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Lambeth Safeguarding Adult Board
Safeguarding Adults Reviews (SAR) Sub-group
Terms of Reference

Background:

This Safeguarding Adults Review (SAR) subgroup has been set up to ensure that the
Lambeth Safeguarding Adults Board (LSAB) can deliver on its statutory duties under Section
44 of the Care Act 2014, which sets out the requirements of the LSAB, to conduct
Safeguarding Adults Reviews (previously referred to as Serious Case Reviews).

The LSAB'’s constitution currently explains that on completion of a safeguarding enquiry, the
person leading the decision making on behalf of the local authority should consider whether
there is the need to escalate a possible requirement for a Safeguarding Adults Review (SAR),
so that Lambeth Safeguarding Adults Board can consider whether it will commission a SAR.

A SAR must take place when:
= an adult dies as a result of abuse or neglect, whether known or suspected, and there
is concern that partner agencies could have worked more effectively to protect the
adult.

= adult has experienced serious abuse or neglect but has not died.

In addition, Safeguarding Adults Boards are also free to arrange for a SAR in any other
situations involving an adult in its area with needs for care and support.
If the person leading the decision making on behalf of the local authority believes there may
be a need for a SAR they should

=  Treat the case as complex, and discuss with their manager

= Seek advice from the Lambeth Safeguarding Adults Service

The purpose of a Safeguarding Adult Review can be summarised as follows:

=  To establish what lessons are to be learned about the way in which local
professionals and organisations worked individually and together in this case to
safeguard and promote the welfare of adults at risk

=  To identify clearly what those lessons are both within and between agencies and
how and within what timescale those lessons will be disseminated and acted upon

= To agree what is expected to change as a result

= Toimprove intra agency and inter agency working to better safeguard adults at risk.

= To review the effectiveness of procedures (both multi-agency and those of individual
organisations)




Functions of the SAR sub-group:

The group must operate as set out within the Safeguarding Adults Review Policy and Policy.

The group will:

provide a forum to review all the recorded requests (from Adult Social Care
safeguarding adult’s enquiries) for consideration for a SAR that may meet the
threshold for a Safeguarding Adults Review.

consider cases highlighted by the MASH or identified by group members where
adults who have died unexpectedly, suffered significant harm and for whom this has
led to serious consequences.

make decisions about which requests should be recommended to go forward, as a
formal Safeguarding Adult Review or other mode of review.

Monitor action plans arising from safeguarding adult reviews and other reviews, as
appropriate.

Ensure that learning from reviews is taken back to each agency and disseminated
and where appropriate acted on. Each agency will agree its own process for ensuring
that this occurs which will be open and transparent.

Key information to support learning will be fed back to the Safeguarding Adults’
Board & the Performance & Quality Sub-Group.

Ensure that key learning will also be taken back to any other relevant partners, e.g.
commissioners of services, care forums.

Co-ordinate and update actions taken in relation to SAR learnings from all partners.
Ensure that all SARs are published on the website as agreed by the Independent
Chair and submitted to the National SAR Library project and reported on in the LSAB
annual report.

Method of conducting a Safeguarding Adult Review:

This group will refer to the Lambeth Safeguarding Adults Policy on Safeguarding
Adults Reviews and the framework set out within this policy, which clarifies the
different methods of conducting a SAR.

The group will be responsible for determining the most appropriate type of SAR

Membership organisations:

Lambeth Integrated Care Board

Adult Social Care

Lambeth Metropolitan Police

South London and Maudsley Foundation Trust (SLaM)
London Fire Brigade

Guys and St. Thomas’s Hospital Trust

Kings College Hospital Trust

Independent Chair of the LSAB



Chair

The group will elect a Chair of this group.

The Care Act statutory guidance states that the SAR Chair must be independent of the case
under review and of the organisations whose actions are being reviewed, with appropriate
skills, knowledge and experience including:

= Strong leadership and ability to motivate others

= Ability to handle multiple competing perspectives and potentially sensitive/ complex
group dynamics

=  Good analytical skills using qualitative data

= A participative and collaborative approach to problem solving

=  Adult safeguarding knowledge

=  Commitment to/ promotion of open and reflective learning cultures

Quorum of membership
There will a minimum 2 members of the committee from statutory agencies.

The meeting must have a quorate membership of at least 4 core members and covering the
three statutory partners of the SAB (Local Authority, Police and ICB) for key decisions.

Meeting Frequency

The subgroup will meet regularly as to address the relevant cases. Decisions made by the
group will report quarterly into both the Performance and Quality Sub-group and the
Lambeth Safeguarding Adults Board.

The SAB Manager will send out meeting invitations and agendas at least 5 days before each
meeting.
Minutes will be kept of all meetings and circulated to the members after the meeting

Decisions and escalation

Wherever possible the Sub-group will make decisions and recommendations based on
consensus between members. Where there is no consensus, decisions will be made based
on a simple majority of the members and the chair will hold a casting vote where there is a

Where decisions are required urgently, they can be made by email.

Review:
These Terms of reference will be reviewed yearly or more frequently if there are changes in
local or national guidance, or as a result of organisational change.

Terms of Reference approved by:
Independent Chair of the Lambeth Safeguarding Adult’s Board

Date of Approval:




November 2025



Appendix 1: Glossary
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An adult at risk is a person aged 18 or over who is in need of care and support
regardless of whether they are receiving them, and because of those needs
are unable to protect themselves against abuse or neglect.

The Care Act 2014 defines adult safeguarding as protecting an adult's right to
live in safety, free from abuse and neglect. Please visit the LSAB website to see
a full list of the different categories of abuse outlined within the Care Act.
This is a professional whose role is to assess whether or not a deprivation of
liberty (see Deprivation of Liberty Safeguards) is in the person’s best interests,
is necessary to prevent harm to the person and is a proportionate response to
the likelihood and seriousness of that harm.

This is the term used to describe when there is or might be an incident of
abuse or neglect and it replaces the previously use term of ‘alert’.

Article 5 of the European Convention on Human Rights states that ‘everyone
has the right to liberty and security of person. No one shall be deprived of his
or her liberty [unless] in accordance with a procedure prescribed in law’. The
Deprivation of Liberty Safeguards is the legal procedure by which the
deprivation of liberty of a resident or patient in a registered care home or
hospital, who lacks capacity to make decisions about their care and treatment
in their best interests, can be legally authorised.

The enquiry lead is the agency who leads the enquiry to establish whether
any action needs to be taken to stop or prevent abuse or neglect, and if so,
what action and by whom the action is taken.

The enquiry officer is the member of staff who undertakes and co-ordinates
the actions under Section 42 (Care Act 2015) enquiries.

The Learning Disabilities Mortality Review (LeDeR) Programme aims to make
improvements to the lives of people with learning disabilities. It clarifies any
potentially modifiable factors associated with a person’s death, and works to
ensure that these are not repeated elsewhere.

Making Safeguarding Personal is about person centred and outcome focussed
practice. It is how professionals are assured by adults at risk that they have
made a difference to people by taking action on what matters to people, and
is personal and meaningful to them.
Mental Capacity refers to the ability of a person to make a particular decision
at a particular time, whether minor, like what to eat, or major like treatment
decisions. If you have mental capacity for a particular decision, you are able
to make that decision for yourself. The Mental Capacity Act 2005 (or MCA)
aims to empower and enable people to make their own decisions, and to
make sure that people who lack capacity to make decisions are protected by
structured decision making, involving them and their best interests. The five
key principles are:
1. A person must be assumed to have capacity unless it is established
that he lacks capacity.
2. Apersonis not to be treated as unable to make a decision unless all
practicable steps to help him to do so have been taken without
success.


http://www.lambethsab.org.uk/
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3. A person should not be treated as unable to make a decision merely
because he makes an unwise decision.

4, An act done, or decision made, under this Act for or on behalf of a
person who lacks capacity must be done, or made, in his best
interests.

5. Before the act is done, or the decision is made, regard must be had to
whether the purpose for which it is needed can be as effectively
achieved in a way that is less restrictive of the person’s rights and
freedom of action.

The Lambeth Multi-Agency Safeguarding Hub was launched bringing together
a number of key partners together within a single team. The aim of the hub is
to provide information sharing across all organisations involved in
safeguarding — encompassing statutory, non-statutory and the third sector.

Root Cause Analysis investigations are used within the NHS to identify how
and why patient safety incidents happen. Analysis is used to identify areas for
change and to develop recommendations which deliver safer care for
patients.

Under the Care Act 2014, Safeguarding Adults Boards are responsible for
Safeguarding Adults Reviews. This is a process for all partner agencies to
identify the lessons that can be learned from particularly complex or serious
safeguarding adults cases, where an adult at risk has died or been seriously
injured and abuse or neglect has been suspected

The Safeguarding Adult Manager is the person who manages, makes
decisions, provides guidance and has oversight of safeguarding concerns that
are raised to the Local Authority.

An Sl is a serious incident that requires investigation in order to identify the
factors that contributed towards the incident occurring and the fundamental
issues (or root causes) that underpinned these. Serious incidents can be
isolated, single events or multiple linked or unlinked events signalling systemic
failures within a commissioning or health system.



