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50. SAFEGUARDING CHILDREN AND ADULTS IN GLOUCESTERSHIRE 
50.1 Introduction 
50.1.1 This meeting of the Gloucestershire Health and Wellbeing Board involved Board members 

and representatives from key partners across the Gloucestershire local government, 
Police, health, social care and education landscape.

50.1.2 The meeting heard from the Independent Chairs of both the Gloucestershire Safeguarding 
Children and Adults Boards (GSCB and GSAB), the Head of the Gloucestershire Domestic 
Abuse Support Service, the Police and Child Sexual Exploitation (CSE) team members, 
and an Adult Safeguarding Service Manager. (For information all the presentation slides 
were uploaded to the council website and included in the minute book).

50.1.3 The purpose of the meeting was to understand the pressures at the front door; gain a 
broader understanding of the issues relating to domestic abuse; how CSE was being 
tackled; and, the dilemma presented by the need to respect an individual’s right and ability 
to make their own decisions and the negative impact this could have on their health and 
wellbeing (illustrated through a safeguarding adult review related to self-neglect). 

50.1.4 The presentations by the Safeguarding Board Chairs demonstrated that the pressures on 
the system cut across both children and adults. Ownership of the safeguarding agenda by 
all partners and organisations was a key factor. Helping the wider community to understand 
safeguarding issues and what to do if people had concerns was another important aspect. 
Safeguarding was everyone’s responsibility and business and we all needed to be clear 
what this meant for each organisation, and on an individual basis, eg. what were our 
responsibilities – and what should we do if we have concerns. 

50.1.5 It was important to have robust policies in place, but these must be active policies and 
regularly reviewed to ensure that they were fit for purpose; and it was essential to 
understand whether policy (and procedure) was making a difference on the ground. This 
meant that it was important to have effective quality assurance (QA) processes. The GSCB 
had developed a robust QA framework and this has been in place for some time; the GSAB 
has also adopted a similar QA framework. 

50.2 Domestic Abuse
50.2.1 Gloucestershire Domestic Abuse Support Service (GDASS) has seen a significant increase 

in the number of referrals to the service – in the twelve months November 2015 and 
November 2016 there were 4537 referrals. Domestic abuse affected people from all walks 
of life; it was no respecter of age, ethnicity, gender, or disability. 

50.2.3 Serious case reviews (SCRs) undertaken by the GSCB had identified that not enough was 
known about the level of domestic abuse between teenagers. Working with young people 
to help them understand what a healthy relationship looked, and felt, like was crucial to 
their longer term health and well-being. This was a complex area particularly as there was 
also a cross over with CSE. Supporting young people’s understanding of domestic abuse 
was a key part of the work of GDASS. A Young People’s Violence Advisor (YPVA) (funded 
through the Hollie Gazzard Trust holliegazzard.org) liaised with schools and young 
people’s groups and projects to integrate healthy relationships workshops into them. If 
GDASS could raise awareness of abuse within relationships from an early age, it could 
start to prevent these relationships from happening. 
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50.2.4 There were significant barriers that prevented people from accessing support. In young 
people it could be that they did not understand what domestic abuse was, there was no 
domestic abuse pathway for young people under 16, and there could be a general distrust 
of agencies. For adults there was the fear that their children could be taken away from 
them, high adult social care thresholds, and that the blame and responsibility was often put 
on the mother, and it was the victim who, in the main, had to leave the family home not the 
perpetrator. 

50.2.5 There was agreement that it was important to understand what organisations could do 
collectively to address domestic abuse. It was questioned whether organisations reviewed 
their sick leave information to ascertain if for some people there was a pattern that could 
benefit from further analysis. It was also felt that housing benefit could play a significant 
role, as there was a risk of financial abuse being part of the overall domestic abuse 
situation.

50.2.6 The Independent Chair of the GSAB informed the meeting that when undertaking a 
safeguarding adult review it was often identified that if partners had better communicated 
with each other then it would have been easier to put together the pieces of the jigsaw. 
This linked to the question of to how partners could work together more proactively. The 
Director of Children’s Services stated that the use of Family Group Conferences in Leeds 
was having a positive impact, and that she wanted to repeat some of this work in 
Gloucestershire. 

50.2.7 There was a concern as to whether Dementia was a particular issue. It was felt that the 
inappropriate behaviour exhibited by some dementia sufferers was more about the illness. 
The Chair of the 2Gether NHS Foundation Trust undertook to raise this with the 
appropriate clinical lead at the Trust.

50.3 Child Sexual Exploitation 
50.3.1 The Police and members of the CSE team, through a role play exercise, illustrated some of 

the challenges and barriers faced by professionals when trying to help young people at risk 
of/experiencing CSE. Young people were often reluctant to engage with the Police and 
other agencies due fear of reprisals on themselves and their families, and a belief that no 
one could keep them safe.

50.3.2 The meeting was interested to note that in this particular case even though no formal 
complaint had been made the Police were able to use civil powers, particularly related to 
modern slavery/trafficking legislation and utilising sexual risk orders, to effect a successful 
prosecution. This was the result of all agencies working together to identify how to effect a 
positive solution. The civil courts were able to able to impose stringent conditions relating to 
contact with the victim, and in this case the victim was now in a safe place, and the (seven) 
perpetrators have been jailed, and the organisation disrupted. This process had identified 
other children who were at risk and who needed to be safeguarded. Whilst this was a 
positive outcome it was important to be aware that the CSE team was small and this type 
of activity was resource intensive; and during the prosecution period the team would be 
subject to intense pressure from the perpetrators and their legal team. It was clear that the 
only way that this work could be successful was through good partnership working. It was 
of particular note that the young woman, in this case, was not already known to agencies, 
and not on anyone’s radar. 

50.3.3 A significant factor here was that many young people did not recognise that they were 
being exploited. Awareness raising was important. There was a programme of activity in 
schools to support and inform young people. The Independent Report into Child Sexual 
Exploitation in Rotherham 1997 to 2013 (also known as the Jay report) had discussed the 
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role of taxi drivers and in many areas of the country safeguarding training was now a 
requirement for their licence. In Gloucestershire there was a rolling programme of training 
sessions with taxi drivers, and by the end of this year 1000 taxi drivers would have gone 
through this training. Taxi licencing was the responsibility of the district councils and it was 
clarified that this condition was already in place in Cheltenham and it was expected that the 
other district councils would also impose this condition. Officers were also looking to work 
with Bed and Breakfasts and Hotels, and to work more with the seldom heard groups.

50.3.4 Gathering intelligence was so important and local communities could have a role here; but 
within some communities there was a reluctance, or even a cultural imperative, not to 
engage with the ‘authorities’ especially the Police.

50.4 Adult Safeguarding Review – Self-Neglect 
50.4.1 The last section of the meeting focused on the findings of an adult safeguarding review. 

This review explored the impact of self-neglect. Most attendees at the meeting found the 
detail of this presentation distressing to hear, and for some, given the devastating impact of 
the situation on the individual the overriding question was why had agencies not intervened 
to safeguard this person?

50.4.2 The significant challenge in this case, and many others, was that if the individual had the 
mental capacity to make their own decisions (even though others might think that they were 
the wrong decisions) their right to do so must be respected; and this right was enshrined in 
law. In this particular case the only point at which the individual lost that ability was when 
they became unconscious and family members present made the decision to call 999. 

50.4.3 This individual participated in the review of their case. They were clear that there was no 
one else to blame but themselves. They were currently still undergoing rehabilitation and 
were clear that their life choices have now changed. For the professionals involved this 
case highlighted the difficulties faced when trying to work with people who did not want 
help, or were perhaps too embarrassed to admit they needed it, but had the mental 
capacity to make those decisions. The review did identify learning points for all partners, 
including reviewing case decision points, and how to work with private housing landlords to 
help them understand safeguarding issues. The big question remained though – how could 
professionals respond to this type of case within the context of having a duty of care but 
also needing to respect an individual’s right to make their own decisions?

50.4.4 There was a robust debate on the issues raised in this review. The need for compassion 
and care, quiet but persistent assurance, and a risk management approach were 
discussed. The VCS Alliance Chair informed the meeting that the voluntary and community 
sector (VCS) could play an effective role in these cases. However she felt that the statutory 
agencies did not always respect the expertise amongst the VCS. The Independent Chair of 
the GSAB assured the VCS Alliance that, for him, this review had identified the need to 
work more effectively with the VCS. However, the overarching question as to what could 
you do if the individual has the mental capacity to make their own decisions remained ‘on 
the table’. 

50.5 Conclusion 
50.5.1 The presentations and discussions had highlighted the many challenges faced across 

services and raised many questions, including: -
 How could partners/agencies collectively make the system work to the benefit of 

vulnerable children, young people and adults in Gloucestershire?
 How could the system manage/withstand the increase in referrals across all ages?
 What could be done to ensure that the system does not break under the pressure?
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 How could the system be moved toward a more proactive (rather than reactive) 
approach?

 What could you do when people at risk don’t want to talk to you?
 How could these cases be managed within the context of a limited resource? 
 What could you do to help people see that they are at risk from themselves or other 

people? 
 How could partners/agencies work better together?
 What could each organisation do to better support vulnerable young people and 

adults? 
 What could be done to inform the wider community about safeguarding issues?

50.5.2 With regard to the elected membership on the county council it was suggested that 
safeguarding training should be included on the member development programme in the 
next council?

50.5.3 To conclude the meeting each organisation was challenged to think about what one thing 
would they do over the next year to improve safeguarding in Gloucestershire? 

CHAIRMAN

Meeting concluded at 12.00 pm


