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Foreword

The 2014 Care Act made clear that Safeguarding Adults should be everyone’s business. It is certainly in everyone’s
interests to improve our awareness of adults in need of care and support who may be at risk either from others’
treatment of them or from their own lifestyle choices. Given the nature of the Island communities, it is likely that
most people know of someone who needs care and support and for many of us, as we age, assurance that we can
live free from abuse and get the kind of help that means we are not written off because of our lifestyle, becomes
more important.

During this last year the cases brought to the attention of the Safeguarding Adults Board have highlighted again the
challenges services experience in keeping in touch with the care and support needs of individuals who, for a variety
of reasons, are unable to keep appointments or to be more proactive in seeking help for themselves. The
Safeguarding Adults Board’s Safeguarding Review Sub-Group continues to play an important role in commissioning
case reviews, ensuring action plans based on the lessons learned are produced and agreed, and monitoring the
progress of any improvement action. Communication about Safeguarding concerns could be significantly improved if
the relatively new Multi-Agency Risk Management Meetings and Multi Agent Safeguarding Triage meetings can be
embedded and effectively used by practitioners and their managers. Both these initiatives have generated some
improved approaches, but some services find that capacity issues make it difficult to maintain adequate
involvement.

Data and evidence of what works are clearly important in identifying the action needed and trying to continuously
improve practice. Getting the data into a more meaningful, coordinated format from a range of agencies some of
whom operate at a County rather than a local level is difficult. The Quality Assurance and Performance Sub-Group
receives arguably too much data from the partners to each of its meeting and could spend all its time trying to
analyse it. Efforts are being made to avoid this risk and to prioritise data and audits that focus on specific aspects of
the work such as Making Safeguarding Personal and the Safeguarding Adults Thresholds guidance. Work over the
next year should reflect this more focussed approach and may also develop a clearer understanding of how Health's
work on Serious Incident Reviews links to the Safeguarding Adults Team’s work. At present the Annual Report does
not reflect all the data that comes to the Sub-committee but relies almost entirely on the data generated by Adult
Social Care.

Itis also really important that, in addition to data, the Safeguarding Adults Board is able to take account of the
experience that local people have of the support they are offered. The Safeguarding Adults Board benefits from
regular reports from the Isle of Wight's HealthWatch and from their Chief Executive’s contributions to the Board and
to other aspects of the work. The involvement of HealthWatch in the Safeguarding Adults work is vital and hopefully
can be maintained in the future. In 2018/19 HealthWatch and People Matter were commissioned to lead a project
aimed at improving the awareness and involvement of voluntary sector organisations in Safeguarding Adults work on
the Island. Funding has also been identified for a Safe Places Project. Initial progress on both projects is outlined in
the Annual Report. Both are likely to continue into 2019/2020.

Margaret Geary,
Independent Chair




Contents

FOP@WOKd...... ..ottt st sttt ettt et et st stesea s et et ses et eaesae et sae st st sbe sbesesseasessessesseteneareate sbestenernenn
1. Board Membership.......coiiieeee et e e et et st st e ettt e
2. BOArd STIUCTUIE..........cue ettt sttt e et st et st besbe st e se e e tasbessebeseersereete st stesesnnnens

2.1 Change Of BOArd MaN@gET.......ccecivuiviirieeieieeriesteeetesassaesessssesse st st saesessasssssssasssssessssessessessesan
3. Safeguarding AdUlt REVIEWS...............coeiiiriiiceecece ettt ste sttt s vt sb s s et ste e e eases nens
3.1 Cases Investigated and Lessons LEArNEd.........ccocecvueiieiierieriecese e s esessev v e s ssesaenas
3.2 Learning from SAR’s -1 year Project with University of SUSSEX.......ccoevvvvieieicireve e
3.3 Multi-Agency Safeguarding Triage (M.A.S.T.) .ottt et e s
3.4 Multi-Agency Risk Management Meetings (M.A.R.IVL)......ocerrerieeceveetieee et
4. Quality Assurance and Performance SUB-GroUP.......cccveveerniiiiinieceite ettt v e e e
4.1 Data Collection and ANAIYSiS.......cuiieeierie ettt st e s aesaebesesrssrestesaesaesen sean
4.2 Hilary Corricks Report and Subsequent WOrkK..........cueveieeeevenesesieeeeessss e sneve e s
4.3 Adult Safeguarding Thresholds..........c e e e s saenn
4.4 HOSPILAl DISCRAIEE....cuieiietietietee ettt sttt ettt e saesteste st st be s bes e s s eesestebesbesteseeseesessessseres

5. Workforce Development Sub-Group and raising awareness .............cccccceveveeecevesvesveseriereneeneeseene e

5.1 Mental Capacity WOIrKSNOPS.......cciviriieiiriee ettt ettt s sttt s s b s are et seneane
5.2 Lessons Learned WOrKSNOPS. ......c.ui i iieiieee et s et ste e e e aes s seveas s sae et st stesnnennan
5.3 ACES TraINING cciiiisieie et sttt sttt st e st sstesa e sae e sba e s st e sae st besbes sbeeebaes e sreenseenssesseanres
5.4 Self-NEEIECT TraINING . ccieieee ettt st sttt et ettt te st sbeaes e easessesseseassneereeseseen
5.5 LSAB ANNUAL CONTEIENCE .. vttt e sttt st sttt s s et sae e s e st sesbene ans
6. Task & Finish Group Focussed on Safeguarding and People with Learning
DiHSADIIILIES. ..ottt s s st ek et be se e et e bebeseare e st
7. Project with Healthwatch and People Matter............cecocceeeeeneivserseecrcee e sennsssesseesessessesnns
8. J0INt WOrk With the LSCBi........cccccuiununuinnaninsmnisnionsinisisssmsisasssssssessssssssssssssssssss sssssssns sasasssssss
8.1 Family Approach ProtoCOL.........cociveiieieie ettt et st st st e st aes s
8.2 JOINT TrAINING e vi ittt sttt ettt e st e e e st e e sbesaeees e e e sseaesbessbesssesssessreasesessenssesnsens
9. ALSAB WOKK....coiuinuisunsnnsnssssssssnsssssessesssssessessassassassossssasssss sssssssss sossns sassessss sassns s sassnsssssessnsssesssssssssss
10. LSAB Independent WEDBSIte..........ccccvecierineiiiesesnessesseesecssessnssssssnesssssssssessasssessessssssssssassasssessessassses
11. Adult Social Care Safeguarding Adult Collection (S.A.C.) Return Data..........ccccccoveerereennnn..

Appendix 1 — Adult Social Care Safeguarding Adult Collection 2018/2019......................ccuoo.......
Appendix 2 — SUD-GroUp ALEENAANCE.................cccueeseeseeeeersrssreseesssesesssessessssesssssssssssssssesssssssssssssssssssssssans
Appendix 2 — 2019/2020 BUSINESS PION.............coeesvsvreererirsesseseesessesssssssssssessessssssssssssssesssnssssasasssssssasses

ONoOCODOOTULL BN

N e el ol ol o
W wWwWwWwWwNNNNOOO

14
15
16
16
17
17
18
19

22
25
26



1. Board Membership

. Isle of Wight Council — Statutory Lead

. Hampshire Police — Statutory Lead

. Clinical Commissioning Group — Statutory Lead

. Cabinet member for Adult Social Care and Public Health
. H. M. Prisons

. Healthwatch

7. The Isle of Wight National Health Service Trust

8. The Probation Service

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

. Wessex National Health Service England

Public Health

A residential care home representative
Southern Housing Association

Fire and Rescue Service

Local Safeguarding Childrens Board

Age UK or an alternative Voluntary Sector representative
The Community Rehabilitation Company
Care UK

cac

Community Safety Partnership Lead

IWC Housing Department

2. Board Structure

The Board has three sub-groups:

e Safeguarding Adults Review Sub-Group
e Quality Assurance and Performance Sub-Group

e Training Sub-Group



Much of the work of the Board is undertaken by members of the three sub-groups in collaboration with the Board
Manager and her Administrative Support. Across its work, the Board maintains close links with the Local
Safeguarding Childrens Board and the Community Safety Partnership. In 2018/2019 the Violence Against Women
and Girls work was transferred from the Safeguarding Adults Board to the Community Safety Partnership, along with
the funding linked to that work.

The Board also has a Statutory Leads group, which meets a few weeks before Board meetings to check on progress
against some key actions, raise and discuss any concerns, and agree how best to put forward proposals to the Board
to address those concerns. This group involves the Isle of Wight’s Police Commander, the Clinical Commissioning
Groups Deputy Director of Quality, the Director of Adult Social Services and the Chair of the Safeguarding Adults
Board.

The Safeguarding Adults Board chair and Board manager also contribute to regular meetings involving the other 3
Safeguarding Boards in the Hampshire area i.e. in Hampshire County, Southampton and Portsmouth.

Isle of Wight Safeguarding Adults Board Hierarchy

Overview and
Scrutiny
Committee

4LSAB Policy
Group

Inter-authority
Working Group

low
Safeguarding

41SAB Quality
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group
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Woarkforce
Development
Group

Community
Safety
Partnership
(CSP)

Joint Workforce

Safeguarding Adult

Review Sub-group

Chair: Hampshire
Constabulary

Development Sub-group
Chair: IOW Council
Workforce Development
Lead

Quality Assurance and
Performance Sub-group

Chair: Adult Social Care

2.1 Change of Board Manager

In 2018/2019, the SAB Board manager, Fleur Gardiner, resigned to move to another role within the IOW Council. The
Board expressed their appreciation for all her hard work over the last 4 year and wished her all the best for the
future. The post of Board Manager was held by Emma Coleman on an interim basis throughout 2018/2019, to allow
for decisions about the role to be made within the next year in accordance with the IOW Recruitment Policies. Emma
Coleman applied for, and was successful in being appointed to, the role of Board Manager from April 2019.



3. Safeguarding Adults Reviews

3.1 Cases reviewed, and lessons learned

During 2018/19 the Safeguarding Adults Review Sub-group on the Isle of Wight undertook 1 Statutory Review, and 3
discretionary reviews in cases which did not meet the criteria for a full Safeguarding Adult Review, but took place in
circumstances which led the Sub-group members to agree that a review would generate important lessons for
partners in the services involved with the case. The main findings in the cases reviewed in 2018/19 were:

Case A: The Statutory Review

Case A involved a person with a fairly chaotic lifestyle, who had experienced homelessness and who eventually was
found dead in a bus shelter. The lesson’s learned included the importance of ensuring effective communication
between health service, housing and social care when someone is having difficulty in keeping appointments and is
difficult to locate. The need to understand each service’s legal responsibilities and ensure that they are met as fully
as possible. How services communicate across local authority boundaries also needs to be improved. In case A, the
individual did not manage to keep a number of the appointments offered and the absence of any follow up impacted
on opportunities that might have arisen to intervene with effective support. The family asked that this review be
published on the website under the individuals first name of Howard.

Case B:

This individual was found dead at home in 2015, sometime after her death. The lessons learned were the importance
of ensuring that individuals receiving primary care services were involved in regular reviews and their circumstances
regularly assessed. In this case, Primary Care was the main source of contact with the individual. Issues about the
capacity of the individual’s son who was the main carer were not picked up. This case is now the subject of a DHR.

Case C:

This person shot himself and left a note which implied he had not received the services that he felt he needed. The
review made clear that this person had had numerous visits by Carer’s and by other professionals, but he found it
increasingly difficult to manage at home. He did not want to move to receive care elsewhere. Towards the end of his
life he made declarations to a few people that he had a gun. There was some evidence that these were not taken as
seriously as they should have been and the lessons learned from this case focus on this failing. The Coroner’s verdict
recorded death by suicide.

Case D:

This person had multiple substance misuse issues and died as a result of this misuse. This case will be the subject of
an independently facilitated workshop for practitioner’s in 2019.

3.2 Learning Lessons from SARs — University of Sussex Project

In early 2018, the University of Sussex proposed to develop a project investigating how existing research and review
findings on self-neglect can more effectively be implemented through organisational learning, and the outcomes of
this tracked.

The project originated in the Sussex Social Sciences Impact Fund, which aims to enhance the impact of existing
research. The core focus was on self-neglect, however, learning from this project will in many respects be
transferable to other aspects of adult safeguarding.



The initial meeting in May focussed on the existing activities, current priorities, and systems for measuring learning
in each area. Most areas had common themes:

o Difficulty knowing what training SAB partner agencies are offering on self-neglect

. Most of the SABs involved offered self-neglect training in some form. Attendance at these training courses
was good, but feedback rates were very low

. Concern that SARs have a limited shelf-life and the learning is not long term

. Each area carries out regular audits

A number of challenges were identified for work on self-neglect and safeguarding more generally, including
thresholds for safeguarding referrals, commissioning of SAR’s, training not reaching senior managers and
overcoming a silo mentality within agencies. It was noted that there is a need to move safeguarding, mental health
awareness and mental capacity awareness beyond being an ‘add-on’ to usual practice, and make them core to the
everyday work of adult social care and partner agencies.

Learning from this project will be disseminated and monitored through all 3 sub-groups of the SAB. David Orr from
University of Sussex will present the findings at the SAB in September 2019.

3.3 Multi-Agency Safeguarding Triage (M.A.S.T.)

Unlike Southampton, Hampshire and Portsmouth, the Isle of Wight does not have a Multi-Agency Safeguarding Hub
(MASH). The Safeguarding Adults board has long considered that there is a need for a multi-agency approach to early
sharing of information and decision making about how best to engage with and support adults at risk. The messages
from local and National Safeguarding Adults Reviews have highlighted the value of such an approach.

In 2017 the Safeguarding Adults Board supported proposals to form a Multi-Agency Safeguarding Triage process.

MAST Highlights

The MAST undertakes a multi-agency adult safeguarding triage function about adult safeguarding
concerns. MAST partners are Police, Adult Social Care and Health.

The MAST partners meet face to face 3 times a week. Urgent cases outside of these meetings are fast tracked to the
Central Response Unit (CRU).

Benefits include:

e  Early information sharing

e  Facilitates information sharing with other partner agencies
e Joint working

e |dentification of high-risk cases

e  Early identification of most appropriate referral pathway

e  Effective use of resources.

e  Victim focussed responses.



The below diagram shows:

Total cases discussed at MAST from
August 2018 — October 2018.

MAST August 2018 — October 2018

Financial Abuse — 9
Sexual Abuse — 10
Domestic Violence — 18
Psychological — 13
Physical — 13
Neglect / Omission — 3

Abuse Type Discussed
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M Psychological

[ Physical

Sexual Exploitation — 5
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Radicalisation — 1 O Neg /
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CRU — Central Response Unit
CPI — Community Partnership Information Sharing Form

Future opportunities could include:

e High risk domestic abuse strategy discussions and actions
e All PPN1 (Public Protection Notice) coming into the MAST for triage
e  MARM referrals coming through MAST triage.

On the days where no face to face meetings were held the triaging would be virtual; the adult social care
safeguarding team would liaise if necessary with the Clinical Commissioning Group and or the central referral unit in
Fareham, Hampshire to request Police information/response.

Due to Police resources, between December 2018 and May2019 the face to face meetings ceased. However the
Police have maintained a commitment to the MAST approach and will be providing Police representation at the face
to face MAST meeting starting again in May 2019.



3.4 Multi-agency Risk Management Meeting (M.A.R.M.)

In order to further embed the 4LSAB Multi-agency Risk Management Framework, a series of workshops took place in
2018. They were aimed at adult safeguarding professionals whose organisations work with adults experiencing
circumstances which create a risk of harm, and where it is judged that a multi-agency response is needed. The kind
of themes that could lead to a MARM being convened are:-

a) Vulnerability factors placing them at a higher risk of abuse or neglect including mate crime, network abuse
b) Self neglect, including fire safety

c) Refusal or disengagement from care and support services

d) Complex or diverse needs which fall between agencies

e) On-going needs or behaviour leading to lifestyle choices placing the adult and/or others at significant risk
f) Complex needs and behaviours leading the adult to cause harm to others

g) Domestic violence, mental health and substance misuse.

These half day workshops aimed to provide an overview of the existing 4LSAB MARM Policy, share experiences of
working with adults whose circumstances place them at risk of significant harm and also to consider how the MARM
framework could provide a multi-agency approach to working with and supporting the adult at risk. The content of
these workshops was informed by a multi-agency survey carried out by the Board in the summer of 2018, with the
aim of gauging knowledge and confidence in partner agencies around MARM meetings.

Feedback from participants in the Multi-Agency Risk Management meetings suggest that they are useful in enabling

care plans to be agreed and put in place around individuals who may face risks that could escalate to a more serious

level. Further work is needed to embed these multi-agency meetings and encourage partners other than Adult Social
Care to convene them. The Isle of Wight Adult Social Care Service have led in introducing this process and have been
asked to outline the usefulness of MARM s in national workshops.

The key messages from the survey were:

Only 20% of those agencies surveyed had called a MARM meeting

Of those who had called a MARM, around 17% advised it had been difficult to call

over 40% report that not all relevant agencies attended

30% of agencies surveyed advised that there were no clear actions given. Reasons cited were ownership
issues, weak chairing and no new input at meeting

o 45% of agencies felt that MARMs were not embedded, 30% thought they were somewhat embedded, and
25% felt they were very or extremely embedded

However,
e Over 75% of agencies surveyed said that the risk to the individual had been removed or reduced as a result
of the MARM

e Only 20% of those surveyed felt MARMs were not effective

A MARM workplan locally and across the 4 Safeguarding Adults Boards covers the following:

e Aset of supporting documents contained within an online toolkit are being developed. Documents
such as agenda templates, guides to chairing meetings, letter templates, minute templates, risk
assessments and chronology template will be available for any agency to utilise if they need it.



e Aset of ‘One Minute Guides’ to subjects such as MARMs, Making Safeguarding Personal, Mental
Capacity etc. have been developed

e There will be a future proposal for an IOW MARM Coordinator post

e Both e-learning and face-to-face will be developed in 2019/2020 for the Island

The 4 LSAB Data Set requires data to be collected in relation to MARM meetings, and discussions are taking place on
the IOW to identify the best way to gather this data. Currently data is collected by Adult Services in relation to the
number of MARM meetings they have held.

4. Quality Assurance and Performance Sub-Group

4.1 Data Collection and Analysis

This is important as it provides some of the evidence that should underpin improvement action. Adult Services
produce monthly reports on the number and type of referrals received by the Safeguarding Adults Team. The data
includes information about timescales for the action taken, and the nature of that action and the outcomes. The
joint lead for the Clinical Commissioning Group and the Health Trust produces a Universal data report which includes
information about Children & Adults Services Incident Reports and other information linked to Safeguarding
Concerns. Additional data is currently received from Police and Healthwatch.

The proposed audit plan for 2019/2020 is below:

e May 2019 — Making Safeguarding Personal case file audit

e August 2019 —S42 and Decision Support Guidance case file audit
e November 2019 — MARM audit

e February 2020 — Escalation Policy Audit

4.2 Hilary Corricks Report and Subsequent Work

In September 2018 the Safeguarding Adults Board were updated on the progress made in acting upon the
recommendations made in Hilary Corricks review in 2017 of the Adult Social Care Safeguarding arrangements. Since
this report, the Safeguarding Team has changed the way they interact with people who contact the team. They have
improved their communication with the partner agencies, providers and professionals. New practice guidance,
templates and prompt tools have been developed and implemented by the team to ensure consistent decision
making, clear recording of the 6 statutory principles and MSP outcomes.

1. There should be clear timescales, terms of reference and ownership of multi-agency work to develop a
threshold agreement for safeguarding.

The team worked closely with Jane Hughes, Independent Safeguarding Consultant to implement new
threshold document and change the way referrals are processed. New documents have been developed and
implemented to ensure consistency of practise and recording.

2. The Adult Safeguarding Team and First Response should be merged, creating one point of access for referrals
in to ASC.



10.

11.

There is ongoing work led by Liz Hughes, Service Manager to transform the front door of Adult Social Care,
this will be implemented to coincide with the move to County Hall.

Meds alerts should all go to the CCG Medicines Management Team.

Threshold document includes flowchart for medication related incidents and decision making guidance for
safeguarding referrals. This has been fully implemented by the Safeguarding Team.

Falls should continue to be reported to CQC. Provider managers should also log them, stating what
happened and what action they have taken including a new risk assessment. They should report figures to
ASC quarterly. Social workers and auditors undertaking visits to provider units should look at the register.

There is a new process for the falls monitoring led by Caroline Robertson, Fall Prevention Co-ordinator,
Integrated Quality team and the Safeguarding Team are working closely to ensure that the falls reporting is
consistent and safeguarding concerns are recognised.

There is a need to reinforce Senior Management at Service Manager Level.
Liz Hughes has been appointed as the new service manager for the Safeguarding team.

An IOW MASH should be set up, to meet daily, with clear terms of reference, agreed thresholds and a shared
Multi-Agency Risk Assessment.

MAST policy is in place and MAST meetings are taking place 3 times a week. Multi-agency triage meetings
restart in May 2019. We will be able to review this process and provide new data for the LSAB.

The Independent Reviewing Officer role should be improved and possibly relocated.

The role of the Independent Reviewing Officer has extended to 30 hours per week, main focus of the role in
chairing of safeguarding meetings.

The ASC Quality Assurance officers should build on their close relationship with their opposite numbers in
the CCG, improve information sharing, coordinate inspection programmes and develop joint audit tools.

Quality Assurance Leads are now part of the Integrated Quality Teams Isle of Wight Council/ Hampshire and
Isle of Wight Partnership of Clinical Commissioning Groups with close links to the Adult Safeguarding Team.

Monthly data reports should be provided with commentary

This was fully implemented by the Safeguarding Team.

Action plans should be coordinated, progress checked and where relevant plans signed off.
Safety plans have been developed and implemented by the Safeguarding Team.

The practice of holding client information on the I-drive should be reviewed and ceased.

The data stored on the I-drive is GDPR complaint.



12. When a Safeguarding Plan is made in respect of a service user, an alert should be placed on the CRS, and
removed when there is no longer need for the plan.

Safeguarding referrals and concerns are always recorded on PARIS.

Not all agencies have access to PARIS, even when they do have this the access to the safeguarding section is
very limited. More work needs to be done to improve this.

4.3 Adult Safeguarding Decision Support Guidance

During the year, after fairly extensive consultation with providers, a policy was agreed about the issues that should
be considered before a referral is made to the Adult Safeguarding Team. The policy is now known as the Thresholds
policy. Guidance on how to adhere to the policy was also produced. Training for practitioners in all the services
involved in safeguarding adults has been delivered. This training will continue in 2019/2020. This is important work
for the SAB because there is substantial evidence that practitioners do not understand when cases should be
referred to the Adults Safeguarding Team. Only between 20% - 30% of the cases referred result in a section 42
safeguarding enquiry but all referrals have to be assessed. This means that the limited staff resources in the Adult
Safeguarding Team are involved in assessment work which is not appropriate for a safeguarding enquiry. There has
also been particular concerns about the referral of all medication incidents and falls to the team even though it
should be clear that these do not all raise a safeguarding concern. Health and Social Care colleagues have worked
together to resolve these particular concerns.

The work carried out by the DASS with CQC to ensure that the regulator understand the decision support guidance
has been important in clearing the way to embed this policy.

The IOW has taken a lead in producing the Thresholds policy and a version of this policy is being adapted and
adopted across the other 3 authorities in Hampshire.

4.4 Hospital Discharge

Over the years there have been concerns raised about inappropriate hospital discharge. Healthwatch Isle of Wight
has had health specific concerns reported to it and undertook to produce a report on local peoples experience of
discharges, particularly to care and nursing homes. The IOW NHS Trust is well aware of the concern raised and has
been undertaking work to improve hospital discharge for local people. Implementation of the Red Bag scheme was a
vehicle to improve communication between the hospital and care providers. Monitoring the progress of this
improvement work will continue to be a focus of the SABs quality group.

5. Workforce Development Sub-Group and Raising awareness

5.1 Decision Support Guidance (Thresholds) Training

In order to support the implementation of the new Decision Support Guidance and Toolkit, a series of multi-agency
training sessions were delivered in 2018. The full day sessions gave nominated safeguarding leads the opportunity to
delve deeper into the procedures and learn the essential information from them, so that they could disseminate



them throughout their own agencies. In addition, a series of short ‘lunch and learn’ sessions were delivered to
groups of both multi-agency and single agency staff.

5.2 Lessons Learned Workshops

This series of workshops enabled participants to hear about the findings and lessons learned with respect to the
safeguarding adult review on ‘Howard’ which was published in October 2018. They included an update on
implementation of the action plans. The findings of the review were presented alongside a model of good practice
for working with adults who self-neglect. This model was built up from research findings and from safeguarding adult
review reports. Thereafter there were opportunities for participants to identify and discuss policy and practice
strengths and on-going risks or shortcomings, based on their experience on the Isle of Wight. The Safeguarding
Adults Board received feedback from the workshops that will further inform their implementation of the action

plans which were developed from the recommendations of this SAR review.

5.3 ACEs Training

This one-day course provided a working background to the subject of Adverse Childhood Experiences (ACEs),
focussing on how these experiences can affect individuals as adults. The course highlighted how an individual’s
reaction to ACEs depends on that person’s own biological stress reactions, the person’s own protective
characteristics, the intensity and duration of the ACE, and the strength of the person’s childhood bond to a stable,
responsive, and nurturing caregiver. It went on to explain the importance of ‘normal stress’ and how to recognise
how the accumulation of stress becomes toxic. In addition, it highlighted the role of resilience in terms of protective
behaviours. The day also included a screening of an award winning documentary on the topic of ACEs.

5.4 Self-neglect Training

This ever-popular course has now been offered by the Board every year for 4 years. The Care Act 2014 has placed
self-neglect clearly within adult safeguarding arrangements. This workshop aims to support good practice in work
with people who self-neglect, drawing on evidence from research into approaches that produce positive outcomes.
Using a mix of presentation, groupwork and discussion, the workshop seeks to build on participants’ own experience
and to explore how the research evidence can support local policies and practices.

5.5 LSAB Annual Conference

IOW Safeguarding Adults Board Conference, Thursday 7*" February 2019

The Isle of Wight Safeguarding Adults Board annual conference was held on Thursday 7" February 2019 at
Northwood House in Cowes. The focus for this year’s conference was ‘Safeguarding Individuals with Chaotic
Lifestyles’, and referenced a recent Safeguarding Adult Review: Howard.

The conference was attended by around 115 delegates from a variety of sectors across the Island.

Dr Carol Tozer, Director of Adult Social Care, led the programme with her presentation ‘What Have We Learned from
Howard’. This presentation referenced the recent SAR published by the Safeguarding Adults Board. Howard's legacy
is one of organisational change — an established MARM process, development of wet provision on the Island,
Temporary Accommodation Meetings, bids for additional funding to support rough sleepers and seeking an



extension of temporary housing offer. Carol finished by reminding delegates that there are currently other ‘Howards’
on the Island, and we all owe it Howard not to repeat mistakes.

The second speaker, Mark Poingdestre from the new substance misuse provider, Inclusion, introduced the service to
Island professionals. He advised delegates of their model of intervene early, reduce harm and achieve recovery.

Following Mark was Jamie Brenchley, the new Housing Needs and Homelessness Team Leader for Isle of Wight
Council. He pointed out that numbers of homeless people on the Island have been rising, and described the
devastating effects homelessness can have on an individual’s health and wellbeing — life expectancy decreased by 30
years, 9 times more likely to die by suicide and 17 times more likely to be a victim of violence.

We had a workshop delivered by Lisa Smith, Assistant Director of RiPfa (Research in Practice for Adults). The
workshop was around balancing risks and rights, and showed that the concept of risk varied across agencies. Key
messages were that risk is dynamic, and it can never be eliminated, but it can be assessed and minimised.
Assessment of risk should always include service user and carer perspectives.

Our afternoon session kicked off with Megan Karnes, the founder and CEO of Hoarding UK. We used this opportunity
to launch the new 4LSAB Hoarding Guidance, which will be rolled out across the Island and will provide practitioners
with guidance about responding to evidence that individuals hoarding has become problematic. Megan highlighted
that hoarding is not a ‘lifestyle choice’, it is a recognised disorder which can cause individuals great levels of stress if
not tackled properly.

Our last speaker was Melba Gomes, who was speaking about mental capacity, with a focus specifically on fluctuating
capacity and executive and decisional capacity.

6. Task and Finish group focussed on Safeguarding and People with Learning Disabilities

The Board chaired and organised Resilient Communities Task & Finish Group continued to meet throughout
2018/2019, and its members were successful in securing a one-off grant of £25,000 in late 2018 in order to fulfil the
following criteria:

Awareness Raising focused on Hate-Mate Crime

This work will be for organisations across the Isle of Wight. It aims to raise awareness of hate/mate crime through a
series of training sessions. These sessions will be for multi-agency professionals, individuals with learning disabilities
and their carers, prison staff and residents and local businesses who sign up to be ‘safe places’. The training will be
delivered by Inclusion Outright, and will also include promotion of the existing Healthwatch video on mate crime,
featuring local members of Johns Club and Haylands farm. In 2019/2020, part of the funding will be used to develop
an e-learning package on hate/mate crime, which can be incorporated into partner agency basic training for
employees. HMP loW has been keen for their staff to be involved in this training as it has relevance to their work
with prisoners.



Setting up Safe Places Network

Part of the funding has been used for a 5 year membership into the National Safe Places network. This network is
well established across England, with major retailers such as HSBC, Morrisons, Co-op and McDonalds already signed
up to be registered ‘safe places’ for individual with learning disabilities. The first Isle of Wight Safe Place — the Isle
Help Hub — was secured in Spring 2019, and will be the first of many across the Island. This part of the project is
being led by People Matter.

Evaluation and Reporting of Progress

Evaluation of the project will be carried out by Healthwatch. This will start around 2 years after the first Safe Place
was established. In the meantime, Healthwatch are actively promoting and raising awareness around Safe Places.

7. Project with Healthwatch and People Matter

In September 2018, the Board approved a proposal from HealthWatch and People Matter around the Voluntary &
Community sector’s role in safeguarding adults. The purpose of the proposed work is:

e To provide paid staff and volunteers in the voluntary /community sector with the support and information
they need to identify concerns about the safety of individuals they meet who cannot support themselves.

e Toidentify the ways in which the Voluntary/ Community sector contribute to keeping adults in need of
support safe and the kind of support from the statutory sector that they need to continue to do this.

e To ensure that the word 'Safeguarding' is known more widely in the Voluntary/ Community Sector. It’s
meaning is better understood and there is more knowledge about whose responsibility it is to report

There is an extensive network of Voluntary/Community organisations on the Isle of Wight. Anecdotal evidence from
discussions with some of these organisations and with some of the service user forums suggests that local people

are more ready to engage with and confide in voluntary / community sector staff and volunteers than they might do
with statutory service providers.

Safeguarding Adults Reviews have identified that individuals - particularly those who have chaotic lifestyles and/or
have a tendency towards self-neglect - become increasingly isolated from and invisible to statutory services. Work is



needed to improve how statutory services respond to this. The Voluntary/ Community sector, in reaching out to
some of these people, need to have better links to other service providers. It may then be able to provide better
links across to statutory providers when this is appropriate.

Voluntary/ Community sector staff and volunteers in a number of organisations are often involved with individuals
who have either given up on statutory providers have been discharged from service and have nowhere else to go.
One example given was when people were discharged from mental health services and arrived without warning at a
voluntary organisation whose staff had no information about the person, about the risks they s/he faced or about
the risks the staff might face in trying to offer support.

The outcomes for this project are:

e Adult Safeguarding Champions being identified in the voluntary /community organisations with a focus on
Adults

e A commitment of an initial programme of regular meetings of these champions with statutory leads for
Adult Safeguarding

e The production of a bi-annual News Update focussed on adult safeguarding users, polices and professionals
for voluntary/community organisations

e Improvements in communication between the key voluntary/community organisations working with adults
and the statutory services for when Adult Safeguarding is important, building on the feedback from the
canvas on what is working at present and what obstacles there currently are to this communication. This
may mean developing specific protocols which should be followed.

e Evidence that voluntary/community organisations are using the thresholds guidance to make appropriate
referrals to Safeguarding

e evidence of MSP and the 6 principles in the way in which the voluntary sector engage with adults at risk and
this is evidenced in the safeguarding concern referrals to the safeguarding team

e Bespoke safeguarding training to be provided to community and voluntary sector organisations.

From January to March 2019, Healthwatch Isle of Wight and People Matter developed a survey for voluntary and
community sector organisations around their understanding of safeguarding, reporting procedures and training. The
survey was shared with town and parish councils and through the voluntary sector community. The results of the
survey and analysis will lead to a better understanding of the needs of the voluntary sector and will enable the
barriers to reporting to be identified and addressed.

This project will continue in 2019/2020.

8. Joint Work with the LSCB

8.1 Family Approach Protocol

In 2018/2019, the 4LSCB and 4LSAB’s across Southampton, Hampshire, Isle of Wight and Portsmouth began jointly
developing a ‘Family Approach’ protocol and online resource centre for practitioners and managers. The proposal for
this work followed discussions between the 4 Local Safeguarding Children Boards (4LSCBs) and the 4 Local
Safeguarding Adults Boards (4LSABs) across Hampshire & Isle of Wight.

In response to both the Family G Serious Case Review on the Island, and several other cases in Hampshire, it was
suggested that a high level Protocol should be developed, which defines what is meant by ‘a whole family approach’,



and outlines a set of principles that the Safeguarding Boards, Agencies, and front line professionals could commit to.
This document will replace the Joint Working Protocol currently in place.

The protocol will be supported by practical information, guides and tools that would be of value to frontline
professionals. An online resource library / toolkit holds all the information in one place and acts as a central portal
for staff to access. Information will include:

checklists and prompts for staff working with children and adults.

o a shared resource library linking to quick briefing guides, and relevant local policies and procedures for both
children and adults.

o referral pathways and threshold charts for children and adults in each area.
. A section on Adverse Childhood Experiences (ACEs).

This protocol is due to be launched on the Isle of Wight in May 2019, with a series of joint adults and Childrens
workforce training sessions scheduled for June 2019.

8.2 Joint Training

During 2018/19 we delivered the following joint training:

Training - Unveiling the psychology that underpins interpersonal trauma and effective professional response to such

This course, delivered by Zoe Lodrick who previously spoke at an LSAB Domestic Violence conference, was offered
jointly to multi-agency professionals in both the adults and children’s workforce, with costs and admin shared by the
2 Boards.

There is also a Joint Learning Event scheduled for April 2019 between the Community Safety Partnership (CSP), LSAB
and LSCB looking at common themes in Domestic Homicide Reviews (DHRs), Safeguarding Adult Reviews (SARs) and
Serious Case Reviews (SCRs).

There continues to be regular liaison meetings between the LSAB and LSCB Business units to discuss shared
approaches and common themes and issues, as well as attendance at each other's board and QA meetings where

possible. In 2018/2019, a new joint Health sub-group and joint Workforce Development Group were formed with the
LSCB, meaning greater opportunities for shared training and events.

9. 4 Local Safeguarding Adults Boards Work (4LSAB)

ALSAB Quality Assurance Sub-Group

The 4LSAB QA Sub-group was established in 2018, starting with a 4LSAB multi-agency workshops, where terms of
reference and a workplan were devised. A further meeting and workshop was held on the 28th February 2019 at
Portsmouth City Council.

The following common themes were identified across the 4 areas:



. Awareness of Safeguarding Adult Concerns

. Service users/Making Safeguarding Personal
o Learning review and Safeguarding Adults Reviews
. Data relating to Safeguarding Adults Priorities

It is the role of the QA sub group to gain assurance on behalf of the individual boards, including evidencing the
impact of learning on the experience of service users. 3 workshops were completed based on the 4 LSAB QA sub-
group workplan — data, MSP and methodologies. The group will aim to carry out 1 audit per year. Single agencies
would continue to carry out their own audits. The MCA and organisational safeguarding self-audits will be
considered by this group.

10. LSAB Independent Website

New Independent Website

The LSAB new Independent Website was launched live at the annual conference. The website features our
safeguarding posters on the main page, as well as having a clear ‘traffic light’ system for making a safeguarding
referral. The page has proved to be quite popular, and has the following pages:

Dashboard Home Page:
Quick Stats =z < - e Safeguarding posters on a rolling banner.
_ This will also have additional slides for
Online Users: O
events such as World Elder Abuse Day,
Visitors Visits
National Safeguarding Week etc.
Today: O 18 .. .
e Traffic light system for making a
Yesterday: 22 43

safeguarding referral, which has a guide to

Last 7 Days (Week): 128 453 ‘what makes a safeguarding concern’, ‘I'm
Last 30 Days (Month): 524 2,044 concerned about an adult what should |
Last 365 Days (Year): 530 2,005 do?’, ‘Report a concern’.
Total: 530 2,005 e Information about who the Board are
o Newsitems
e Live twitter feed
Hits in the last 10 days
120 N < Keeping Adults At Risk Safe:
, Y AR e Space for ‘animated scribe’ video
- ' \ |/ | e The aims of adult safeguarding
~ I B SRR R e Types of abuse and neglect

e Making Safeguarding Personal



Events and Training:

e Current training courses, with booking links and course information
e Information about ‘coming soon’ courses
e Conferences (past and present) and resources

e SAB news items — publication of new polices, events, new legislations, publication of SARs
e Partner agency news — events, policies, guidance
e National news — national SAR’s of interest, new government legislation

Information for Professionals:

e All 4LSAB policies, toolkits and guidance
e National guidance
e Guidance on making a referral

e All published SARs
e SAR policy
e Information on making a referral to the SAR sub-group

The website will be reviewed and upgraded regularly.
11. Adult Social Care — Safeguarding Adults Collection Data 2018/2019

A safeguarding concern is where there is reasonable cause to suspect that an adult with care and support needs is at
risk of or is experiencing abuse or neglect and due to their care and support needs is unable to protect themselves
from the abuse or neglect. A safeguarding concern can be raised by anyone. In 2018/19, 3307 safeguarding
concerns were recorded, which is a small decrease from 3421 recorded in 2017/18.

Initial Referrals to Safeguarding 3529 3421 3307

Initial Referrals not meeting Concern criteria 1631 (46%) 1436 (42%) 1492 (45%)
Commenced Safeguarding Concerns 1898 1985 1815
Closed at Concern Stage 1302 1466 951



‘Other’ Enquiries (commenced during year)
S42 Enquiries (commenced during year)
Concluded S42 Enquiries

Conversion Rate (Concerns/Enquiries)
(England 16-17: 41%)

What is a Section 42 enquiry?

This is set out in Section 42, Care Act (2014)

19 17
500 847
621 717
26% 48%

The Section 42 duty requires consideration of the following criteria under Section 42 (1) and (2) of the Care Act

(2014):

S42 (1) Whether there is “reasonable cause to suspect” that an adult
i. has needs for care and support

ii. is experiencing, or is at risk abuse or neglect, and

iii. as a result of their needs is unable to protect themselves S42 (2)

iv. Making (or causing to be made) whatever enquiries are necessary

v. Deciding whether action is necessary and if so what and by whom.

What has commonly been known as the ‘three-point test’ set out in S42(1), is covered in points i. to iii. above. In this

framework we should refer to these as the statutory criteria for decision-making. These criteria, and working out

whether there is “reasonable cause to suspect” that these are met then inform any decision identifying a duty to

make enquiries. The local authority is responsible for that public law decision as to whether or not to proceed with

the duty to make enquiries under S42 (2).

The last two points (iv. and v. above) under S42 (2) support an understanding that activity attached to that duty is

required - to inform the decision on what action needs to be taken and by whom.

The duty to make enquiries under S42(2) is not a prescriptive process in the way it was before the Care Act (2014)

but consists of activity to inform decision-making and the actions to be taken.

In deciding what the LA thinks is necessary the LA must consider and reflect in their decision making the 6 statutory

safeguarding principles:
The 6 principles are:

e Empowerment
e Preventing
e Proportionality



e Protection
e Partnership
e Accountability.

The purpose of the enquiries is for the LA or others to:

e  Gather more information and establish the facts

e Establish views and wishes of the adult at risk or their representative
e Establish the adults needs and risks and confirm causes for concern
e Ascertain the desired outcomes of the adult

e Establish whether the LA has a duty to act or another agency.

In 2018/19 45% of reported safeguarding concerns were assessed by the adult safeguarding team as not meeting the
S42 enquiry duty, (this is a small increase of 3% from the 2017/18 data).

The number referrals that are assessed as not safeguarding concerns (S42 (1) are still significant, (from a prevention
point of view, conversations within this early information gathering S42(1) can themselves make a valuable
contribution in informing and empowering people to keep themselves safe and therefore is an important part of
adult safeguarding work, even if S42 (1) is subsequently not met). The LA adult social care and SAB work on
embedding the Decision Support Guidance will help to ensure that partners take a more active role in determining
what constitutes a safeguarding concern, a quality issue, an incident, accident, and concerns for welfare and make
informed decisions about referral pathways.

There is a range of organisational structures and processes across the country for receiving and acting on
safeguarding concerns. Almost half of local authorities have a triage process for evaluating concerns initially and NHS
Digital have calculated that about 50% of concerns go no further than this stage. In many councils, concerns will go
to a generic team (usually one which deals with all enquiries about social care and support) who will determine
whether it is a safeguarding matter and therefore whether it should be referred on. For instance, in many areas,
concerns that relate to care quality will be referred to the team dealing with care contracts and commissioning
rather than being treated as a safeguarding concern.

In 2018/19, 847 individuals were supported by the adult safeguarding team, following a S42 decision. The current
conversion rate 2017/18 from safeguarding concern to $42 enquiry is 48%, which is higher than the national average
and is a significant increase from 26% in 2017/2018. This reflects the current work to increase understanding of
safeguarding concerns and enquiries via the SAB Decision Support Guidance.
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APPENDIX B

Safeguarding

Appendix B - Attendance at sub-groups and SABs

SAB Main Board 2018-2019
Attendance List Meeting total Staff Attendance for Meetings
Police 6
Adult Social Care 13
NHS Trust 6
NHS England 2
Vol Sector 8
LSCB 2
LSAB 12
CCG 9
CsP 2
Public Health 4 5
HMPS 2
cQc 1
Southern Housing Group 2
Hampshire Fire & Rescue 4
Community Rehabiliation 1
Company
Care Home Association 3
Probation 0
Hants 0
Totals: 78
Health Sub-Group 2018-2019
Attendance List Meeting total Staff ‘l\\:ltaee::‘nagnsce for

LSCB 7
NHS England 4
LSAB 7
Vol Sector 5 7
Public Health 7
GP 1
NHS Trust 8
CCG 14

Totals: 55
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SAR Sub-Group 2018-2019
. . Staff Attendance for
Attendance List Meeting total )
Meetings
Police 9
Adult Social Care 10
NHS Trust 9
CCG 7
. 9
Southern Housing Group 7
Care Homes Association 5
Community Saftey 6
Partnership (CSP)
LSAB 17
total: 70
QA&P Sub-Group 2018-2019
Attendance List Meeting total Staff Attendance for Meetings
Police 2
Public Health 1
Adult Social Care 6
LSCB 2
Vol Sector 4
Care Home Association 3 2
LSAB 5
HMPS 0
NHS Trust 2
Southern Housing Group 0
CCG 2
Totals: 26

26



APPENDIX C

saynpy Bu

Wb J

ipaen Bayeg
0 2[5/
e 5 T~

..,.... ..\_.-fn.a.. 3
& .__.....”__“

LC

0<¢0¢- 6T0¢
ue|d ssauisng

pieog Ss}jnpy suipiengajes
Y3IM 0 3[s|

ue|d ssauisng 0Z0Z/610¢ -J Xipuaddy

-27



8¢

8uipsendajes Sulianiap ul Aduasedsuedy pue AjljigeIuN02dY — AMjIgeIUNOddY e
‘asnqe pue 109|8au Suiyodau
pue 3ui10a1ap ‘Buinusanaid ul Aejd 031 1ed e SABY S3IIUNWIWOYD *SAIFUNWWOI JI3Y3} YUM Suidjdom S321AISS Y8nodayi suolin|os |edo] — diysiauned e
‘paau 15931348 Ul 950y} 40} uoljeluasaldal pue 1yoddng - UOI3I0Id e
‘pajuasald ysi ayy 01 arelidosdde asuodsal aAIsnIlUl 3Sed| pue dleuolliodold — Aljeuoniodold e
'SJN220 WJey 94043q UOI10e 3 e) 01 43113] S| 3| — UOIJUDIADI] e
"JU9SUOD PAWIOJUI PUB SUOISIDAP P3| Uostad Jo uonndwnsaid—uawsamodwy e

:s9|dipupd Suipaengdajes g ayy Aq pauuidiapun si op am 3uiyiAiang

*10V 9Y1 JO #t UOI303S Y1IM 2dUBpJI0IIE Ul M3IARJ Jnpe Sulpiengajes Aue 1onpuod 1snwi 1| (2

‘uay e} uoloe Juanbasgns pue smalnly synpy Suipiendajes Aue jo s3uipuly ayl Suljieiap se ||am se A3aieuls ayl Juswa|dwi 03 SUOP Sey JaquBaW Yydoea
1eym pue ‘ue|d o13931e43s s3I JUawWIdwi pue 9A1199[g0o ulew S1 9A3IYoe 03 JeaA ay3 Sulnp auop sey 1l Jeym 3uljieiap podad jenuue ue ysijgnd 1snw 3| (q

‘ue|d sy dojanap pue w.oj 0} siauled woJy 9ouaSi||93uUl pue SDUIPIAS 3|JE|IBAE ||B JO 3SN d)BW pue paseq
92U3PIAS 3¢ p|noys ueld ay] "uolesiuesio yojemyijeaH [eJ0]| 3yl 3NSUOI ISNW gyS dY3 PUe ‘JUSWIA|0AUI Aunwiwod |ed0] Yum padojanap aq isnw ue|d
3YL "SIY1 9A3IYdE 03 Op |[IM SI3QWBW 3y} IeYyM pue dA1303[qO ulew S} 199w [|Im 3 Moy Ino Suiias Jeah [edueuly yoea Joj ueld o18a1e3s e ysijgnd 3snwi 3 (e

:aJe yoiym ‘spaeog synpy Suipien8ajes |B207 JO SaAI303[qo A0Iniels Y3 N0 S13S HTOZ OV 248D Y3 4O i UOINDSS

Y31/ 4O 9|S| 9Yy31 ssoJoe
‘Buipsengdajes jnpe 4o} diyssapes) 21391e41s SIS Yaiym ‘Ajlioyine [e20] 3y Aq paleulplood ‘@933iwwod diysisauped Aouade-i3nw ‘Aioiniels e st gySMI DYl

asodund unQ

pawag $1jn py Bupienbages
1ybim 40,251
e

.... 4.....“__.. o

D-28



6¢

SYVS PUe S,|Y|S U99M1I3( SS1UEPUNOQ puUNOJe SIJIAISS Y3 BSH YIM JJOM JUIOf e

$9]A1s9417 2130BYD YUM S|enplAipul 03 Suipuodsay e

‘9ouepIng spjoysaJdyl ayl 03 payul| 340M 3y3 jo Suioyuow 3uloSuQ e

$199[04d 4103095 AleJUN|OA pue S9JB|d 94eS Y1 JO IYSISISAQ e
U3J4p|Iyd pue s}npe usaMi1aq UoI}SuUe.}

pue Suipien3ajes |eNIXa1U0D UO Op 03 JUeM JYSiw M dJom leym 2dods 0} paeog Suipiendajes s,ua4p|iyd 3yl yum dnouo ysiui{ pue ysej| e SUlUSAUO) e
‘pue|s| ay3 uo

92130e4d POO3 Se pappaqud awo3q 03 yioq 3uiioddns pue yayiadol Sujiom ag pjnoys INYVYIN 24l pue 1SVYIA 94l Moy Joj dyJomawedy e 3uidojanaq e
oM siyl Jo

ssa430.d ay3 yoeJ) 01 papaau elep ay3 2348e pue Aj1auspl 03 pue sUpNY |euosiad Suipiendajes Supje|n 3y Jo 3} nsaJ e se suisuped Yyim dJom dn mojjo4 e

:9Je 07/6T 404 SN0} JO seale g Ayl
*A)21|gNd pue S3UBAS ‘S3DUDIDJUOD BIA JIOM S,pieog a3 o ssauaseme Suiowoud pue Sujuiey Sujuolssiwwod ‘puels| ayy uo Suipiendajes jo aouewload
pue Ajllenb ay3 Sulioyuow ‘smainay synpy Suipien8ajes Suideldapun sapn|oul |BNSN Se SSauisnd, S,pJeog 9yl SN0y Jo seale g 9y} 03 uonippe u| ‘sdnoJs Jaled

PUE J3SN 3DIAIS WOJJ PUB UYdIBA\YI BIH WOJ) 3oeqpad) Aq pawlojul OS|e 94e SNJ0y JO Seale 3say] ‘spea] AJoiniels gyst ayl Aq paaise a4am sndoy jo seale g

"JedA 1Xau 3y} Jano paeogq 3npy Suipien8ajes 1SN 4O 3)S| Y1 40} SNd0j Y3 sauljano uejd siyl

3YN"A0T"MOI@GVST :0} Pa103JIp 9q Ued ue|d 21391eJ1S Syl Inoge sauanb Auy e
‘JuswWdo|aAap JaYiny 40} seade Aue AjIuapl ||IM pue apew SIUSWDAIIYIE 3yl JO MIIAIDAO ue apinoJd ||Im Joday [enuuy
aVvSMI @Yl pue s|eatalul Jejn3al je pieog synpy suipiendajes 1y3SIAN 4O 3|S| 9yl 03 pajiodal 3q ||IM ue|d 9y3 1sulede ssa4304d *S9A1303[qo d14199ds uo
SNJ04 ||IM Yd1ym dJom siaulied paeog ayi y3nouayy pue sdnoa3gns s,gvSMI 4O J10M 3yl y3noJayi panaiyde aq [|IMm ue|d 21391eJ1S Siyl Jo uoljejuswajdw| e
"'SOW021N0
9Y3 92UIPIAD @M MOy Suipn|oul ‘JeaA 1xau ay3 JOA0 pajuswa|dwi g ||IM ue|d 21391e41S gyYSMI @Yl Moy 1noge |1e1ap 9yl SOAIS ue|d ssauisng gySMI YL e

Suli0jluo pue uonejuswajdwy

Py Bujpuen Bageg

I 4, 2L

D-29


mailto:LSAB@iow.gov.uk

(013

:MO0|3q pa|leIap Se Hun ssauisng gys1 ayi Aq pue pieog ays jo sdnouo gns ay3l ySnoayi padeuew aq ||IM SN0} JO SeaJe 3say |

‘aJe)
|e120s 3 npy Agq pauaauod Ajjuadad uasq sey dnous siy| -sasieydsip ajesun pue ‘poddns pue a4ed Jo paau ul ‘ssajpwoy ulaqg se paliausapl S|enplAlpul

Suioddns 491199 UO passnooy y4om Aduase - 1IINw Mau ayl ysnouys patizuapl sanssi Suipsendajes ayl uo Jodad e 9AI9I34 OS|e [|IM pJeog ay] e

y40M Bulures] synpy Suipsengdajes apim -aliysdweH ayi 03 Supjui] e

92UaJ8ju0) S} NpY Sulpiendajes 1xau ayl Joj Suluueld e

‘|leuosiad Suipiengdajes ayeN 01 papasu sadueyd ayl Suipuelsiapun ul sisuolyioeld Joj uoddns e

)40M U01199104d AlaqI] pue Juawssassy Aldede) |ejuaA JO 10adsau ul papaau ag YSIW 1eYyM 18 JOO| Ysalyy e

oueping spjoysaJtyl ayl o3 paxyui| Suijuiesy SulosuQ e

SMIIADY 9SED SNOLJISS 491k SiauolIdeld o) sdoysyiom pauJes| SUossa| 9yl Sulnuiauo) e

}JOM 1PNy Jaylo Auy e

94e) |e10S puk yijeaH ssosde sadi1oeld adieydsip uo jariq Suiyolem e 3uluiejuie|y e

*Alessa29u aJe 9S9Y] UBYM SMIIADJ SUISDSIDA0 Ul pPUB SMIIASJ J0J PA3U Y] 4O 109dSaJ Ul S|eJua)a4 3UISSaSSe UOo JJom 3uloSuQ e

[02031044 yoeouddy Ajiwed uiof ayl paquwa Jaylinj 03 pJeog sualp|iyd ayl Yum 4aylas03 JJoM O] e

Y2JeAl Ul JUSAS Julof 8yl wou) dn mo||0) Aue pue pauses| SUOSS3| pue SYYS WOy SuUlWOod SDWIY] JO MIIADI BY] UO X3SSNS 1SBT YHUM YJOA\ e

DJAOM J3YI0

puUB|S| 9Y} UO SIS Yljeay |eauaw Jo Sulysatyal 8yl Jo SISIang e

g #ajnpy Buipienbayeg

BIA 1O 315
14BIM 4 q.m

D-30



D - 31

%3
9Al=9J3al 0] Q:OLO pue slipny |euosidad
"}pne 6T0T AeN 3uipsengajes
931 wouJj suolyoe pue Sunjey syl
suollepuswwiodal 9yl | JO }jnsSad e se m._wctmd
610C AInr J1eyd dvo jo uonejuawadw] | yymyiom dn mojjo4
Suneu awol3no
uaain/iaquiy/pay ay1 Supuaping uaym Ag pea paJinbau uonoy awolnQ

)}4om ipny Joylo Auy e
9.4eJ |eoS pue yijeaH ssoJoe sadioead adieydsiq uo jaiiq Suiydlem e Suiuiejuie|nl e
DD Yum Sunaaw s,5SYA Y3 wouy yoeqpasy SuiniadLl
J91)e‘ Aaessadau i ‘@aueping spjoysaJyl ay3 uo yJom dn mojjo4 *dduepind spjoysaiyl ayj ol payui| J4om a3yl jo Surioyjuow SuioSuQ e
*10129S Aiejun|oA 9yl yim yJaom 109foid 3yl Jo YSISIDAQ e
*UdJp|IYd pue syinpe uaamiaq uonisues) pue Suipiendajes
|eNIXa3u0d uo op 03 Juem jySiw am y4om jeym adods 0} pieog Suipiendajes s,uaip|iyd 3yl yum dnouo ysiui4 pue ysej e SUlUBAUO) o
‘pue|s| 3y3 uo adndeid poos se

pappaqwa awo23q 0} Yyroq Suipsoddns pue 1ay3aSol Supliom aq pinoys INYVIAI Y3 pue | SYIAI 94 moy 1oy iomawely e Suidojanag e

*)40om s1y3 jo ssaidoad ay) yoes
01 papasau ejep 9yl 9343e pue Aj1quapl 01 pue slpny |euosiad Suipiensajes Sunjel ayi Jo 3 nsaa e se ssaulied Yyum jiom dn mojjo4 e

:SNJ04 JO sealy

$94NpPa20.4d Suipiendajes Aduasdy 13NIA dIHS 9yl pue duepin Aloiniels ‘10z 1V 248D 3yl YUM 9dueplodde Ul 3ulyJoMm aJe pue puels| ay3
ssoJoe synpe 3uipiengajes Aj1ua1sisuod aJe siaulied ||e 1eyl paJnsse aqg 01 uoljewuojul alelsdosdde yum gysmi 2yl apinoad o1 issauisng 240D

2dUewW.0}19d pue ddueunssy Ayjenp :dnouo gnsg

1ybIM 4 n_w 5.

oy =1




[43

D-32

8uiuodau Ajuaenp

101eUIPI00) VS

ssaudoud

uo dnoi3-qns 4dyvo
9y} 01 pajuasaid

9q 0} syiodaus Jen3ay

Suruies| yum
9|doad J0} saoedsg
9JeS U0 PassnJ0y
109[oud 22uBl|ISaY
33 Jo WY3ISIaN0

ua4p|iyd pue synpe
U39M3I3q uollisuel)
pue Suipiendajes
|ENIX33U0D UO

op 031 Juem 1ydiw am
y4om 3eym adods 0}
pieog 3uipiengdajes
s,usJp|iyo

3Y1 yum dnouo ysiui4
pue yse] e ulusauo)

odl

‘Ae|ngelsuo)
aJiysdweH

Aq uayepspun
Sulagq malnas HSYIN
pue JSYIA Jua4ind
93 JO dWO0IIN0
9y3 uo puadap

[[IM paJinbaJ uoly

‘puels|

9y3 uo 9o130ead poo3d
Se pappaqua awoddq
01 yioq 3uipoddns
pue Jay1a303 Supyiom
9q P|NOYS INYVIN

9yl pue JSVIN 3yl
MOY J0} dJoMmawedy

e 3uidojanag

‘'suoljoe
yum sajpuagde wouy
oueunsse yejngau

oM siyl

JO ssaJ8oud ayy yoedy
0} papasu elep ay3
9a48e pue Ayiuspi o1




D-33

€€
8uiuieluod 0z0z/610C
Jojeu|pJoo) JoJ} s|nhpayds

070Z Y24eN | gVS pueJieyd d'3vo Hpne ue dojaAsp O | }4OoM Hpny Jaylo Auy

8unuodau Ajyuow g

9Jed |B120S 3 NpyY

ISNJL SHN

*1012241Q 1UBISISSY
9Je) |BID0S }NpY 3yl
woJj sajepdn ueinday

"3snJ4] SHN Aq 109foud

paie|aJ Jay3lo pue
awayds Seq pay ay1
uo 8uiliodads Jen3ay

2Je) |e1nos
pue yjjeaH ssoJoe
sao1yoead adueyosiq
uo Ja1q Suiydiem

e Suluiejuie|n

610¢ 4290120

Joleu1pioo)
avs pue dieyd d3vo

610¢

1sn3ny Joj pajnpayds
Jpne aduepino
1oddng uolspag
pue ¢ uoidss

20D Yyim Suieaw
§,SSvd 9yl wouy
)oeqpaay Ui
191k ‘Auessadau §i
‘@aueping spjoysalyl
9y} Uuo YJom

dn moj|o4 ‘aoueping
Sploysaayl syl

03 payul| }40M 3y} JO
gulioyiuow dulo8uQ

3ujpuodau Aapuenp

103eUIpJ00) gv's

ssaJdoud

uo dnoi3-qns dy¥vo
9y3 03 pajuasaud

9q 0} s}JodaJ Je|n3ay

*10329S Adejun|op
9y3 yum aom 129foud
33 4O 1Y3ISI9N0

Sa1ANIIHIP




h.__.“_ __@5_

D-34

143
01 yoeoudde Ajiwey |02030.d
‘asnge d11sawop yoeouddy Ajlwe4
‘3'9 s109[gns 1Ulof 3y} paqwd
Ja8euen J0 98ueJ e uo gds] Jayunj 0} pseog
g0S1 ‘Jojeulpioo) 93U} yum Sujules) SusJp|iyd ay3 yum
020z YodeN | gvs “dieydy dnoud-gns |  -a dojansp Ajpuiof og J3y1a803 yuom 0
Suneu awo231no
uaaJn/iaquy/pay 9y3 Supuaping uaym Ag pea paJinbai uondy awo2nQ

3J0M 3ululed] S} NpPY Suipiendajes apim -adlysdweH ayy 0} Supjuil e
92UdJ34U0) S NpY Sulpien3ajes Ixau ay3 Joj Suluue|ld e
‘leuosiad 3uipiengdajes ayelAl 01 papasau sasdueyd syl Suipuelsiapun ul sisuolyioeld Joj uoddns e

")JOM U0130910.4d AMaqIT pue JuaWISsSassy Aloede) [elud|A 4O 109dsal Ul papadu 3 IYSIW 1BYM 1B )00| YSaipy e

'92UepINg Sp|oysaJlyl ayjy o3 payui| Suiuiesy 3ulosuQ e
"SM3IARY }NPY 3uipien3ajes pue SMIIARY 9SeD) SNOLJISS J9}je Siauolyloesd Jo) sdoysyJom pauled| SUossa| ayl 3uinuiluo) e
|020104d yoeouddy Ajiwe4 Juior ayy paquia Jayiiny 03 pJeog suaip|iyd ayl yim 4ayla301 JJoM o] e

:SNJ04 }JO sealy

‘2ouepingd Aioiniels Aq pasinbas pue pieog syl Aq paljizusapl SawWayl pue sanssi 3yl $199)494 pue spiepuels
Anjenb y3siy s1eaw synpe Suipiengajes 031 UOI1e|aJ Ul 9240J)J0M |BI0| ay] JO JuawdolaAap pue Sululell ayl 1eyl Sulnsus :ssauisng ai10)

dnouo-gng Sujules)

uolle|easy pue NYVIN
‘DSA pue zyS ‘dSIN
apn[oul 01 saway}
JUBJaiIp yum siipne

£




13

D-35

610 Jaquadaq

Jieyd dnous-gng

uo uollew.Joul
apnjoul 0}

SUOISS3S UOIIBAIIS]O
woJy} Joeqpasd

a8eyoed

8uiuiesy o1seq

419y} ul pappaquia
SI s1y3 1ey3 sapuasde
Jouped wodj y3nos
9Q 01 JUBINSSY

‘2oueping spjoysaJyl

9y} 01 pajjul|
Suiuiesy 8ulo8up

93jeludoudde aiaymn

103eUIPJ00) GVS

‘91eludoudde

9J9YM JOM

Jayuny Joj apew
suoljepuswwodal
pue dnoud

-gns ayl yum paJeys
9( 01 X2eqpa94 "YVS
AJ1an9 Jo uols|dwod
Suimo||o4 pasanlep
9(Q 0} SUOISSaS
3ujuiesy Aep-jjeH

SM3INDY
1npy Suipiendajes
Ja1e sisuoinioead
Jo} sdoysyiom
pauJes| suossa|
9y3 3uinuniuo)

sadeyoed 3ujuied|
-9 21seq Aouase
Jaulied ul 3uiuiesy

SIy3 paqwia 0

'0319 8uipsendajes




D-36

9¢
pue suoljoe
“oeqpasy) aAI99Y
954N0J Sl yum
Supjiom, padojanap
Amau ay3 ui papnjaul
SI dSIAl @4nsuj
salnuade
Jauled pue gys |euosJad
9y3 Aq paJsajjo 3uiaq Suipien3ajes e
3ujuiesy Suipaengdajes 01 papaau sadueyd
JUa.uNnd y3nouyy 9y} Suipueisiapun
J0leulpJo0) ,peaiyy uap|os, ul ssauoiyoesd
6T0Z 49qwadaqg | gvs ““4ieyd dnous-gns e S| siy} aJnsuj 4o} yoddns
+9T Ul YJIN punoJe
9jeludoudde ssaym
3ujuies) dojansp o3
Spes| S70Q YIM 30N
"4OM U0I132930.d
93eyoed Anaqiq pue
JO Jed se 9|gejieae | judwssassy Alpede)
uollewJojul pue |[eIUDIA 4O 302dsau
3ujuiesy Suipsedaus ul papasu aq 3w
6T0C 49qwadaQ Jrey) dnous-qns BjdlY YUM 3sier] | 1eym 1e 40o| ysaiy Y

‘papn|dul Ajo3enbape
3uiaq si aoueping
Sp|oysaJy] Jayiaym




LE

D-37

0cocC Ya1eiN

J031euUIpI00)
gvs “dreyd dnoud-qns

NEETVESENEYEINY,
SuipJsendajes

NPy |euoneN

9yl Yy1M apIdul0d

031 0¢0¢ 4°oqWanoON
utaq |im yaiym
‘@aualajuo) gys
1Xau 9y} Joy Sujuueld

92U3J34uU0)
s} npy Suipsengdajes
1Xau 8y} Joj Suluueld

paJ1uad
uosJtad aJe padojanap

8ulaq s|001 INYVIN
M3U 3y} 3Jnsu3

dnoJ3-qns 4dy¥vo
9y1 Ag Ino pauied
3uiaq upne dSIN
pajnpayds ay3 wody
Suollepusawwodal

Buipienbayeg




8¢

D-38

‘S|eli9a}ad MalAal MC_C‘_NO_ 10} wmm_‘_u pue aAl=e2aJ4 0] 10e1uod Jo HC_OQ 1S4} 9yl Sely e

‘pJeog ay1 uo 1S 10U Op OYM Inq
yS1 3B s3npe jo uoidalold ayi pue yiom Suipiendajes ynpe suoddns uoilouny asoym sapuade YUM syul| 01831e43s UlelUIBW PUB dUIDY e

‘Joday |enuuy pue ue|d 21891el41S 9yl Jo uoliedijgnd pue uoildonpouad ay) a1euipio-0) e
"aVvSMI @yl 01 uiuodas pue ssaidoud Jo smalnad Supjelsapun ‘ueld ssauisng ay3 4o uoilonpold 9yl 91euipio-0) e
'S9Nss| |euolssajold uo sdnoa3gns pue gySAN| Yl 03 JIAPE SPINOI] e

‘ue|d ssauisng pue A3aies1s

Suipsen3ajes gy¥SMI 243 YIM JU33SISUOD pue paleulplo-02 aJe SIHAIRe pue sawwel304d YJom aA130dsal ainsua pue sdnoadqns
9y} ||e JO }JOM 3y} JO MIIAIDAO Ue ujelulew os|e 0] “epuagde ay} 3u133ds ul siieyd ayl poddns ‘sdnoa3qns gySMI @Y 4O ||e pudlly e
‘9oueping Jo Adjjod Juswuaanosg ‘uolle|si3a] mau Aue jo suoliedijduwi 9o130ead pue Adjjod ayl uo gySAn| @1epdn pue aSIApY e

‘ssoded a1elidosdde Jo uoile|nald 9yl pue gySA| 9yl 01 1elie1aldas aduelly e

‘uollepowwodde aduelle pue s3uileaw pieoq Joj 3ulllas epuade poddns ‘pausAuUO0d aJe s3ujlPdW gyYSM| 2JNSul e
ssauisng 910)

Hun ssauisng gvsmi

pawag 11jn py Buipienbayeg




6¢€

D-39

‘Aljigisuodsal uswiaedap / wea) Suipien3ajes e 10U SI dSIA “Suollesiuedio asoyl ulyium

uolzejuswa|dwi S} SALIP 0} pue suol1esiue3io ||e $SoJoe dwayl Su13Nd $SoJd e S (dSIAl) |euosiad Suipaengdajes Supje|Al 18yl 24nsud o] 'S
'ss900.d SIy3 Ul 1sISse 01 A|9A1309443 pasn 3q p|noys pJeoq yaes Jo syiduaJis ay] ‘pais|dwod jpne diewayl

e 9AeY 0} pJeoq yoea Joj Ajunjioddo |enbs mojje pue pooisiapun a4e pJeoq Yyaea Jo Salyiold 9yl pue spaau 3yl 3ey3 aInsus o 87

"JedA 19Y30 AISAS Juswissasse-4|as

e 919|dwo0d 03 suollesiuedio 3sisse 03 pue SMalAaJ Aloiniels-uou pue Aioiniels apnjdul 03 dnotd gySTy 9yl 40} uejd Jpne ue 93340 0] ‘€
'$$9004d M3IA3J J9ad e d1es0diodul p|nod

SIy} — 3upjaom jo sAem ,suoijesiuedio ulyum pappagus aJse syujod Sujuies| 3yl 3ey3 ansua 03 palinbau s1 3J0m dueansse ‘Yys e Suimoljo ‘ueld

ssauisng e Jo sueaw Ag 3J0M 2JUBINSSE JO SeaJe UOWWOI AJIIUdpPI 03 JOPJO Ul g¥STY 9Yi Ssodoe sdnoaS8-gns Jayio yiim syui| dojaaap ol 7
*J9SN DIIAIDS BY3} JOJ BWO0IINO
3y} Uo pasnd0y aJe pue uojreuawa|dwi 3sod pajen|eAd ale SMalAaJ / syipne AduaSe-3nw Jaylo pue syys wouy Sujuies] ay3 eyl 1s93 o ‘T

:pasieydsip aJe suolloe syuiod Suimo||o4 3Y3 1eY3 dINsua
01 J9PJO U] }JOMBWEI} UOWWOD B JO ADUDISISUOD 2JNSUD 0} BaJE gYSTH Y3 SSOJOe JJomawelq dduelnssy Ajjenp ayl uiejuiew pue dojanap ol
:dnoio AY[enD avsiy

"MOI 943 pue yinowsuod ‘@4iysdwey ‘uordweyinos Joj Adjjod Suipiendajes Aduade-13nw jo Juswdo|anap
8u103-uo pue uoljeluswa|dwi 3yl 91eulpi00d 01 HwaJ e sey Yaiym gysH Ag padieyd Ajpuasind ‘dnouo uonejusws|dw| Adljod gvysiy e st 249yl
:dnoJg Ad1jod gvs1y

suollesiuedio Jaulied Jo sia3eue|p JO1UDS 9y} Ul Suimedp ‘dnou3 Y3ISIDA0 pue SAIINIIXS Ue se Joe 0 (v

‘@aueping

pue Adljod synpy Suipiendajes Aouady-13n|Al |B20T 9Y3 JO uollejusawa|dwi ay3 JO UOIIBUIPJ00I pue JY3ISI9A0 21391eJ3s apinoad o (€
‘salpuagde

Jaqwiaw Aiolniels 91092 J19y) pue spieogq }npy Suipiendajes |ed07 JN0y 9Y3 SSOJoe SudJOM dAIIeI0qe]|0d pue Adudlsisuod ajowoud o (z
's9nss| 3uipJendajes }npe uo eaJle 9yl SSOJOE UOIIRIIP pue diysiapes)| d1391edys apinoad o) (T

:dnoJg Supjaopn Alluoyine-J1a1u|

:sdnoJo-gns gvST1y SUIMO||04 BY1 Ul JUSWSA|OAU| pUB SdDUBPUINY

pawag 11jn py Buipienbayeg

I



D-40

oy
‘SeaJe { 93 SS0Joe JUdWdO|dASP 2J0PI0M PAsSNI04 synpe Suipiendajes J0) UOI1IJIP J1891e41S aY3 dojanaq .
sa13IA1R0e Juawdojanap daJopom synpe Suipiengajes Sulialap ul 9|gissod aiaym d1eloge||od pue saydeosdde a1euIpioo) .

‘0

eaJe 9y} ssoJoe sajpuade Jayia8oi Sulug 03 swie dnoud gns SIYL "92J040M 33 JO JusWdo|aA3P SIPN|DUL SIYY ‘WJey JO SIJ 18 s}npe jo Sulag||am
pue A}ajes ay3 ajowoud pue pien8ajes 03 JapJo Ul Op S31oUdSe pue SUOIIeSIUBSIO 1BYM JO SSAUIAIFDRLHD Y3} 24nsuad 03 Alnp e aney s gvsS1y

3yl ‘YSIM 4O 3|S| @Y} pue Yyinowsiod ‘uoydweyinos ‘aliysdweH jo seale AyJoyine |B20| 8y} JAA0I spJeog sy npy Suipiendajes |e207 7 3yl
dnoJo uawdo|aAaq 22JIOPHOM avS Ty

Aiessadau se s191s139Y Ysiy
0} pappe pue spJeoq JUeAd|aJ 3yl 0} PA1L|eISd [ ||IM SSWO0IIN0 pue }JoM Jo ue|d 3y3 Jo Jed wuoy4 |[IM Y4om siy] ‘siaured Aduade |enpiaipul

40 Allj1qisuodsal ay) aJ4e sanss| 03 sasuodsad |euolledadQ ‘wayj 03 asuodsad d1391ed1s e apinoid pue spuadl pue sawayl Ajlauap| ‘6

"Sel siyl 919|dwod 03 paJinbau

SsI dnoJ3 ysiuly pue ysel e JO uollewJo) 3y "spieog 01 3deq pajodal 9q ued eyl spuaJly Ajlauapl 01 19S elep uowwod ‘9|3uls e 3|qeus o] ‘8
‘Supliom

utol Joj saniunuioddo SulAjinuapl ‘gdS1y @Yl Yum sawiayl uowwod Ajipuapl pue yiom jnpe o1 yoeoidde Ajiwe4 juiyy e dojansp o) ‘/
‘SpJeoq |enplAIpul 0} UoIINQLIASIP

910J9q spJeog Jnoy ||e ssodoe y4om ul Ajued s| 949y 1ey3 3ulansus ‘Ajjeiniul dnoso 3upjdopn Aouady-Ja1u| 9yl 01 yoeq podad o) ‘9

pawag 11jn py Buipienbayeg

I



14BIM J0.3]5L.

P
AT

v

D -41

X3ssn§ J0 A}SIaAIUN YUM X}JOM Julof By} WOJ) pauJead] Suossa| 3y} e )oo| ol

suejd uonde YyHA pue Yys o Sulio}uon

SYVS pue s, YIS usamiaq saliepunoq punoJie sadlAlas YijjeaH YIMm dJOM julor

SMBIADJ Suluied| 19410 pue SYYS

*92130e4d 03Ul papPPIAqWD 9F UBD SMIIASJ YoNs woJj Juawanoidwi pue 3uiuies] a3yl yaiym ui shem 3uipuswiiodas pue a2130edd Jo SMalA

J3Y310 pue (SYYS) SMalndy 1 npy 3uipiendajes 3ul9as4aA0 pue 3uluolSSIlWWOod Ul Jiey) juapuadapul gvs MOI 2y3 3uipioddns :ssauisng 240)

(YVS) mainay synpy SuipienSajes :dnouo gns

g 53)0 oy Buipaen Bageg



o

[47

D-42

SMIIAS] 9SBD WOJ) SUOSSOT] e
9JIAJaS Ul wwcmr_u punoJe |000104d e

SYVYS PUE S,|Y|S U9DM13( SBIIEPUNOQ PUNOJE SIIIAIDS Y} BSH YHUM YJOM JUIOf e

3Jed |B1D0S pue YijeaH ssoJoe sadloesd a8ieydsiqg uo jarq Suiyoiem e Sujuiejuie|n e
SEEI I

:SUOI}EPUAWIWOJAI puUk suollde yum dnouas-gns yjjeay ayi 03 ui pasj os|e ||Im sdnoid-gns Jayio Aq padeuew Suiag sweasisydom Suimo||o) ayl

yijeay ul sanssi mau 0} Sulpuodsay e

yijeay Joj uejd dais 9 — 10y Ajoede) [eJUSIN e

pue|s| 3yl Uo SIDIAIDS Y}eay |elusw JO 3uUlysadlol JO JY3ISIDND e
yyjeay ssosoe yoeosdde Ajjwes paquy e

:dnoJ8-qns ay1 Aq 1e pay00| aq ||IM Seale paje|aJl ynpe SuIMmo||o} ayL

‘MOI 93 SS0Joe 9)es ualp|iyd pue synpe doay| 03
saly|IgqIsuodsadl J19y1 |14|n} 03 J9PJO Ul J9Y1a301 193W 01 siaquidaw gys pue gISMOI pue ‘uostid MOI ‘Y21ep Yy esH ‘SHINYD ‘@Je) Adewlid ‘asna
SHN @Y1 pue yyeaH 21iqnd ‘(9232) dnodo Sutuoissiwwo) |eatul)) ‘xassap ISHN Suipnjdul ‘sailejuasaldal yijeay ajqeus 0} paysl|geiss usaq sey
dnoJa3qns yijeaH ayl *(y00z) 1V Ua4p|iyd ay3 Jo TT UOI109S pue ($TOZ) 1V 248D Ynpy ay3 soapun Ainp Aloiniels ayl yim aul| ur Awouoda yijesy

1Yy3IA\ JO 9I5| Byl SSOUD. S} Npe pue uaJp|iyd Jo aJejjom ayl ajowoud pue piendajes 01 sI dnous ay1 Jo asodind Suiydiesano ay] :ssauisng 310D

dnoio-qns yajesH

JUSWIAA|OAU] §VS YIM sdnoJd-gns 19410

g Bageg

Jo 3s|
otk




	Blank Page
	Blank Page



