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1. Introduction 

1.1 In 2023 and 2024, Safeguarding Adult Review referrals were made in respect of three men with 

experiences of homelessness in Somerset.  

 

1.2 Two of the men have passed away and one is currently in receipt of care and support from 

agencies working in Somerset. All three men live/d with experiences that could be described as 

multiple disadvantage or multiple exclusion homelessness; the combined effects of at least 

three of the following experiences; homelessness, mental ill-health, drug and/or alcohol 

dependency, criminal justice involvement and histories of abuse/trauma. All three men were at 

risk of or experiencing self-neglect and to differing extents were also at risk of abuse and other 

forms of harm from others, including physical violence and exploitation. Mr B also posed a risk 

to others, primarily concerning instances of domestic abuse. 

 
1.3 SAR referrals were discussed by the Somerset SAR Subgroup and it was agreed the mandatory 

criteria under Section 44 Care Act (2014) had been met. Gill Taylor, an Independent Reviewer 

with twenty years subject matter expertise in homelessness and multiple disadvantage, was 

commissioned by Somerset Safeguarding Adults Board (SSAB). 

 

1.4 The Reviewer wishes to express her deepest condolences to family and friends for their loss, 

and the distressing circumstances in which the deaths of their loved ones occurred.  

 

1.5 We are also grateful to the frontline practitioners and support services who work/ed with the 

three men, for sharing their insights and ideas honestly and conscientiously throughout the 

Review.  

2.  Key Lines of Enquiry 

A SAR Panel, made up of key local agencies, was established to support the Review. The Panel agreed 

six thematic lines of enquiry, which are included below with guiding questions that shaped the reading of 

documentation and discussions in the reviews learning events:  

1. Risk assessment, prevention and management (including Mental Capacity): What 

is the approach for multi-agency risk assessment and management for adults with care 

and support needs who are experiencing or at risk of homelessness? How are 

safeguarding concerns, especially self-neglect and suicide, considered in relation to the 

experience of homelessness? Is the guidance in the local self-neglect policy evident in 

practice? 

2. Dual Diagnosis: What support is available for adults living with dual diagnosis needs? 

How is this organised to ensure that people can access services they need in a timely 

and appropriate manner? Where could this be strengthened? 

3. Transitions & ‘cliff edges’: how is care and support for people experiencing 

homelessness and multiple disadvantage organised, to reduce the risks associated with 

moves between services and settings? What mechanisms are in place to enable multi-

agency planning? Where could this be strengthened? 

4. Challenging, anti-social and Unusual Behaviour: How is challenging/anti-social 

behaviour understood in relation to experiences of trauma and of self-neglect? How do 

enforcement and criminal justice agencies work with care and support services when 

supporting relevant individuals? What approaches are in place to prevent evictions from 
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hostels and other services, or to mitigate safeguarding risks when evictions or exclusions 

are deemed necessary? How can this be strengthened? 

5. Personalised Care and Support Planning: How were the wishes of the three men 

considered and responded to when planning care and support? How are protected 

characteristics considered in care and support planning for adults experiencing 

homelessness? How is stigma and unconscious bias considered and tackled in relation 

to the care and support around people living complex lives? Where could person-centred 

care be strengthened? 

6. Relationships and Support Networks: how are families and peers brought in to 

planning, risk assessment and safeguarding practice supporting adults living with 

multiple disadvantage? What mechanisms are in place to support families caring for 

loved ones who experience homelessness and multiple disadvantage? Where can this 

be strengthened? 

3.  National Context 

3.1 Before considering the key themes of this review, it is important to consider how the national 

context that agencies were and are operating in shapes the quality and availability of care and 

support. During learning events as part of this review the national context of resource pressures, 

hostile political narratives, short-term funding cycles and severe lack of appropriate and 

affordable housing were highlighted as major challenges for agencies supporting Aaron, Toby 

and Harold and others who share their needs. Practitioners pointed to the effects of long-term 

disinvestment in drug and alcohol treatment and harm reduction support, to the challenges 

facing universal health services when meeting the needs of inclusion health populations and to 

the rapidly escalating demand for specialist supported housing arising from the national 

homelessness crisis. 

3.2 Those involved in the review pointed to potential opportunities afforded by a newly elected 

national government, and in particular to the NHS 10-Year Plan and cross-party Ending 

Homelessness Unit. Whilst neither of these initiatives have yet delivered new policy or strategy, 

it is anticipated this will come forward in 2025. NHS organisations and practitioners involved in 

the review were especially keen to see investment and emphasis on tackling health inequalities 

and addressing the needs of inclusion health populations and pointed to the personal, social 

and financial benefits of improving primary, mental health and intermediate care for these 

groups. 

3.3 The review also touched on changes in service delivery arising from or following the Covid-19 

pandemic. Lockdown restrictions in 2020 and 2021 had a significant impact on the operating 

procedures of statutory and voluntary agencies. For many, this significantly reduced the time 

they were able to spend with people in-person but increased flexibility (for a short time) in the 

use of resources to reach those most in need. Whilst the Westminster government did make 

additional resources available to homelessness services during the height of the pandemic, 

these were short-term and agencies involved in the review spoke about the impact of reductions 

in long-term funding settlements following the pandemic, due to financial pressures facing local 

authorities and other funders. Learning from the ‘Everybody In’ initiative highlighted the value 

of strengthening multi-agency working, the availability of health interventions and the 

foundational role of safe accommodation in recovery. These lessons are pertinent to this review 

and to future work supporting people affected by multiple disadvantage and homelessness.  
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3.4 National criminal justice policy was also highlighted as presenting challenges for local agencies. 

In particular, issues in planning for the safe discharge of vulnerable people following short-term 

custodial sentences and sharing information between agencies in timely and effective ways 

were highlighted. Recent prisoner release schemes were welcomed, but it was felt that more 

needs to be in place to ensure that people leaving prison were not exposed to unnecessary 

risks due to delays in transfers of care, in particular between prison and health services. 

Accommodation for people leaving prison was also highlighted as a major challenge, with 

initiatives such as Community Accommodation Service (CAS) 2 and 3 not able to meet demands 

for accommodation and struggling to work within agreed timescales and eligibility criterion 

because these do not reflect the profile of people being released not the reality of the national 

housing emergency. 

4.  Thematic Analysis 

4.1 Each theme is explored using insights from agency summaries, local research, policy and procedure 

documents, learning events and interviews. Analysis will look at three areas; What’s strong? Where 

can practice be strengthened? How might this be achieved?  

The analysis is thematic rather than chronological, meaning that the analysis is less concerned with 

specific incidents and interactions between professionals, Mr A, Mr B and Mr C and more with how 

the selected themes tell a story about the local safeguarding system. Nonetheless, relevant examples 

are included to root the thematic analysis in the human stories at the centre of the review.   

Theme 1: Risk Assessment, Prevention and Management   

4.1.1 All three men were or are living with complex and overlapping risks related to their housing, 

health and social care needs. Understanding an individual’s need for care and support must 

involve an understanding of the risk of not meeting relevant needs, as well as their exposure to 

external and environmental risks, which should be dynamic and personal to the individual, and 

relevant to the context of support they are accessing or seeking to access. 

4.1.2 It’s clearly evident that risk assessment and information sharing was a standard feature in the 

work agencies did together and with all three men. What is less clear is how understandings of 

risk were arrived at collaboratively, and what was done when risks were understood differently 

by partner agencies, especially at moments of transition such as prison discharge and eviction. 

This was discussed further in learning events, panel meetings and 1:1 interviews. 

4.1.3 Agencies working with Mr B were clearly concerned by the risks he posed to himself, but there 

were varying understandings of the severity of these risks at different points in the review period. 

It is not clear how actions were prioritised and allocated between agencies to reach agreement 

about the level of risk of actions to reduce their impact. An example of this is found in how risks 

around mental health and substance use were understood in the final months of Mr B’s life, 

immediately before, during and after his recall to prison. In particular, given his prior attempts 

at suicide and long history of mental ill-health, ensuring he had access to appropriate mental 

health support upon discharge from prison should have been a priority for action and follow-up. 

Instead, although there were various discussions about this, and some evidence referrals were 

made to relevant services, when it became clear this would not be available on the day of his 

release it is not clear whose responsibility it was to alert relevant agencies to the risk or to 

implement mitigating measures until he was back in receipt of appropriate care. There was also 

a lack of clarity about how risks in respect of substance use, victimisation and aggression 
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towards others were understood in relation to this mental health and his housing security. Prior 

to being evicted from one accommodation service in July 2023 for using substances, risks 

related to drug use were recorded by that agency as low, indicating they either had insufficient 

information to draw informed conclusions about the risks or the risk assessment about his drug 

use was tipped to consider risks such as overdose, rather than risks to housing security, such 

as being evicted for breaching house rules around drugs. During the learning reviews agencies 

reflected that Mr B was articulate and intelligent, speaking with more confidence and authority 

than other residents and that this may have led them to apply less curiosity or to inadvertently 

downplay risks when following discussions with him.  

4.1.4 Professionals working with Mr C are highly attuned to the risks he is living with, and over time 

a shared understanding of risk has emerged, albeit this has been a slow process. When he was 

evicted from a bespoke property in Supported Housing Service B in late 2022, there was no 

onward long-term plan for Mr C’s accommodation despite agencies knowing that securing 

accommodation for him would be challenging. Ultimately, this resulted in Mr C rough sleeping 

in increasingly dangerous and uninhabitable situations on and off for almost two years. The 

failure to secure accommodation was not through lack of effort; short-term accommodation was 

sought whilst frontline agencies worked to advocate for Mr C and refer him to other 

accommodation options. However, it was difficult to secure because Mr C was banned from 

most accommodation options due to previous behaviour. Health and outreach services also 

established a robust schedule of visits to Mr C wherever he was rough sleeping, to check-in on 

his general wellbeing, and help him manage his living environment as best he could. However, 

significant differences in opinion about Mr C’s mental capacity around decisions related to 

housing and living conditions, hampered agencies from reaching agreement on how to respond 

to the risks, particularly in respect of fire and health risks. These disagreements were further 

challenged by the lack of suitable accommodation for people with complex needs; supported 

accommodation providers operating in the area were not willing to accommodate Mr C without 

a comprehensive package of care and support in place, which could not be agreed because of 

the aforementioned disputes about risk, need and mental capacity. These risks were realised 

in winter 2023 when Mr C was hospitalised with life-threatening pneumonia because he lacked 

insight into the risks and practicalities of keeping himself dry and warm. A psychiatrist at Weston 

Super Mare General Hospital is noted as having confirmed that Mr Cs lack of avolition1 was 

linked to his mental illness.  Unfortunately, despite this acute episode, an appropriate housing 

and care solution was still not realised upon discharge from hospital, resulting in a return to 

rough sleeping. 

4.1.5 In the months prior to Mr A’s eviction, documentation indicates an escalation in incidents related 

to Mr A’s alcohol use that placed him at risk of eviction, and to a lesser extent criminalisation 

and victimisation. These risks concern his behaviours and vulnerabilities whilst intoxicated and 

also the acute risks involved in his attempts to stop drinking without appropriate support in place. 

In a number of these incidents another individual was present and involved, but there is little in 

agencies summaries to suggest that professional curiosity was applied when considering the 

role Mr A’s interpersonal relationships played on his safety. The decision to evict Mr A from his 

accommodation was not accompanied by a documented risk assessment about the imminent 

risk of rough sleeping in the winter weather, and it is not clear what measures were implemented 

to prevent the decision to evict him being needed in the first place. During the review process, 

it was positive to see that learning from Mr A’s death has already been taken forward to 

strengthen eviction prevention activity and to make transitions between services smoother, 

 
1 Avolition is a clinical term describing a significant lack of motivation or the inability to initiate and persist in purposeful activities. 
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especially where rough sleeping is a likely outcome. 

 What’s Strong? 

4.1.6 Practitioners demonstrate a clear understanding of the importance of collaborative risk 

management and there is clear evidence of multi-agency working around risk for all three men 

in various ways. Frontline practitioners working with Mr C have shown particularly creative and 

aligned practice when supporting him, coordinating working patterns and approaches that 

ensure Mr C has regular agency contact with people he knows and agencies in his ‘team’ are 

kept well informed about changes in his health and living situation.  

4.1.7 Practitioners were aware that a Multi-Agency Risk Management (MARM) approach is in place 

in Somerset, with guidance published on the SAB website emphasising the importance of 

collaboration, information sharing and creativity for people who are living with risks that do not 

meet the criteria for a sec 42 enquiry. Published guidance is robust and sensitive to the reality 

of risk facing adults with care and support needs and provides helpful proforma documents for 

us by those convening and participating in MARMs.  

4.1.8 It was also noted that two Creative Solutions Panels are in place in the county (East and West), 

which were established in 2022 and standardised in 2023. These arose directly from a joint 

programme of work, governed by Somerset’s Health and Wellbeing Board and led by 

practitioners and agencies across the system, including as part of the ongoing development of 

the county’s Homelessness Reduction Board. The aim of the Creative Solutions Panel is to 

identify solutions that may not be available as part of standard practice, for example flexing the 

eligibility criterion for a service where it is identified it might meet the needs of a particular 

individual. Mr C has been discussed at Creative Solutions on several occasions and this 

ensured that agencies across the system were highly aware of his situation and the ongoing 

efforts to find accommodation and care that met his needs. It is good practice that the leadership 

of voluntary sector organisations is at the forefront of this work. Further reflection on the Creative 

Solutions Panel approach can be found in subsequent subsections in this chapter. 

4.1.9 It was also noted that the ‘One Team’ approach had been adopted by localities in Somerset, 

led by the Community Safety Partnership and promoted by the Safeguarding Adult Board and 

Children’s Safeguarding Partnership. The model is non-statutory and based on a collaborative 

and targeted approach to support vulnerable communities by tackling the social and economic 

drivers of deprivation. This is achieved through targeted work with individuals and households 

who have disproportionate contact with key services and by encouraging civic participation in 

various ways. One Teams are frontline-led, cross-sector and locality-based, meeting regularly 

and maintaining an action log and ‘long list’ of families/households of concern. One Teams do 

not work across the whole county, and it’s unclear from the website which communities are 

supported by a One Team – this should be made clearer online. 

Where can practice be strengthened? 

4.1.10 Practitioners noted that it is often challenging to get all relevant agencies to attend MARM, 

Creative Solutions and other such meetings, especially where they are not currently working 

with an individual. Practitioners who participated in the learning events reflected that Adults 

Social Care and statutory mental health services were often absent or disengaged, and that 

although they recognised that this was likely due to pressures on capacity, the absence of key 

statutory agencies significantly inhibited the pace of supportive action to reduce risk. Locally 

https://somersetsafeguardingadults.org.uk/information-for-professionals/practice-guidance-and-resources/#Multi%20Agency%20Risk%20Management%20(MARM)%20Guidance%20(formally%20known%20as%20What%20to%20do%20if%20it%E2%80%99s%20not%20Safeguarding?)
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published documents2 also point to challenges engaging all relevant agencies in these panels.   

4.1.11 Review participants commented that MARM and Creative Solutions Panels are intended to 

explore and respond to risks and vulnerabilities affecting adults who do not fit the criteria for a 

formal safeguarding response under Care Act duties. Neither MARM nor Creative Solutions 

should replace activity carried out under the auspices of sec 42 Care Act, and it should not be 

expected that MARM and CS have been utilised before something is considered a formal 

safeguarding concern. 

4.1.12 Practitioners and managers reflected that statutory responses to safeguarding concerns are 

often lethargic and it is unclear what agencies should expect from the local authority when they 

raise a concern. Frontline practitioners reflected that raising a safeguarding concern was too 

often an “administrative exercise” completed in order to satisfy legal and contractual duties, 

rather than because they had confidence that doing so would impact on the reduction or 

management of risk. One frontline manager said “my heart sinks when I have to advise a worker 

to make a safeguarding referral” and reflected that this view arises from years of reaching 

“constant dead ends” when raising concerns. Practitioners shared that they rarely received any 

feedback about a concern they raised, were not given advice or signposting support when it 

was determined that a concern that did not reach statutory thresholds and they were not sure 

how many safeguarding concerns were reaching Adult Social Care because of a screening 

process conducted by Customer Services that may not consider the heightened risks facing 

people with multiple disadvantage and rough sleeping.  

4.1.13 Identifying and responding to risks around self-neglect was a significant feature of discussion in 

the learning events, with practitioners expressing frustration that self-neglect was normalised 

for those experiencing homelessness and often left without intervention until risks were life-

threatening and behaviours deeply entrenched. There was limited confidence in the local 

systems ability to respond effectively to the risks around self-neglect, with practitioners and 

managers reflecting that the short-term and targeted nature of many local services and teams 

inhibits long-term relational approaches to adults who self-neglect. There was also a sense that 

self-neglect guidance, locally and nationally, does not speak to the discrete experiences and 

impacts of self-neglect for people experiencing homelessness and multiple disadvantage, 

making it challenging to reach a conclusion about whether behaviour meets statutory thresholds 

for safeguarding enquiries or to agree actions to reduce or resolve risk.  

4.1.14 A particular concern in relation to responding to self-neglect lies in assessments and decisions 

around mental capacity. Practitioners felt that disagreements about the mental capacity of 

adults experiencing homelessness and self-neglect are a major source of professional tension 

and result delayed action to reduce risk, pointing to the experiences of Mr C as a case in point. 

They reflected that MCA guidance was unhelpful in regards to assessing the capacity of people 

who self-neglect whilst homeless, because such guidance doesn’t place sufficient emphasis on 

the contextual and individual factors that influence decision-making and executive functioning 

for people in this situation, such as accommodation type and location, intoxication, trauma, 

chronic sleep deprivation, undiagnosed neurodivergence and brain injury.  

 
2  Leeman, M. (2022) report for Somerset Health and Wellbeing Board: Health, Care and Housing – Reflecting on ‘Improving Health and Care 

Through the Home in Somerset – a Memorandum of Understanding’. Available at: 
https://democracy.somerset.gov.uk/Data/SCC%20Somerset%20Health%20and%20Wellbeing%20Board%20&%20Integrated%20Care%20
Partnership/202209261100/Agenda/Health,%20Care,%20and%20Housing.pdf and Somerset Homelessness Reduction Board (2023) 
Annual Report – 2023. Available at: https://www.somerset.gov.uk/housing-support/homelessness-and-prevention/somerset-homelessness-
reduction-board/  

https://democracy.somerset.gov.uk/Data/SCC%20Somerset%20Health%20and%20Wellbeing%20Board%20&%20Integrated%20Care%20Partnership/202209261100/Agenda/Health,%20Care,%20and%20Housing.pdf
https://democracy.somerset.gov.uk/Data/SCC%20Somerset%20Health%20and%20Wellbeing%20Board%20&%20Integrated%20Care%20Partnership/202209261100/Agenda/Health,%20Care,%20and%20Housing.pdf
https://www.somerset.gov.uk/housing-support/homelessness-and-prevention/somerset-homelessness-reduction-board/
https://www.somerset.gov.uk/housing-support/homelessness-and-prevention/somerset-homelessness-reduction-board/
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4.1.15 Practitioners also felt that differences of opinion about mental capacity were more of a focus 

than what would reduce the risk of harm to Mr C; interim solutions could have been identified 

that responded to the immediate risks he faced whilst mutual agreement on mental capacity 

was determined. It is unclear if and/or how Best Interest Decisions and Deprivation of Liberty 

safeguards were considered in respect of Mr C when he was in hospital, but practitioners 

reflected that uncertainty in how to honour Mr Cs preference for independence with the need 

for intervention to keep him safe in areas where he lacks capacity contributed to inaction. One 

participant said, “there is always this sense of it having to be either/or and not both/and when it 

comes to self-neglect. Even if someone has capacity that surely doesn’t mean we can’t do 

anything about self-neglect?”. Practitioners reflected that disagreements about mental capacity 

and care and support needs more broadly were often more about “who’s going to pay” than 

about promoting wellbeing, meeting need and reducing risk.  

4.1.16 Risk normalisation occurs when someone is living with consistently high levels of risk, to the 

point it appears less visible and severe in the eyes of professionals supporting them. 

Safeguarding Adult Reviews have connected risk normalisation with gaps in professional 

curiosity, with unconscious bias and with lethargic multi-agency coordination to protect adults 

with care and support needs3. Professionals appeared to have normalised the risks of rough 

sleeping and homelessness on all three men to different extents, which in turn reduced the 

urgency of responses. The learning events as part of this SAR reflected on stigmatising attitudes 

about the ‘inevitability’ of risk and poor outcomes for people experiencing homelessness, also 

on how phrases such as ‘lifestyle choice’ and ‘unwise choices’ do not recognise the emotional 

and cognitive consequences of multiple disadvantage, of childhood and lifecourse trauma and 

of long-term rough sleeping. Whilst practitioners reflected that they didn’t feel these attitudes 

were knowingly held by practitioners, the degree that stereotypes about people who rough sleep 

are unconsciously adopted by professionals was discussed, and how this seemed to result in 

the normalisation or downplaying of harm caused by self-neglect, in particular.   

4.1.17 Identifying and mitigating suicide risks on prison discharge will be explored in Themes 2 and 3. 

Theme 2: Dual Diagnosis 

4.2.1 Mr A and Mr B were both living with dual diagnosis needs, although information provided to the 

reviewer suggests neither were in touch with formal clinical pathways at the time of their deaths. 

Mr B had been assessed by the Dual Diagnosis Team in June 2023, prior to being recalled to 

prison in July. Mr C does not have dual diagnosis needs. 

4.2.2 Mr B died within a week of being discharged from prison. His mental health care had not been 

reinstated ready for when he left prison, which was in part because he had been discharged by 

his GP when re-entering prison (which is normal practice) which this was not remedied in 

discharge planning as would be expected4. On discharge he was issued a prescription for a large 

quantity of medication, that did not appear to consider his relationship to drugs, his history of 

suicide attempts or his current lack of professional help and how this might be exacerbated by 

living with his mother, which was a known trigger. 

4.2.3 Mr A was known to be heavily dependent on alcohol and to be living with severe social isolation, 

previous suicide attempts. He was attempting to detox on his own without support, which was 

 
3  https://www.qni.org.uk/wp-content/uploads/2020/05/SafeguardingToolkitDRAFT-PDF.pdf  
4    NHS England (2023) Process for registering patients prior to their release from prison. Available at: 

https://www.england.nhs.uk/publication/process-for-registering-patients-prior-to-their-release-from-prison/  

https://www.qni.org.uk/wp-content/uploads/2020/05/SafeguardingToolkitDRAFT-PDF.pdf
https://www.england.nhs.uk/publication/process-for-registering-patients-prior-to-their-release-from-prison/
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clearly dangerous and despite attempts to support him to access specialist services this wasn’t 

taken up to enable a supported detox to happen. In conversations with staff and in incidents that 

occurred, Mr A indicated he may have mental health concerns worthy of further investigation; 

extreme isolation from others, paranoia, aggressive behaviour and challenges in maintaining a 

clean and safe home environment. 

 What’s strong? 

4.2.4 Practitioners were able to describe a robust and supportive approach to dual diagnosis and 

homelessness in the county, with named leads, regular multi-agency meetings, joint visits with 

GP’s, training for professionals, accessible regular drop-in support and strong connections with 

wider health and mental health services. It is clear that practitioners not only feel proud of this 

work but have worked together to develop and sustain it over several years. The outcome is a 

rare exemplar of good practice, in a national context where harm minimisation around dual 

diagnosis is vastly under-resourced and inaccessible to people living complex lives. 

Where can practice be strengthened? 

4.2.5 Although the dual diagnosis infrastructure locally is embedded and working well, there are 

challenges in enabling appropriate support for people in periods of transition. Ensuring that 

people living with dual diagnosis needs are not discharged from services when they move 

between settings and services is a key area for improvement, especially for people leaving prison 

and when accommodation status unexpectedly changes. 

4.2.6 Adopting more professionally curious risk assessment around dual diagnosis would also 

strengthen risk management practice. This might include training and other learning opportunities 

that reinforce the importance of asking gently probing questions to understand “how they got 

here, from there” rather than accepting at face value what is said. Importantly, professional 

curiosity should also be self-reflective i.e. “am I asking this particular question (or not) because 

of my own preconceptions about this person and their circumstances?” Self-reflective 

professional curiosity could minimise the impact of biases and would encourage practitioners to 

enquire about the interplay of substance use and mental health as they present for the individual 

in front of them, rather than against rigid criterion. 

4.2.7 Mr B died as a result of suicide, and his dual diagnosis needs are indicated in both cause and 

manner of death. At present, the risk of suicide is not a priority concern in the support available 

to people experiencing dual diagnosis and there appears to be a gap in policy and practice in this 

area. Therefore, building capacity in the homelessness and dual diagnosis workforce to recognise 

and explore the risk of suicide in this population could enable timely preventative action to be 

implemented, which should be supported by relevant strategic commitments in the local Suicide 

Prevention Strategy.  

Theme 3: Transitions and ‘Cliff Edges’ 

4.3.1 All three men experienced transitions between hospital and/or prison and the community during 

the review period. The impact of these transitions on risk and need was significant for all three 

men, and for Mr B and Mr A were a significant factor in their deaths. 

4.3.2 For Mr C, an acute hospital admission in December 2023, initially for pneumonia and hypothermia 

caused by his inability to maintain safe living conditions, was a major missed opportunity to 

prevent his return to rough sleeping when he was discharged. He was in hospital for four months 
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and whilst evidence shows that the rough sleeping team, in particular, worked tirelessly to try and 

prevent his return to rough sleeping the ongoing professional dispute about his mental capacity 

and care and support needs meant that options to secure accommodation with care for Andrew 

were not fully explore or realised. Given the time period professionals had to reach a positive 

outcome, and the obvious risks of Mr C returning to the same environment, the failure to reach 

professional agreement and work together in Mr C’s best interests is a cause for concern.  

4.3.3 One review participant spoke about the significant shortage of supported accommodation for 

people who require high levels of support, pointing to concerns expressed by providers that they 

were unable to manage high risks with limited on-site staffing providing only housing-related 

support. This was certainly a challenge when supporting Mr C, where it seems his history 

preceded him in decisions made by local housing providers. Nonetheless, the Care Act makes it 

clear that person-centred care and bespoke packages of support are at the heart of ‘meeting 

need’. Mr Cs need for support to maintain a safe living environment was not met and this might 

have been resolved by more creative and joined up work between the Housing and Adults Social 

Care teams working with Mr C, based on mutual agreement about his needs and vulnerabilities. 

4.3.4 Mr B died within one week of leaving prison in August 2023. As he was released after a short 

sentence and only one day early, he did not have Probation Service input after release. Mr B was 

discharged to his mothers address upon discharge because alternative accommodation could 

not be identified in time, despite practitioners knowing this was far from ideal for either Mr B or 

his mum. Mr B’s mum reached out to practitioners on several occasions raising concerns about 

this and asking to be included in discussions. Further, despite known needs around his mental 

health and recent suicide attempts by overdose, Mr B was released from prison with a 

considerable amount of medication, without a GP and therefore, without an appointment with the 

community mental health team to reinstate care coordination and other relevant support. This 

had been flagged several times during discharge planning as a priority for enabling a positive 

discharge. However, it was unclear which practitioner was completing this action and, due to 

several professionals taking summer annual leave at the same time, two weeks prior to discharge 

passed without progress on this key issue.    

4.3.5 Mr A was evicted from supported accommodation service, Supported Housing Service A, three 

weeks prior to his death, in December 2023. He was issued an immediate Notice to Quit following 

an incident with another resident, in which both were heavily intoxicated. The incident involved 

criminal damage and aggressive behaviour and followed several other minor incidents in the 

weeks leading up to his eviction. The decision to evict Mr A was shared with the Council’s 

outreach team, who arranged alternative accommodation in a Travelodge because inclement 

weather had triggered the Severe Weather Emergency Protocol (SWEP)5. Mr A was asked to 

leave this accommodation when SWEP was deactivated two nights later, at which point he was 

rough sleeping. Mr A returned to Supported Housing Service A two days later, locking himself in 

his former room and smashing a window. Police were called and Mr A was removed from the 

service. Whilst with Police, he called the outreach team for help with accommodation and was 

directed to begin a homelessness application but was not offered accommodation at this time 

and returned to rough sleeping. Mr A was seen by practitioners in Wells a couple of times in the 

following two weeks, and it was from here that he was conveyed to hospital on in December 

2023.  

What’s strong? 

 
5  https://burnham-highbridge-tc.gov.uk/news/community/active-severe-weather-emergency-provision-swep-in-some-areas-of-somerset-2  

https://burnham-highbridge-tc.gov.uk/news/community/active-severe-weather-emergency-provision-swep-in-some-areas-of-somerset-2
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4.3.6 There is clear evidence that agencies worked together to try to prevent Mr C being discharged 

 from hospital without accommodation. The Council’s outreach team, in particular, were tireless 

in their advocacy of Mr C and in seeking accommodation options for him. This included seeking 

out of area housing placements, exploring local supported accommodation and identifying short-

term hotel/B&B placements.  

4.3.7 There is also clear evidence that agencies came together to plan a smooth discharge for Mr B, 

meeting twice in the month prior to his release and with significant communication by e-mail and 

telephone outside of this. A Care Act Assessment was arranged and completed prior to release, 

which is good practice, validating concerns about mental health, substance use, suicide 

prevention and the need for secure accommodation. Practitioners also maintained 

communication with Mr B’s mum, and although there were gaps in this at times, it’s clear that 

practitioners valued her input and understood her concerns. 

4.3.8 Agencies shared information during and after Mr A was evicted and staff at Supported Housing 

Service A supported housing service sought help from Police and outreach teams to reduce the 

risk of him being evicted without accommodation and other support in place. There was also good 

communication and record-keeping by agencies when Mr A was seen in the community after 

being evicted, ensuring that professionals knew he had been seen and how he appeared to be 

doing. 

Where can practice be strengthened? 

4.3.9 Learning from practice identifies transitions between services and settings as a key opportunity 

for preventative safeguarding6. When these opportunities are missed, transitions can be 

experienced as ‘cliff edges’7, where support seems to disappear and in its wake the risk of harm 

significantly increases. Documentation provided to the Reviewer indicates that whilst some good 

practice can be highlighted in transition planning that took place during the review period, moves 

between accommodation placements, prison settings and hospital stays triggered homelessness 

or appropriate services were not in place in a timely manner. 

4.3.10 The availability of suitable accommodation was a key factor preventing the mitigation of risk for 

both Mr B and Mr C, with the national pressure on housing, as well as gaps in the availability of 

intensive supported housing, pointed to as causal factors by practitioners involved in the review.  

The Council has undertaken a preliminary review of supported housing as part of the Somerset 

Homelessness and Rough Sleeper Strategy8 needs assessment and review, which were adopted 

in February 2025. This work confirmed the shortfall and identified funding to increase Housing 

First provision by 9 units in 2025-26. Although this will not meet all need it is a significant positive 

advancement. A more in-depth review of commissioned supported housing and Housing First 

support is planned to start in Spring 2025 to inform a supported housing strategy. 

 
4.3.11 Coordinated prison discharge for people at risk of homelessness was highlighted as a key 

challenge by practitioners. Although it’s evident that discharge planning activities were 

undertaken, and that agencies shared information, there were delays in completing actions and 

gaps in communication, including with family members. Many shared concerns about the lack of 

support for prisoners being released after short sentences and the unrealistic expectation that 

 
6   https://www.local.gov.uk/publications/adult-safeguarding-and-homelessness-experience-informed-practice  
7 

https://www.local.gov.uk/sites/default/files/documents/25.158%20Briefing%20on%20Adult%20Safeguarding%20and%20Homelessness_03
_1.pdf 

8  Which can be found here: https://www.somerset.gov.uk/housing-support/housing-strategies-and-policies/  

https://www.local.gov.uk/publications/adult-safeguarding-and-homelessness-experience-informed-practice
https://www.local.gov.uk/sites/default/files/documents/25.158%20Briefing%20on%20Adult%20Safeguarding%20and%20Homelessness_03_1.pdf
https://www.local.gov.uk/sites/default/files/documents/25.158%20Briefing%20on%20Adult%20Safeguarding%20and%20Homelessness_03_1.pdf
https://www.somerset.gov.uk/housing-support/housing-strategies-and-policies/
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accommodation could be identified at short notice. Somerset doesn’t have a prison, and 

practitioners spoke about how this means that prisons in the surrounding areas are not as 

involved in multi-agency forums and partnership work in the county as a result. Practitioners also 

shared that prisoners are frequently moved between prisons at short notice, meaning 

practitioners lose contact with people and aren’t always informed where they are or when they 

will be released. Practitioners representing prison and Probation services commented that 

specialist accommodation programmes such as CAS2 and CAS3 are rarely able to source 

suitable accommodation for people leaving prison in a timely manner because supply doesn’t 

meet demand.  

4.3.12 Evictions and other moves from supported housing services should also be appropriately 

planned, with clear efforts to prevent eviction being recorded and shared between agencies. As 

part of the review, Second Step shared that they had undertaken an internal review of their own 

processes around eviction and had made improvements to their processes to ensure better 

communication between agencies and consideration of the risks involved, especially during 

inclement weather.  

Theme 4: Challenging, Anti-Social and Unusual Behaviour  

4.4.1 Mr A, Mr B and Mr C all had contact with criminal justice agencies, primarily Police, during the 

review period. As well as specific incidents where Police were involved, agencies described how 

their behaviour, which was anti-social, disruptive and sometimes aggressive, impacted decisions 

made about their housing, care and support as well as on attempts to build relationships with 

them.  

4.4.2 For Mr A, alcohol was often the cause of aggressive or anti-social incidents, resulting in the 

eviction from supported housing and prior, to arrests for public order and criminal damage 

offences. Mr A was also met by Police whilst he was intoxicated in local town centres, often in 

the company of other people experiencing homelessness. On two occasions during the review 

period Police conveyed Mr A to hospital due to concerns about his health; it does not appear that 

safeguarding concerns were raised with the local authority on either of these occasions. Mr A 

was also a victim of crime, reporting thefts and bullying, but these reports were not investigated 

as Mr A did not provide sufficient information to enable an investigation or chose not to pursue 

further action.  

4.4.3 Mr B had previous convictions for ABH and drug-related offences when he was convicted of 

Robbery in 2020 and sentenced to a 3-year custodial sentence. He was released after two years 

and returned to his mother’s address. Immediately after this release he appeared to be feeling 

well, secured employment and had a girlfriend. However, in late 2022 his situation began to 

deteriorate, and he expressed concerns about his mental health as well as twice reporting being 

a victim of crime (harassment and threats of violence from a former drug dealer). He was in 

regular contact with the Probation Service during this time, although due to Covid restrictions and 

Mr B reporting having Covid on more than one occasion, several home visits were conducted by 

telephone instead. Mr B’s girlfriend and mother were also in touch with Probation services, 

reporting their concerns about his worsening mental health and issues with accommodation. Mr 

B’s girlfriend contacted Probation to share concerns that he was telling his Probation Officer “what 

she wanted to hear” about his use of drugs and his mental health. Agency records indicate that 

they were made aware that Mr B had made up to six suicide attempts between November 2022 

and April 2023. Although none of these attempts appear to have resulted in hospital admissions 

or emergency service call outs. In early July 2023, Mr B breached his license conditions by 
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committing a driving offence (driving whilst intoxicated) and was recalled to prison. 

4.4.4 Mr C was evicted from supported housing due to anti-social behaviour, which included smoking 

and aggression towards staff and other residents. This eviction made Mr C intentionally 

homeless, as defined by Housing Act 1996 but did not appear to involve criminal justice agencies. 

Whilst rough sleeping, Mr C came into contact with Police following calls from the public about 

his unsanitary living conditions and for “being vocal and loud” in his tent. In August 2023, these 

concerns led to Police insisting that Mr C move his sleep site away from nearby neighbours and 

issuance of an anti-social behaviour notice. In September 2023, he was banned from visiting 

Supported Housing Service B, his former home, after allegedly physically attacking a current 

resident of the service, although it does not appear that this was ever reported to Police. However, 

although he is well known in the area in general Mr C rarely comes to the attention of Police as 

either victim or perpetrator of crime, and there are no recorded arrests or serious incidents 

involving Mr C during the review period. Practitioners involved in the review were quick to 

emphasise that although Mr C is very isolated, he is a generally friendly and approachable person 

and not someone whose behaviour is generally threatening or aggressive towards others. 

What’s strong? 

4.4.5 It is positive that agencies understood Mr B, Mr A and Mr Cs anti-social, aggressive and other 

unwanted behaviour as connected to support needs. As such, intervention around these issues 

was led by support services with enforcement and other criminal justice action a secondary 

concern, that was avoided where possible. 

4.4.6 Communication and information sharing between agencies, and with family members, around 

anti-social behaviour and criminal justice related issues was frequent and appropriate. The 

regularity of communication by and with Mr B’s Probation Officer is a particular example of good 

practice, as is communication between agencies about Mr C’s circumstances and worrying 

behaviours whilst rough sleeping. 

4.4.7 Police responded sensitively to concerns raised about both Mr A and Mr C, recognising their 

vulnerability and involving support services appropriately. When called to incidents involving Mr 

A at Supported Housing Service A housing service, Police used de-escalation and a hands-off 

approach to avoid compounding issues and supported housing staff to manage incidents.   

How could practice be strengthened? 

4.4.8 Evidence provided indicates that although Police had concerns about each of three men, their 

internal processes did not result in any safeguarding referrals to the Local Authority. Harold and 

Aaron were rough sleeping on several of the occasions they came into contact with Police, and 

both had known health and other support needs. Although information was shared by Police with 

local support services, the absence of safeguarding referrals is worthy of review to ensure that 

self-neglect and rough sleeping are given an appropriate degree of risk, due to the known high 

risk of preventable death.    

4.4.9 Police were involved in multi-agency planning and discussions but there are some uncertainties 

about how this was communicated and recorded. During the SAR process, Council and Police 

colleagues involved in the review expressed divergent understandings about MARM procedures, 

although it was reported by the Council that Wells Neighbourhood Policing Team were involved 

in the MARM for Aaron. Police are involved in the Creative Solutions Panel, a point of escalation 

following a MARM, which is good practice. Given the degree of public concern about people who 
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are rough sleeping, ensuring good communication between Police teams and the subsequent 

recording of involvement in multi-agency meetings and plans would be beneficial.  

4.4.10 To support the Police to take a de-escalatory approach to people rough sleeping with complex 

needs, they need to be involved in strategic and operational decision-making around 

homelessness. Avon and Somerset Police colleagues involved in the review were familiar with 

the Homelessness Reduction Board, although meeting minutes suggest that a representative 

from the Police had yet to attend a meeting. It may be beneficial for the Council to review the 

Terms of Reference and member engagement at the HRB as part of activities to implement the 

new Homelessness and Rough Sleeper Strategy. It may be useful to produce an explainer 

document that Board members can share with staff within their organisations to ensure the right 

person attends and understand their role.   

4.4.11 During one of the lived experience interviews, an interviewee said “people lash out because they 

don’t feel safe and are used to having to protect themselves from everyone and everything. When 

you get evicted or banned from somewhere it just tells you you’re not wanted and that no one 

understands what you’ve been through.” This reflection indicates that adopting a trauma-informed 

approach to dealing with aggressive and anti-social behaviour could be useful, especially in 

setting expectations about behaviour that recognise the triggers people may experience when 

working with professionals, or when living with other people experiencing difficulties in their lives. 

Theme 5: Personalised Care and Support Planning 

4.5.1 All three men worked with multiple local agencies, attending assessments, support sessions and 

other interviews/meetings to discuss their needs and wishes as well accessing drop-in services 

and being visited by professionals where they were living. There were also a wide variety of 

discussions between agencies, not in the presence of Mr B, Mr C or Mr A, where their needs 

were discussed and plans made to secure housing, health and other support.  

4.5.2 MARM and Creative Solutions Panel approaches were employed in respect of Mr C, with 

agencies coming together to discuss their concerns, advocate for Mr C’s wishes and to agree 

plans about how to coordinate support. A recurrent aspect of these discussions was how to meet 

Mr C’s specific housing needs and his preference not to be accommodated in shared housing or 

close to other people. He wanted to live in nature and this is something practitioners were attuned 

to in their discussions.  

4.5.3 Both Mr C and Mr B participated in Care Act Assessments to determine their need for care and 

support. Mr B was highly engaged in this process whereas Mr C found this more challenging, but 

in both cases information shared directly by them and by other agencies involved, to inform 

decision-making. 

4.5.4 Mr A wanted to complete detoxification and then rehab to address his chronic alcohol 

dependency. He discussed this with staff on multiple occasions, and attended appointments with 

Somerset Drug and Alcohol Service to this end, although by the time he died he had not been 

able to begin formal detoxification. On several occasions during the review period Mr A attempt 

to detox without support but it’s unclear if he was aware of the risks of doing this, or what 

compelled him to take this action at the time. 

Whats strong? 

4.5.5 It was clear throughout the review that frontline practitioners held all three men in positive regard, 
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reflecting on their interests, preferences and personalities in learning events and 1:1 interviews. 

They were able to talk about what each man was like as a person, what they were interested in, 

their favourite books and music, how they communicated and what they did and did not want 

practitioners to do to support them. In a challenging operating environment, this attention to 

person-centred ways of working is commendable.    

4.5.6 In particular, support planning for Mr C demonstrates excellent attention to his needs and wishes, 

with practitioners clearly adapting their approach to suit his preferred ways of communicating and 

consistently working to build positive relationships with him and learn about what engaged him. 

Not only did this approach enable Mr C to build trust with a number of practitioners, it also steered 

practitioners in how to work together; coordinating welfare visits so as not to overwhelm him, 

exploring bespoke housing options that met his needs and preferences and respecting his 

decision to no longer share information with his mother and sister. The degree of insight, tenacity 

and advocacy that practitioners showed in respect of Mr C is an exemplar of best practice when 

working with adults experiencing multiple disadvantage. 

4.5.7 Mr C is currently living, with permission, in a caravan on private farmland. He has social care 

input and the ongoing support of the team of practitioners he has built a relationship with over the 

last few years. Whilst there remain concerns about his wellbeing and health in this 

accommodation, and it is hoped that it is an interim rather than long-term solution, this approach 

was agreed by professionals because it balances Mr Cs wish to have privacy and live in nature 

with professionals concerns for his life should he continue to rough sleep in the open air. It took 

considerable effort to achieve this solution and demonstrates tremendous tenacity by the frontline 

staff involved.    

4.5.8 Staff at Supported Housing Service A and SDAS worked in a coordinated way to enable Mr A to 

fulfil his wish to stop drinking through a detox. Appointments were arranged and rearranged, and 

practitioners remained committed to supporting Mr A to achieve this goal even though he 

struggled to engage with the process and despite several earlier unsuccessful detox attempts 

which could have led them to deprioritise that course of action. When Mr A expressed that he 

wanted Librium to support a detox in the community, practitioners discussed how to enable this 

for him and arranged appointments for assessments, blood tests and prescribing. When he 

expressed wanting to go to an inpatient detox in November 2023, an outreach nurse and SDAS 

worker completed the referral with him; unfortunately, this could not progress due to his eviction.  

4.5.9 Mr B’s mum, and to a lesser extent his girlfriend, were both involved in discussions about his 

circumstances and their views were taken into consideration by practitioners. His mum spoke 

regularly with all agencies, and practitioners recognised and reflected her concerns about Mr B 

returning to her home as part of discussions when he was asked to leave The Dairy House in 

2022 and later, when he was being discharged from prison in August 2023.  

4.5.10 Somerset are a Making Every Adult Matter approach area9, and evidence from local and national 

research and practice has been used to positive effect in shaping the creation and delivery of the 

Creative Solutions Panel, the use of MARM processes and relational approaches to working with 

people living with multiple disadvantage. This work emphasises the importance of involving 

people with lived experience in local decision-making, which has been achieved to positive effect 

in the development of the new Somerset Homelessness and Rough Sleeping Strategy. The 

leadership of Second Step is notable here; both documentary information and discussions with 

Second Step staff and managers demonstrated an organisational commitment to trauma-

 
9  https://meam.org.uk/areas/somerset/  

https://meam.org.uk/areas/somerset/


 

 
Page 17 of 25 

informed practice and to embedding ways of working across the system that prioritise self-

determination and personalised care. 

 Where could this be strengthened? 

4.5.11 Agencies reflected that personalised care is challenging to achieve when flexible and bespoke 

options for housing and care are limited by demand and resource pressures. In particular, efforts 

to secure appropriate housing for Mr B and Mr C were particularly challenging due to 

aforementioned gaps in the availability of supported housing for people with complex needs. 

4.5.12 As well as resource pressures, review participants expressed that all three men needed bespoke 

and flexible support, however their needs typically fell outside of eligibility criterion for housing 

and support services and there were challenges in overcoming these in multi-agency discussions. 

For example, Mr C was evicted from his bespoke property in Supported Housing Service B in 

2022, and the service did not feel able to accept a re-referral for him during the review period, 

although this was attempted, because of concerns that Mr C would not abide by tenancy 

conditions or manage his loud outbursts towards others. Whilst these concerns are not to be 

dismissed, a coordinated support plan that committed all relevant agencies to particular roles and 

responsibilities in his care might have enabled this to happen, or at least to be attempted. It might 

also be valuable to review commissioning and contract management of these services to ensure 

that values and working practices are aligned with the person-centred, collaborative and flexible 

approach being sought. Participants reflected that trust and accountability between professionals 

and agencies is key here, as is the confidence that if things don’t work no one agency will be left 

to ‘hold the risk’. Trust between professionals working with Mr C has clearly grown significantly 

in the last two years, but not to the extent has so far not enabled the kind of comprehensive and 

multi-disciplinary approach needed to enable Mr C to return to supported housing.  

4.5.13 All agencies acknowledged that formal ‘lead professional’ arrangements might have been 

beneficial in strengthening personalised care, giving individuals a trusted single point of contact 

and ensuring that they could let professionals know what was important to them without needing 

to repeat their life stories on multiple occasions. For Mr C, the outreach and inclusion health 

nursing teams acted as lead professionals due to their positive and consistent relationships with 

Mr C, but this was informal rather than ‘officially’ acknowledged. Agencies felt that although lead 

professional arrangements are described in the MARM protocol, these were challenging to 

achieve in practice because of the capacity of individual workers to take on such a role and a 

lack of clarity about the responsibilities and authority of the role. Again, those involved in the 

review felt that MARM processes were employed in the absence of a formal safeguarding 

response, which given Mr Cs needs and risks would have been more appropriate. Lead 

professional arrangements could reasonably have been expected to flow out of a sec 42 enquiry, 

and it would be valuable to set expectations for safeguarding officers in respect of actions taken 

to reduce risk for adults living with multiple disadvantage.  

4.5.14 A lead professional may have been beneficial for Mr B, to ensure that actions agreed around his 

discharge from prison were followed up, prioritised and reallocated where needed. A lead 

professional may also have begun to notice patterns in Mr B’s contact with services when his 

mental health was deteriorating and been able to share these with the rest of the ‘team’, which 

may have prevented their escalation/relapse. 

4.5.15 The decision to issue an immediate eviction notice to Mr A during SWEP was not person-centred; 

his health issues made him especially vulnerable whilst rough sleeping, especially in cold 
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weather, and there was no information shared as part of the review that alternatives, including 

delaying the eviction until the weather improved or identifying accommodation he could move to 

in order to prevent eviction altogether, were explored.  

4.5.16 Although practitioners listened to Mr B’s mother's concerns about the risk to herself and to her 

son of him returning to her address, these were overlooked on several occasions resulting in his 

return to her address. Whilst the challenges of securing accommodation were undoubtedly a 

factor, the Council’s Housing Options Service, in partnership with Adults Social Care, had a duty 

to secure temporary or supported accommodation for Mr B, who would have met priority need 

thresholds under Housing Act 1996 and who had been assessed as having eligible care and 

support needs. It may also have been beneficial for Mr B to have been offered a formal advocate 

at this time, to ensure his views and wishes around housing and onward mental health care were 

amplified in discussions about his discharge from prison. 

4.5.17 Further, it does not appear that Mr B’s mum was offered a Carers Assessment, which is an 

obligation of the local authority under Care Act 2014, Section 1010. As such, her own care and 

support needs were not comprehensively understood by agencies, despite her indicating on 

several occasions that the situation with Mr B was having a detrimental impact on her own health 

and was putting her tenancy at risk.  

4.5.18 There are several references, in the case notes of agencies working with Mr C and Mr B, about 

the provision of social care support being dependent on securing accommodation. Mr B was 

informed the social care input around his mental health would not be available upon release as 

“accommodation needs to be in place before support can be given” and similar written and verbal 

comments were made in respect of Mr C. In Mr C’s case, it would certainly have been challenging 

to provide personal care support to someone who was rough sleeping, but this should not have 

prevented practitioners from exploring this comprehensively before discounting it. In another 

example, Mr B’s mum asked about the possibility of a period of period of overnight support for Mr 

B, to respond to the risk of suicide in his transition from prison. Records indicate she was told this 

would not be provided, but without any explanation or exploration of alternative options to reduce 

the known risk of suicide he lived with. This practice falls short of expectations outlined in the 

Care and Support Statutory Guidance about ‘meeting needs’ by exploring brokerage options, 

involving voluntary-sector organisations or offering a personal budget11. 

Theme 6: Relationships and Support Networks 

4.6.1 Relational approaches to addressing homelessness and multiple disadvantage “value and 

encourage the development of relationships not only for their intrinsic worth, but also for their 

power in driving transformative change in people’s lives”12. Trauma-informed practice is a 

relational approach and there are other notable sector-led initiatives, including Housing First and 

psychologically informed environments (PIE) which agencies involved in the review have made 

various organisational commitments to. Rather than considering the presence or absence of 

different approaches, this theme provides the opportunity to look broadly at the presence and 

quality relationships in the lives of the three men, and how this was understood and supported 

by professionals as part of attempts to prevent and reduce risk. 

 
10  Care Act (2014) Available at: https://www.legislation.gov.uk/ukpga/2014/23/section/10  
11  Care and Support Statutory Guidance, Chapter 10: Care and Support Planning. Available at:  

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#Chapter10  
12  Together Network (2019) Relational Working and Homelessness: An Evidence Review. Available at: 

https://cuf.org.uk/uploads/resources/TN_Relational_Working_Exec_Summary_Web.pdf  

https://www.legislation.gov.uk/ukpga/2014/23/section/10
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#Chapter10
https://cuf.org.uk/uploads/resources/TN_Relational_Working_Exec_Summary_Web.pdf
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4.6.2 The involvement of family and friends is considered a key factor in successful care planning for 

adults with care and support needs. Whilst working with families is common when supporting 

children, older people and learning-disabled adults, it is a significantly under-developed area of 

practice when working with people facing multiple disadvantage. The majority of SARs into the 

deaths of people experiencing homelessness and multiple disadvantage do not have the 

involvement of family and friends. 

 

4.6.3 Practitioners reflected that the three men didn’t/don’t have many strong positive relationships in 

their lives. Although both Mr B and Mr C’s family members were in touch with services and did 

clearly care deeply about them, the issues Mr B and Mr C lived with made sustaining positive 

relationships difficult.  

 

4.6.4 Mr B’s mother was heavily involved in his care, providing him with accommodation on multiple 

occasions, advocating with professionals on his behalf and sharing her insights to inform 

discharge planning when Mr B was leaving prison immediately prior to his death. On several 

separate occasions during the review period, she expressed to practitioners that providing Mr B 

with accommodation put her tenancy at risk as well as impacting her own mental health.  It was 

documented by agencies working with Mr B that he was abusive and threatening towards her, 

usually related to money, and the police had been called regarding such incidents on several 

occasions during the review period although no further action had been taken.  

 

4.6.5 For Mr B and Mr A, their peer relationships centred around alcohol and drug use. Both were 

vulnerable as a result of their addictions, and both were victims of crime at the hands of peers 

and associates. Mr B was the victim of threats to kill and verbal harassment from former drug 

dealers and associates in the months leading up to his recall to prison in July 2023, whilst Mr A 

was the victim of theft and harassment from peers in the months leading up to his death in 

December 2023. 

 

4.6.6 For Mr A, incidents at Supported Housing Service A that put his stay there at risk frequently 

involved other residents he was drinking with. These included drinking on-site which was not 

allowed, damage to property and arguments/altercations in which staff needed to intervene. 

People with lived experience who shared their insights as part of the review spoke about the 

challenges of  living communally in hostel and supported housing, with one gentleman who has 

been homeless in Somerset for several years sharing “the staff do their best but living with that 

many other people, all of you having a rough time, is a lot of pressure”. In discussions as part of 

the review, the commissioning of supported housing was discussed and there are plans to 

recommission smaller dispersed units of supported housing that allow for bespoke support levels 

to be offered according to need. 

 

4.6.7 Mr C has very few friends, which is largely understood to be by choice, but this leaves him 

severely socially isolated and alone for large chunks of his life. Mr C is also considered vulnerable 

to abuse and exploitation by others, and agency records indicate several occasions where 

professionals visited him and left with concerns about other people who were present at his sleep 

site.  

 

 What’s strong? 

 

4.6.8 Agencies recorded contact with family members of Mr B and Mr A, shared relevant information 

with them and respected the privacy of both men when consent to share information changed. 
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Agencies proactively reached out to Mr B’s mum on various occasions which is good practice. 

 

4.6.9 Mr B’s Probation Officer had multiple contacts with Mr B’s mum and girlfriend in early 2023, 

typically arising due to their concerns about his mental health deteriorating. On one occasion in 

February 2023, the Probation Officer advised Mr B’s girlfriend to seek support for herself given 

the complexity of supporting someone in mental health crisis; this was good practice.  

 

 Where could this be strengthened? 

4.6.10 Mr B’s mother, and to a lesser extent his girlfriend, reached out to practitioners and clinicians 

regularly to share concerns, were present and involved in home visits and provided material, 

financial and emotional support to Mr B during acute periods of mental distress for him. They 

expressed the impact this had on their own health and sense of safety to Probation and Prison 

staff, the Home Treatment Team and supported housing staff. It is therefore unclear why there 

does not appear to have been any action taken by agencies; there is no evidence that any 

concerns were raised about the safety of either woman, no evidence of referrals or signposting 

to domestic abuse organisations or to MARAC, no record of seeking consent to share information 

with Mr B’s mothers landlord (a social housing provider) to mitigate the risk of eviction she was 

concerned about and no invitation to consider a Carer’s Assessment. Given the level of 

involvement, from Mr B’s mother in particular, these were significant missed opportunities. 

 

4.6.11 It’s unclear from the documents shared as part of this review, if peer relationships were explored 

with either Mr B or Mr A in discussions with practitioners and clinicians about their drug/alcohol 

use or their safety whilst living in supported housing. Given significant challenges of achieving 

and sustaining recovery from addiction, especially when peers remain active users, it would have 

been good practice to document conversations about existing support networks, friends and 

family and also plans for making new friendships that might support recovery 

 

4.6.12 Although both reached out to contact agencies, neither Mr C nor Mr B’s families appear to have 

been considered a part of the ‘team around the person’ and opportunities were therefore missed 

to learn from their insights or to involve them in support planning. Whilst it may not have been 

fruitful, inviting Mr C mum and sister (when Mr C gave consent) to get to know the professionals 

and agencies in his life might have strengthened Mr C’s network of support and may have helped 

professionals gain further insight into Mr C’s personal history and life events. Beyond the 

professional advantages of working with family members of adults with care and support needs, 

involving Mr C and Mr B’s families to develop and maintain positive relationships could have been 

really supportive for both men during what were very difficult periods in their lives. 

4.6.13 In one of the lived experiences, an interviewee spoke about the importance of social relationships 

for people experiencing homelessness. He said “finding somewhere where me and my girlfriend 

can both live has been a nightmare. I don’t think they [professionals] realise how important she 

is to me, she’s all I’ve got – they wouldn’t accept getting separated from their husband or wife if 

they were homeless!”. This reflection indicates that a greater focus on building and sustaining 

relationships, including romantic partners and friends, could be beneficial when support planning 

with people experiencing heightened social isolation, homelessness and family estrangement. 
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5. Conclusion 

5.1 This thematic Safeguarding Adult Review (SAR) highlights a range of commendable frontline 

practice. It is clear that Somerset has a number of dedicated and expert frontline practitioners 

and clinicians who demonstrate remarkable commitment, compassion, and resilience in their 

work with people rough sleeping. Their ability to build trusting relationships and support plans 

that prioritise the style, pace and preferences of the people they support is commendable and is 

at the core of positive outcomes achieved. These frontline staff have shown persistence and 

tenacity in challenging circumstances, advocating tirelessly and tackling professional differences 

conscientiously.  

5.2 Equally, the visible leadership and energy of Somerset’s voluntary sector organisations is an 

example of positive practice and has foregrounded efforts to implement the Creative Solutions 

Panel and Homelessness Reduction Board. However, this SAR has identified gaps in the 

strategic oversight and executive level involvement of statutory organisations in these and other 

initiatives, which is challenging attempts to improve integration and partnership working between 

agencies and disciplines. Positive conversations throughout the review have indicated that this a 

priority for the local authority and will be driven forward by the new Homelessness and Rough 

Sleeping Strategy and by the recent bringing together of Adult Social Care and Housing under a 

single Director. 

5.3 As with other reviews exploring homelessness, this SAR has considered the challenges in 

practice of achieving housing, social care and health outcomes for individuals in such a 

pressurised and under-resourced operating environment, locally and nationally. Not only do 

housing, health and care landscapes operate with varying legal duties, discrete definitions of 

similar terms and complex pathways and criterion to access support they are all under immense 

pressure and subject to the whims of short-term funding rounds. There is a pressing need for 

stronger strategic leadership and accountability that brings together local authority departments, 

universal and specialist health services, commissioned and voluntary sector organisations 

together with a shared vision and a commitment to establishing sustainable resourcing and 

investment for responding to homelessness and multiple disadvantage.  

6. Recommendations 

6.1 The documentation and insights explored as part of this Review have identified a number of areas 

for practice improvement as well as areas of strong and emerging practice. Not all of these 

emerge as formal recommendations, but key partners of the Somerset Safeguarding Adults Board 

are invited to consider the areas identified in Section 6 to improve the health, social care and 

safeguarding activity for people living with the effects of homelessness and multiple disadvantage. 

 

6.2 A number of relevant SAR’s have recently been completed in Somerset exploring multiple 

disadvantage/multiple and compound needs, including SAR Robert (2024), SAR Matthew (2021) 

and SAR Damien (2020) and a recently approved thematic SAR about self-neglect (to be 

published). The recommendations made in these reviews are highly relevant and it is 

recommended that Somerset SAB review the progress made to implement their learning when 

considering and implementing the findings from this thematic review. 

 

https://somersetsafeguardingadults.org.uk/wp-content/uploads/Robert-Safeguarding-Adults-Review-Press-Release-1.pdf
https://somersetsafeguardingadults.org.uk/wp-content/uploads/Matthew-one-page-briefing.pdf
https://somersetsafeguardingadults.org.uk/wp-content/uploads/One-page-briefing-Damien.pdf


 

 
Page 22 of 25 

6.3 The following twelve recommendations are made to the Somerset Safeguarding Adults Board, 

and where indicated, to specific key partners and departments, at the conclusion of this review: 

 

Direct Practice 

1. Strengthen Legal Literacy on Housing and Care: Somerset SAB to seek assurance from 

the Council’s Adult Social Care and Housing Depts about the availability and take up of legal 

literacy training available to frontline social workers and housing officers. Importantly 

assurance should be sought into how key terms, such as ‘capacity’ and ‘vulnerability’ are 

understood in law and local practice and how discretionary powers under the Care Act 2014 

and Housing Act 1996/Homelessness Reduction Act 2017 should be used creatively to 

reduce and prevent the risk of abuse and neglect facing neurodivergent adults, those with 

mental health issues and those living with the effects of drug and alcohol dependency. This 

may also include sharing existing resources, including those created by MHCLG as part of 

the autumn 2024 webinar series13. 

2. Improving practice around Self-Neglect & Homelessness: Somerset SAB, in partnership 

with Somerset ICB and Somerset Council to initiate a review of the current self-neglect 

practice guidance and training offer for frontline practitioners and clinicians across the 

system, to ensure it adequately considers self-neglect in younger adults with complex and 

overlapping needs. Once reviewed, it is recommended that a practice briefing note, on the 

discrete issues around self-neglect and homelessness14, is developed and disseminated 

widely, emphasising good practice and clarifying expectations around mental capacity 

assessments and decisions. 

3. Think Family: Somerset SAB to consider convening a meeting or event dedicated to how 

family, friends and partners are involved and supported when agencies are working with 

adults with mental health and substance use related care and support needs. This should 

include insights from lived experience, learning from the counties One Team and a reflective 

discussions about current practice within Adults Social Care and NHS. 

 

Organisational  

4. Safeguarding & Homelessness: Somerset Council to conduct a review of data and 

practice about safeguarding concerns raised about people experiencing homelessness. The 

review should consider; 

o how the triaging process that occurs at Customer Services filters concerns about 

homelessness and the impact this has, potentially exploring the implementation of a 

‘trusted referrer’ model that would enable concerns raised by designated teams or 

individuals to bypass the triaging process  

o how homelessness related concerns about recorded, monitored and quality assured 

 
13  Webinar recording and presentations available here: https://www.gov.uk/guidance/working-across-housing-social-care-and-safeguarding-to-

tackle-long-term-rough-sleeping-webinar  
14  This example from Northumberland County Council is a useful guide: 

https://www.northumberland.gov.uk/NorthumberlandCountyCouncil/media/Health-and-social-
care/Care%20support%20for%20adults/safeguarding%20adults/7-SN-Reg7MB-Homelessness-04-04-2022.pdf  

https://www.gov.uk/guidance/working-across-housing-social-care-and-safeguarding-to-tackle-long-term-rough-sleeping-webinar
https://www.gov.uk/guidance/working-across-housing-social-care-and-safeguarding-to-tackle-long-term-rough-sleeping-webinar
https://www.northumberland.gov.uk/NorthumberlandCountyCouncil/media/Health-and-social-care/Care%20support%20for%20adults/safeguarding%20adults/7-SN-Reg7MB-Homelessness-04-04-2022.pdf
https://www.northumberland.gov.uk/NorthumberlandCountyCouncil/media/Health-and-social-care/Care%20support%20for%20adults/safeguarding%20adults/7-SN-Reg7MB-Homelessness-04-04-2022.pdf
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o how concerns raised by or on the suggestion of multi-agency forums and meetings, 

such as the Creative Solutions Panel, are prioritised and responded to 

o a review of actions taken following receipt of safeguarding concerns about people 

experiencing homelessness 

o training available to Customer Services staff about rough sleeping and homelessness 

related risks and safeguarding concerns 

5. Specialist Social Worker: Somerset County Council to work with their named Rough 

Sleeping Initiatives Advisor at MHCLG the potential for resourcing a dedicated 

Homelessness Social Work role in the county.  

Multi-Agency 

6. Preventing ‘Cliff Edges’: Somerset County Council’s Housing and Social Care Depts, HM 

Prison and Probation Service and Somerset Integrated Care Board to work together to 

establish a ‘Transitions Panel’ to prevent homelessness and the escalation of need for highly 

vulnerable people leaving prison, hospitals or supported housing/hostel pathways. This may 

be a discrete panel or an additional responsibility of an existing multi-agency meeting, such 

as Creative Solutions, dependent on resourcing and capacity. 

7. Promote the Multi-Agency Risk Management (MARM) Framework: Somerset SAB to 

recirculate the local MARM protocol, seeking assurance from key partners and local 

commissioners that the protocol has been promoted widely and it’s use and outcomes 

recorded on local systems. Importantly, that MARM is a mechanism for responding to 

concerns that do not meet sec 42 thresholds, and not a replacement for formal safeguarding 

activity, should be restated. 

8. Mental Capacity Assessments: Somerset County Council, Somerset ICB and Somerset 

Foundation Trust to work together to develop a briefing or practice guide that clearly sets out 

roles and responsibilities around assessing mental capacity when considering self-neglect 

and homelessness (see Recommendation 2) and provide clarity on how to assess 

fluctuating capacity and executive functioning as well as resolving professional differences 

about mental capacity decisions. Somerset SAB to seek assurance that the briefing has 

been circulated widely, especially with frontline practitioners and voluntary sector agencies. 

This recommendation should be considered, and where useful amalgamated, with similar 

recommendations made by the Thematic SAR on Self-Neglect. 

Governance 

9. Strengthen Inclusion Health Governance: Somerset SAB to request a written update from 

the Somerset Integrated Care Board about the implementation of the NHS England Inclusion 

Health Framework15. This should include plans to establish a named Inclusion Health Lead 

on the Safeguarding Adults Board (SAB) and a service map of current inclusion health 

provision in the county. 

 
15  NHS England (2023) National framework for NHS Action on Inclusion Health. Available at: https://www.england.nhs.uk/publication/a-

national-framework-for-nhs-action-on-inclusion-
health/#:~:text=This%20framework%20focuses%20on%20the,addressing%20wider%20determinants%20of%20health.  

https://www.england.nhs.uk/publication/a-national-framework-for-nhs-action-on-inclusion-health/#:~:text=This%20framework%20focuses%20on%20the,addressing%20wider%20determinants%20of%20health
https://www.england.nhs.uk/publication/a-national-framework-for-nhs-action-on-inclusion-health/#:~:text=This%20framework%20focuses%20on%20the,addressing%20wider%20determinants%20of%20health
https://www.england.nhs.uk/publication/a-national-framework-for-nhs-action-on-inclusion-health/#:~:text=This%20framework%20focuses%20on%20the,addressing%20wider%20determinants%20of%20health
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10. Strengthen Engagement with/from Prisons: Somerset SAB Independent Chair to reach 

out to local Prison Governors to request a meeting to discuss HMPPS input in adult 

safeguarding arrangements, operationally and strategically, specifically related to discharge 

planning for highly vulnerable adults. This discussion might be linked to activity in 

Recommendation 6.   

11. Strengthen Governance for Homelessness and Safeguarding: To monitor 

implementation of the recommendations in the Joint Ministerial Letter of May 2024, 

Somerset SAB to make homelessness a strategic priority in the Board’s next annual plan. 

Priorities for action should include how learning from this review has been implemented, and 

an update from the County Council about homelessness governance, including but not 

limited to the activities of the Homelessness Reduction Board. 

12. Suicide Prevention for People Experiencing Homelessness and Multiple 

Disadvantage: Somerset SAB to request a presentation from the counties Public Health 

Team on the implementation of the 2024-29 Suicide Prevention Strategy16 in relation to the 

support available to high-risk groups such as those experiencing homelessness, living with 

addiction and neurodivergent adults and how this is connected to activity in relation to 

Recommendation 9. 

 

 

 

 
16  One Somerset (2023) Somerset Suicide Prevention Strategy. Available at: 

https://democracy.somerset.gov.uk/documents/s33496/Appendix%201%20-%20Somerset%20Suicide%20Prevention%20Strategy%2024-
29%20DRAFT%20v1.2.pdf  

https://democracy.somerset.gov.uk/documents/s33496/Appendix%201%20-%20Somerset%20Suicide%20Prevention%20Strategy%2024-29%20DRAFT%20v1.2.pdf
https://democracy.somerset.gov.uk/documents/s33496/Appendix%201%20-%20Somerset%20Suicide%20Prevention%20Strategy%2024-29%20DRAFT%20v1.2.pdf
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