the outcomes were not achieved. 2) To ask 
if the desired outcomes were addressed through a safeguarding plan. 

There should be additional outcome category to reflect that not all adults/their 
representatives will have articulated their outcomes. Also, it’s difficult if the victim’s 
representative is also the subject of the allegation.2  We think this is a very good 
addition to the safeguarding return and are very supportive. 

The section on whether desired outcomes were achieved should include an option for 
occasions where the person died during the enquiry but the enquiry continued. Also, 
provision could be made to reflect the fact that individual's desired outcomes can 
change during the process. In both cases, it does not seem appropriate to records 
these as 'Not achieved'. 

The option of "Don't Know" is felt not to record the choice given to a person to opt out.  
Therefore a more qualitative option of "Offered and did not want to take part" would be 
preferred.  Possible inclusion of an option relating to the person feeling safer. 

The inclusion of a requirement to record whether an individual or their representative 
was asked what their desired outcomes were is positive, although any interpretation of 
whether outcomes had been met would need careful consideration.  

Outcomes for the person are an important focus and should not be reduced to a tick-
box. 

MSP needs to be part of the whole approach and not considered as additional and so 
should not be labelled as MSP.   It is important to consider who will be answering this 
question.  Is this in the view of the person undertaking the enquiry.  Need caution with 
recording of outcomes not achieved.  Can impact on practitioners recording of 
outcomes.   

It would be helpful to provide further clarification around the Not Achieved option. e.g. 
If action had to be taken (because of risk to others etc) but this was against the 
persons wishes should this be recorded as not achieved? 

If a client wishes, for example, for the source of risk receive a custodial sentence, 
however the allegation proves to be not substantiated, then the clients desired 
outcome would not be achieved, therefore giving an ambiguous balance on the clients 
wishes and feelings. If this was implemented then there would need to be specific 
categories of wishes/feelings and knowledge of the conclusion status, which you are 
proposing to be removed.    Also consideration needs to be taken where clients 
'wishes and feelings' change before the end of the process. 

Happy with new proposal  

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
information.  

For question 60 - we would like to make it clear that we plan to record these data not 
report. 

Devon agrees with this proposal as it is already in-line with what we have started 
doing with Making Safeguarding Personal. 
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Agree that there should be a question asking whether the person was asked what 
outcome they wanted, it will serve as a prompt. This is of course the one that will be 
used as a performance indicator and it won’t address the potential tick box style of 
approach. There will also be a perceived pressure to achieve 100% of outcomes fully 
achieved in the second part. If the data collection could acknowledge through its 
question that not all outcomes will be achievable or even realistic, and that the 
expectation is that LAs work with the person to try to meet their desired outcomes, 
that might mitigate this concern, although won’t avoid the temptation to go for 100%.   
One way could be to ask for reasons why the outcomes were not achieved.   A 
second or additional way could be through adding in a question such as:   
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66. Open Ended Response: If you do not agree with proposal 10, please let us know your 
reasons for this. 

We find the collection useful in understanding new customers and the referral routes 
in.  

We feel this is useful information to continue to collect and should the decision be 
made to not collect nationally we would continue with the practice for local 
intelligence. 

We feel that this table provides useful information. 

We feel that the recording if an individual is known or has been known is important as 
some may believe that we should have a better understanding of those who we know.  

We feel that if this proposal were amended to 'currently in receipt of Care and Support 
services' and 'not currently in receipt of Care and Support services' instead, this would 
be useful, and allow identification of those who are at risk under our care.  

This data is good to know especially around prevention. 

Table evidences the effectiveness of Social Care 

Since "No Secrets", safeguarding adults work has represented an increased, 
unfunded workload for local authorities. The Care Act brings additional risks in this 
regard. It is important that this is captured locally and nationally so the picture of this is 
clear. 

Not sure in what respect 'known or unknown to the LA' means.  If this means a re-
referral has been made, I think that this should stay i.e. why weren't the strategies 
initially put in place effective?  What went wrong? 

No it is helpful to keep this table. 

It is useful to know this information at a national level 

It is helpful to understand the pressures on safeguarding from non ASC users 

If this data is only collected for 1-2 years then no benchmarking would be able to be 
completed to assess whether the data is useful or not.  Would be interesting to see 
what impact the Care Act changes would have on the number of clients subject to 
safeguarding investigations who were previously unknown to the LA. 
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67. Open Ended Response: Please let us know any other comments you have about 
Proposal 10. 

Whether an individual was known to the council can cause confusion amongst 
practitioners who are prone to selecting an incorrect answer as they do not have the 
resource to delve far back into records.  As a data item we feel that this does not tell 
us much, certainly not at a national level. Locally we are more interested in the 
number of re-referrals and analysing whether what we are doing is working.    

We would strongly agree with this as it becomes irrelevant information following the 
introduction of the Care Act. 

We did not use this data, so happy to stop collecting it. 

We agree that known and not known is not required. 

Was never sure what this told anyone? I never had a use for the information 

Unsure why this data was collected - how was this data used? 

This has not been a useful question. 

Removing this data item will reduce the burden within the collection and it is not used 
locally. 

May continue to collect locally 

Local systems were changed to capture this data only 12 months ago! 

I fully agree with these proposals  

Devon agrees with this proposal as current reporting of anyone ever known to social 
care is not useful information. 

Agree this is of no benefit. 

Agree known and not known is not required 
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69. Open Ended Response: If you do not support proposal 11 please could you indicate 
why? 

Yes but very clear definitions needed of what "Community Service" means is required. 

We will probably add sub headings but will be able to give you the headlines you 
want. 

Too many variables to make this distinction useful.   

This needs clarification as it already is confusing when a person goes into hospital for 
example, but where the injuries were caused elsewhere but reported as at the hospital 

There is still a potential grey area around abuse perpetrated in a persons own home 
by a worker/service there would need to be cross referencing with the source of risk 
table. There is a potential for different people to interpret the data in different ways 
therefore making regional/national comparisons problematic. 

There does not seem to be any benefit to the split, we feel that it potentially adds 
confusion. The current list in our opinion is 'fit for purpose'.    An alternative perhaps, 
that would be more helpful, would be the splitting out of "Own Home" into: "Own 
Home" and "Own Home - Supported Accommodation/Shared Lives" instead. 

The only way we use this data is to consider whether the person was abused at home 
or in a care home or other. We would support significantly reducing the categories 
rather than increasing them; however the distinction proposed does make sense to 
clarify what type of community setting whether a service or other. We can usually tell 
this by seeing if the alleged abuser was a member of staff -i.e. abuse by staff in a day 
centre. 

The breadth of community services available to citizens is now so diverse and subject 
to local variation based upon the local demographic and take up of Direct Payments 
and the services citizens commission on their own behalf, there is little benefit in 
collecting this data at a national level as benchmarking and comparative analysis will 
not produce information beneficial to Local authorities. 

do need better definitions on this category 

Definitions need to be clearer to ensure that practitioners understand what is required.  
Eg - which category would be accessing universal services with a care worker.   

Constant alterations to the data return means that it is not possible to compare against 
previous years performance. 

Clarification needs to be identified around definitions prior to contribution or comment. 
i.e. why is a day centre seen as a community service, rather than a GP which is a 
service in the community? or a care home which is someone's 'home within the 
community' should this link in with levels of 'regulated activity'. 

cannot see the benefit of capturing this data 

‘In a community service’ would require detailed guidance for practitioners to ensure 
they select the correct option. We already have data quality issues with this data item 
and we do not feel this is an improvement. 
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72. Open Ended Response: If you are unable to report on the proposed categories in 
proposal 11 in 2016-17, please state why. 

Wording/Definition is unclear at present. 

We would have to change the recording systems. 

We could if expected to but we disagree with this data item. 

This would need changes to our Social Care system and fields would need to be 
confirmed within the next 6 months to ensure that they were included in the release of 
the software for 2016/17. 

Our system supplier is Liquid Logic, so we are reliant on a version of LAS being 
provided which will enable the data to be captured.  Please check timescales with 
Liquid Logic. 

Issues around purchasing of new system therefore cannot confirm as yet 

If the changes are included in the return we will be able to report on them as our 
software supplier is contracted to incorporate all changes to statutory returns. 

Due to the diverse number of locations within the LA boundary it is felt that this level of 
detail would take too much time to discern and be of little use locally. 

Don't understand purpose of collecting this. Who would find it useful and why? 

Development would need to be prioritised, as would need significant resources to 
make amendments, unable to say when this development would be of high enough 
priority to see the work completed. 

Dependent on software changes 

Dependent on capability or recording system 

Clarification would be needed to resolve those started in 2015-16 (old categories), and 
completed in the 2016-17 financial year. 
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73. Open Ended Response: LA respondents only - Apart from the operational costs 
incurred in the process of becoming Care Act compliant, would there be any additional 
cost associated with reporting the proposed categories in proposal 11 to the HSCIC? If 
yes, please can you estimate the cost? 

Yes, there would be additional costs, in the main focussed on retraining the existing 
safeguarding team, plus systems upgrade. We estimate that costs to be approx £2500 

Yes there would be additional costs associated with reporting which are estimated at 
£1,100 

We have included this work in our response and estimated cost in Question 10. 

We don't know until they give the definition of non-statutory safeguarding. Potentially 
there is, depending on the cost of system upgrades etc required. 

unable to estimate- training and systems changes 

Unable to estimate 

There would be a cost but unable to project actuals 

There will be an additional cost in developing and validating a new report - notional 
cost of £1,000 

There is potential for additional costs to be incurred through a possible 
upgrade/redesign of our electronic social care recording system should there be any 
shortfalls.  Consultation with and training of partners will have cost implications as 
would any changes required to our infrastructure.  It is felt that until we are able to 
scope the implementation we are not in a position to comment fully on cost 
implications. 

Systems development and training 

Some reporting costs (note cumulative impact). 

Software 

Revision of safeguarding process, data systems, reporting.  Unable to estimate cost at 
present. 

Proposal 11 is considered a simple change to implement as it requires a change to an 
existing code table.  Please see question 10 for more details of costings. 

potential development costs from our partners for development of our system 

Not aware of any. 

None though making all these changes will place a significant operational cost burden 

None identified 

None as we are currently able to report in this format. 

none 

None 

None 

None 

None 
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None 

None 

None 

No, developments to care recording systems costs not able to be calculated at 
present. 

No, changes emerging from the modification of statutory reporting requirements are 
covered by our ICT system maintenance contract. 

no costs 

No additional costs. 

no additional costs likely to be incurred 

No 

No 

No 

N/A 

Minor - Amendment of the current drop-down list would be required 

In house costs for amendments to IT systems 

Costs incurred to implement system developments and to change existing processes 
for data gathering. Additional and continues amendments to national returns bring 
cost implications. To automate these reports takes significant development time, to 
enable councils to complete reports in the most efficient way. Continual changes 
undermine these efforts to comply efficiently. 

Costs in association with aligning recording practices, are included in the configuration 
and migration to a new IT system. 

Costs associated with:  Development of reporting system to meet requirements  
Change of business process  Training associated with change of business process  
Data quality checking and amendments 

Changes to the form, technical changes, development and table updates - £660. 

At this moment in time we are not sure and therefore unable to provide costs. 

All questions are in line with the review of the multi- agency policy under the care act 
requirements. 

Additional training cost  Systems development and testing  Sub analysis  report 
development  Total cost: £11000   

£7000 staff training and IT system changes 

£750 
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74. Open Ended Response: Please let us know any other comments you have about 
Proposal 11. 

Would be useful to differentiate between community health locations. 

Will require a change to picklist values which will need a new release of the 
application that cannot be provided by April 2015. 

We would not use this data locally. Also the distinction is still open to interpretation 
and there is usually and inconsistency in the way workers report this category of data. 

We will be reliant on our systems suppliers to change the database to enable the 
detail to be recorded and reported. 

We think this would be useful information. Good idea to split. 

We currently go beyond what is expected by collecting data on location. It may require 
some changes if/when the proposal is agreed. 

We are currently exploring the functionality of our recording system in relation to the 
proposals in this consultation.  Until the collection requirements are confirmed we can 
only assume this might be the detail required.  System changes can only be 
progressed once collection requirements are confirmed by HSCIC.  We would hope 
that by 2016-17 we would be able to report against all of the categories.     If it is 
decided following this consultation that HSCIC require authorities to record non-
statutory enquiries, we will introduce this option within systems to be recorded, 
however, we are not sure how useful the reporting of non-statutory safeguarding 
enquires will be as it is at the local authorities discretion whether or not to conduct 
enquiries, priority will be given to concerns that meet statutory criteria.   

We are concerned that the level of information we are being potentially asked to 
record and report on is disproportionate to the work carried out.    We understand from 
the limited guidance provided and from operational practice currently, that an enquiry 
could consist of only 1 telephone call or conversation, and so to capture all the details 
or the abuse, the MH capacity, the outcomes, and so on is totally disproportionate.     

We agree with the distinction between a community service and the community in 
general. 

This would provide accessible and comparable data about whether the safeguarding 
incident occurred within a social care setting. 

This needs better definition to be clearer what’s being recorded. 

There will need to be clear guidance provided to distinguish between the two 
community locations.  

Rewording ‘’in the community’’ will be required  

It would be helpful to break down community services into the component services 
and not just leave it at Community Services and in the community.  

Improved description of definition is required to provide more clarity. 

If the proposal is agreed, implementation would be required, as early as possible, to 
avoid the issues raised in Q72, as the new categories can be grouped into the old 
categories, but not the other way around. 

Further clarification is needed at this stage on what constitutes non-statutory 
safeguarding enquiries. Once this has been obtained, we plan to record this 
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information.  

Don't use 'community service' much but would benefit from adding a location for 
'mental health inpatient setting' as this is lacking from the current return 

Does Care Home include Nursing Homes?  Clear definition of community service 
required  Hospital - does that include all hospitals i.e private hospitals and mental 
health units? 

Community (excluding community services) and in a community service will require 
local enhancement to capture the exact location within the community e.g. to highlight 
a particular pub.  Further clear distinction between "Community Services", In the 
Community" and "Other" is essential. 

Clear guidance would be required about what does or doesn't constitute a community 
service. 

Clear guidance will be required 

Agree with the distinction between a community service and the community in general 

‘In a community service’ would require detailed guidance for practitioners to ensure 
they select the correct option. 
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78. Open Ended Response: Is there anything else you would like to tell us about either 
safeguarding or the social care surveys and the introduction of the Care Act that we have 
not covered in this consultation and you think we should be aware of?  

We would like to see data collection around the number of referrals for advocacy in 
relation to safeguarding in the Safeguarding Adults Return. The right to an advocate 
for someone who would have substantial difficulty being involved in a safeguarding 
enquiry, where there is no-one else suitable to facilitate their involvement, is an 
important new provision. We would like to see national data collection on this. 

Unless some of the information being collected is of crucial interest nationally, given 
the pressures on local authorities and staffing I do feel theres a need to be really 
careful when introducing new requirements unless its clear to everyone that it really 
will help local and national decision making 

Timing of surveys critical   Need to consider survey fatigue  

this is my first year involved in either of the surveys (which is also the case for my 
team working on them), having come from a Welsh authority.  I am amazed by the 
level of detail which is required in selecting the samples, the amount of administration 
required and the inherent costs incurred (printing, postage and the staff time required 
to enter surveys) but, on the other hand, can understand the beneficial data that it 
provides. 

There was no section to comment about section 5 of the proposals tables SG5a and 
SG5b 

There is no mention of safeguarding in Prisons and or what basic data would provide 
assurance to the centre or to the SA Boards, I understand safeguarding is not the 
responsibility of LA however, to assist prisons, I think a framework for data would 
assist them and would provide a national picture much in the same way as the SAR 
does for LA’S.  

the categories are still quite vague.  

The care act places a greater emphasis on prevention. Current surveys do not include 
service users in receipt of short term preventative service in the eligible population. As 
a consequence of the care act LA's will be promoting preventative services such as 
Telecare and re-ablement – shouldn't service users in receipt of these services be 
included?  

Safeguarding - Our main concern is open cases in 2015-16, which are closed in 2016-
17, that enough notice is provided to ensure any changes are implemented. 
Additionally, clear guidance on how to deal with the cross over from old categories to 
new categories. 

Other Survey issues (apart from SACE / ASCS)    Short Term Services Survey.    A 
survey for short-term supported users should be developed because of the lack of 
survey coverage of such a wide client group.  Obviously ‘prevention’ is a key aspect of 
the Care Act (1.14c in the regulations) but is not addressed in either of the current 
surveys.      User Testing and Acceptance.  Recent work on ‘integration questions’ 
was outsourced until final cognitive testing, resulting in no usable questions being 
developed.  Therefore possible areas to cover and the way in which it could be 
administered should be worked on in a co-produced way with local authorities.      
There is still work to do to convince senior managers in councils that the survey 
findings are valid.  This might be because the questions are thought to be too complex 
for users to easily understand, or alternative surveys or methods are preferred (e.g. 
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POET) or because having run the survey, it’s not clear what to do with the results.  
Therefore if the surveys are to be used to evaluate whether the Care Act is being 
successfully implemented in local authorities, it is important to give consideration to 
these issues.  The MAX project will go some way to helping local authorities to 
analyse the results in an operationally useful way, but some consideration could be 
given to other surveys (such as POET) which have achieved credibility and are 
relevant.  Being centred around “wellbeing”, the Care Act may mean we no longer 
have to consider “quality of life” and the link to the ASCOT methodology as being so 
crucial.  The composite quality of life ASCOF indicator has not been much use in 
developing or sharing best practice, and the ‘value added’ version (IIASC) has not yet 
been publically released, so we aren't sure how much this will help.    Burden.  
Wherever possible, if new questions are added, existing questions should be 
removed.  The surveys are fairly long already, with useful contextual questions 
assisting the analysis of the main outcome results.  The evidence linking survey length 
and return rates is not clear, but longer surveys will place greater burden on clients, 
carers and council departments whose capacity to resource the survey is shrinking 
and expected to continue to shrink for some time.   

It may be too early to be able to estimate the impact on the social care surveys, and 
suggest that this question is asked again in at least a year's time. 

It is important that there is full involvement from the software suppliers in 
implementing the changes to the returns as LAs are dependent upon them in the first 
instance in achieving the changes. 

Giving the opportunity for individual to complete the survey on-line. 

From an operational perspective our over riding concern is that this will involve an 
increase in the amount of work required to gather this data. We agree this will create 
some useful information but is unlikely to change practice. Furthermore, it will require 
a significant amount of input to change current systems.    With The Care Act 
implementation, we would propose that any changes are kept to a minimum with a 
view to developing how data is collected following this.    The other main concern is 
that the timescale is totally unrealistic.    The number of system enhancements and 
the costs incurred are also a concern as we are reliant on the software suppliers and 
currently unable to estimate costs. 

Estimating the costs relating to reporting is problematic at this stage.  We've estimated 
an amount on analyst time & split it across the proposals where we've deemed 
appropriate.  We accept this is not very scientific.    

Clarification around the completion of the 2015-2016 SAR return would be 
appreciated as soon as possible. Existing indicators are not entirely fit for purpose 
post April 2015 and the transitional period decreases the quality of the data provided 
by the return 

A key issue outside of the above is the need to be able to continue identifying service 
users and carers that are eligible to take part in the survey. So if we expect the Care 
Act to impact on SALT reporting this may affect the survey in generating the list of 
potential participants.     Another consideration is whether councils should monitor 
outcomes of people that receive short-term services or those that just receive 
information and advice. 
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