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1. Introduction

This procedure relates to the escalation of serious incidents related to Adult Social Care, if there are concerns related to children, please refer to the “Need to Know procedures – significant incident notifications for safeguarding and children’s services. 
Documents Library (proceduresonline.com)
The Corporate Director Adults, Children & Young People Services (the Director) holds overall accountability for the Directorate’s performance and must be informed of all major incidents, situations or controversies involving services, staff, service users and buildings. 
These guidelines set out what the Director needs to be informed about and the ‘Need to Know’ procedure. However, these do not exclude applying professional judgement on a case by case basis. If you are unsure, please consult with your Head of Service immediately, or the Head of Safeguarding Adults (for Adult Social Care) or the Head of Direct Care Provision (for Provider Services).
The Director will ensure that the Chief Executive, other corporate colleagues and elected members are informed as necessary.
These guidelines are in respect of the Need to Know process only. Ongoing support to colleagues involved in, or impacted by major incidents, situations or controversies will be provided in line with Council Health and Wellbeing and Supervision policies. 

2. Circumstances requiring a “Need to Know” briefing 

You must escalate a serious incident immediately. A Need to Know notification needs to be completed in the following circumstances: (this list is not exhaustive)  

2.1 Controversies 

a) Major complaints implicating London Borough of Hillingdon Adult Social Care  
b) Matters likely to attract local or national interest 
c) Any matter which has or is likely to attract the attention of the media, elected members or Members of Parliament 

2.2 Significant Incidents involving adults, family members or carers

a) An unexpected death, serious accidents or injuries on the Local Authority’s premises or where a member of staff is present 
b) An unexpected death, serious injury of one or more individuals currently in receipt of care and support from London Borough of Hillingdon Adult Social Care  
c) An unexpected death or serious injury of one or more individuals living in London Borough of Hillingdon regardless of the setting the incident took place
d) An adult, a carer or a family member involved with London Borough of Hillingdon Adult Social Care is arrested serious/high profile crime (murder/rape etc)

2.3 Significant concerns related to providers and organisations 
a) Systemic or organisational concerns related to a specific organisation or provider that place those living at/ admitted to (ie a hospital)/ attending (eg day opportunities etc)/ or in receipt of care and support at risk
b) Someone employed by a Care Provider or Organisation in London Borough of Hillingdon is arrested serious/high profile crime 

2.4 Significant legal proceedings 
a) Legal proceedings with potentially high financial or policy implications; for example threat of judicial review, civil litigation for damages, employment tribunal claims etc. 
b) Legal proceedings related to any Adult Social Care activity likely to attract public or media interest 
c) Criminal trials related to any Adult Social Care activity 
d) Trials relating to fraud or other offences committed by staff
e) Inquests 

2.3 Significant Incidents involving staff members 
a) Unexpected death or serious injury 
b) Significant accidents or injuries at work. (This is in addition to the corporate Health and Safety procedures which should be followed in all cases of accidents at work) 
c) Involvement in violent incidents 
d) Allegations, arrests or convictions for serious criminal offences 
e) Media coverage relating to members of staff where the publicity may impact on the Council 
f) Referral to regulatory body (eg: Social Work England) 
g) High profile Adult Local Authority Designated Officer referrals 
h) Threats to Council staff or other professionals 

3. Format of the briefing  

3.1 You must immediately inform your Team Manager verbally and email a summary of the incident and any emails/documents etc you have received. Please note solely sending an email is not sufficient as your manager may not read it immediately.

3.2 The Team Manager (and Service Manager where applicable) should complete the ‘Need to Know’ pro-forma as soon possible. The detail will be confined to a level which will inform the Director of the seriousness of the incident, actual or potential risk to the Directorate and Council, and of actions being taken to proactively manage the situation.

4.Distribution of the Need to Know  

4.1 The Team Manager should email the Need to Know form as soon as possible (no later than 24 hours of becoming aware of the concern) to their relevant Head of Service. The Head of Service should forward the Need to Know form to The Head of Service for Safeguarding Adults should then notify the Assistant Director and others as appropriate. A copy will be sent to the Director of Provider and Commissioned Care Adults Social Care, and the Head of Direct Provision if the concerns related to a Provider.
5.Action to be taken if the incident relates to abuse, neglect, significant self neglect or the unexpected death of an adult with care and support needs or their carer

5.1 Adult MASH gather and share information with the adult (where this is possible), relevant individuals/ organisations i.e. Care Providers, so any required risk assessment and management plans are complete. 

5.2 Adult MASH share information with relevant agencies e.g. CQC, London Borough of Hillingdon Quality Assurance, Hillingdon Clinical Commissioning Group (CCG), Addiction Recovery Community Hillingdon (ARCH), Central North West London (CNWL) NHS Foundation Trust, Housing, Community Safety etc. Agencies are responsible for commencing their own Independent Management Reviews/Serious Incident Investigations/ internal investigations and for taking any immediate action required related to their organisation. Adult MASH share information with the Police if a crime has been committed.

5.3 Adult MASH lead on a risk assessment related to any others who may be at risk, e.g. children or any other dependants, a carer or if the person alleged to be responsible for the abuse or neglect is a carer or working/volunteering with any other children or adults. This may be explored in the Adult MASH 12pm daily meeting. Examples of actions following this risk assessment may be as follows - suspension of a carer, the provider/organisation/service commences an investigation into the incident, the Provider Concern ( as outlined in the ADASS London Multi Agency Adult Safeguarding Policies and Procedures) process for provider/organisation/service is commenced, referrals are raised with Children’s MASH, LADO or Adult LADO as required.

5.4 Adult MASH complete a Need to Know Form and this is sent to the Head of Service for Safeguarding Adults. The Head of Service for Safeguarding Adults reviews the Need to Know and shares this with the relevant Head of Service in Adult Social Care and any other organisation e.g. the CCG, The Hillingdon Hospital or CNWL to explore/agree any action required related to operational processes or staff member conduct or capability, and refers to the Provider Risk Panel if needed. 

5.5 A copy of the Need to Know Form is sent to Safeguarding Partnership to establish if a referral to the Safeguarding Adult Review (SAR) Panel is required at this stage or if the Need to Know should be recorded as “ For information only” pending the outcome of enquires as outlined in 2.3 and 2.4. The Head of Service for Safeguarding Adults maintains a spreadsheet of Need to Knows and related activity also.

5.6 If an adult dies and there are concerns of manslaughter, attempted murder, murder or provider issues, concerns can also be explored immediately through Gold meetings and/or the Provider Concern Process (as outlined in ADASS Multi Agency Adult Safeguarding Policy and Procedures). By exception if there is a serious incident, senior managers can convene and a referral can be made to the SAR Review Panel at any time.

5.7 If the concern progresses to a Section 42 Enquiry under The Care Act 2014, ADASS Multi Agency Adult Safeguarding Policy and Procedures are followed. It is recommended that a separate resource is secured to carry out any Safeguarding Adult Enquiry where a Need to Know has been completed, and/or there are concerns related to the practice of Adult Social Concern staff/ policies and procedures related to Adult Social Care. 

5.8 The Section 42 Enquiry concludes and personal outcomes may be unmet, partially met or fully met, the outcome of the enquiry is established i.e. is it substantiated and are there any recommendations and/or learning. It is recognised that there are currently delays in the completion of Section 42 Enquiries but these should be complete in 40 working days (taking Making Safeguarding Personal into account). It is important to highlight that the Section 42 Enquiry should be proportionate and can cease at any time if urgent action is needed under another framework. 

5.9 The Section 42 Enquiry multi agency investigation paperwork is finalised at multi agency Safeguarding Adult Plan meeting with any dissent to outcomes/recommendations recorded. 

5.10 The multi agency meeting decides if a referral needs to be made to the SAR Review Panel if the criteria for a SAR is believed to be met or there is a need to consider further systemic, organisational or cultural learning.

5.11 If the threshold for a referral to the SAR Review Panel is not believed to be met, a summary of the recommendations and outcomes are sent to the Safeguarding Partnership so trends and themes can be collated to inform practice development.  

6. Process to follow if the concern relates to a death by suicide or an attempted suicide
6.1 If there is a death by suicide or an attempted suicide, the processes outlined in section 5 should be followed to ensure information is shared and risk assessment and management plans are put in place for others who may be at risk. A referral should be sent to the Suicide Review/ Prevention Group or the SAR Review Panel via the need to know process, depending on the circumstances. 

6.2 A copy of the Need to Know Form is sent to Safeguarding Partnership to establish if a referral to the SAR Panel is required at this stage or if the Need to Know should be recorded as “ For information only” pending the outcome of enquires as outlined in section 5. The Head of Service for Safeguarding Adults maintains a spreadsheet of Need to Knows and related activity also.

6.3 Where the criteria for The SAR Review Panel is believed to be met, the incident will be added to the next SAR Review Panel agenda and a copy of the Need to Know form will be sent to the Suicide Review/Prevention Group for information only. A referral can be made to the Suicide Prevention Group at any time as required.

6.4 Where the incident does not meet the criteria for The SAR review Panel, the Need to Know form is sent to the Suicide Review/ Prevention Group to identify any learning, including the identification of themes.  A copy of the Need to Know will be sent to the Safeguarding Partnership for information only. A referral can be made to the SAR Review Panel at any time if it is determined the adult has care and support needs and there is a requirement to consider a SAR.
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