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Membership

The following statutory organisations are
represented on the MSAB:

Knowsley Borough Council

Liverpool City Council

Sefton Borough Council

Wirral Council

Merseyside Police

MHS Knowsley Clinical Commissioning Group
MHS Liverpool Clinical Commissioning Group
MHS South Sefton Clinical Commissioning Group
MHS Southport and Formby Clinical Commissioning Group
MHS Wirral Clinical Commissioning Group

Terms of Referance

The board meets on a quarterly basis and has two development sessions a year .
In order to be quorate the board must include no less than two of the statutory

partners and no less than 75% of the agreed membership.

The non-statutory organisations include:
Merseyside Fire and Rescue Service
Healthwatch

Sefton CV3

Merseyside Community Rehabilitation Company
Mational Probation Service

HM Prisons

NWAS

Elected members for each constituent local authorities
also sit on the board
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The MSAB agreed a number of sub groups to take forward various work streams
The subgroups of the MSAB are as follows:
1. Safeguarding Adults Review Sub Group 2. Communication and Engagement Sub Group
3. Policy, Procedure and Practice Sub Group 4. Performance and Audit Sub Group
5. Quality Assurance Sub Group 6. Work Force Development Sub Group
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Who lives In our areas ?

The adult population across the geographical areas of Knowsley, Liverpool, Sefton and Wirral is approximately 982 354 This
is broken down into Knowsley (115,206), Liverpool (392,637), Sefton (220,902) and Wirral {253,609). Of all four areas Sefton
and Wirral have the highest numbers of residents aged 85+.
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Safequarding Concerns

Total number of concerns raised versus the total number of individuals

involved in those concerns
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Key: .Solid block shows the number of concerns rmised

% Patterned block shows the number of individuals for whom concerns were raised

From 1st Aprl 2017 to 31st March 2018
there were 12,104 adult safeguarding
concems received with the Adult Social Care
departments across our 4 constituent Local
Authority areas.

It is clear from the accompanying chart that
there are significant differences between the
four areas with Knowsley showing a
significantly lower number of concems
received than the cther 3 areas and Wirral
showing the highest. The is representative of
the national picture which shows the same
differentials between Local Authorities across
the country.

The board has recognised that there are
differences in the way in which each
component Local Authorty classifies and
records data. This is being further considered
via the Performance & Audit sub group with
the aim of working towards a more consistent
approach in the classification and recording of
information.

It is important to note that the Front Door arrangements for all 4 Local authorities were reviewed by the board during this time period
and there was no indication that these figures highlighted a deficiency in the way that individuals were being safeguarded or that
adults with care & support needs were being left at risk. The board were assured that this is a counting and classification issue and
highlighted differences in pathways . The front door work also developed a good practice pathway for all councils to follow and work
will be ongoing in 2018/19 to assure the board that the recommendations are being implemented.




Safequarding Concerns and Enquiries

The total number of concems
which progressed to an enquiry
across all 4 areas from April 2017
to March 2018 was 5,129,

Total number of Safeguarding concerns raised compared to the
total number that progressed to some form of Safeguarding

Enquiry The conversion rate across our 4
areas varied between 14% and
73%. In the Northwest as a region
the lowest conversion rate was
6000 5713 14% and the highest was 100%.
Mationally the lowest conversion
5000 rate was 3.9%.

Once again the differences in
4000 3863 comversion rates  have been
investigated and the board were
2826 assured that locally defined
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board and partners to understand
the adult safequarding landscape
across the areas.
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What were the most prevalent types of abuse ?
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Meglect and acts of omission were the main forms of abuse experienced by adults at risk during 2017/2018 across all four local m

authority areas. This is in line with national reporting for the same time period and accounted for 32.1% of abuse nationally. The
same trend followed nationally with Physical abuse at 22.2%, Financial abuse at 14.6% and Psychological abuse equating to
13.1% of all abuse. The lower percentage of Psychological abuse in Wirral is noted but on investigation it is believed that this is due
to a more frequent use of the ‘Organisational’ abuse category.




Where did the Safeguarding incidents take place ?
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The accompanying charts show the locations in which the alleged incidents of abuse and/or neglect took place.

From April 2017 to March 2018 the location most frequently recorded across all four areas was ‘Own Home' and ‘Residential Home'
and once again this reflects the national picture.

It is important to note however that an incident may have occurred in another location but was only identified in these locations. An
example of this could be an individual receives unexplained bruising whilst out with family or at a day gentre but they are only noted
when they return home (own home/ residential or nursing home). It is also important to note that CQAC reporting requirements and
general surveillance within Mursing and Residential homes can increase the identification and levels of reporting of incidents from
those locations.
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Who were the alleged perpetrators of the

abuse ?
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The accompanying charts show the location of the
abuse and whether the alleged perpetrator was
known to the individual.

Regardless of the recorded location of the abuse the
majority of alleged perpetrators were known to the
individual etther personally or professionally.

Once again this is line with national reporting
showing an approximate 80/20 splt between own
home/ nursing’ residential care against ‘Cther
locations such as hospitals and community services.

Key: .Sulid colour indi@tes the % of alleged perpetrators known to the individual

Patterned block shows the % of alleged perpetrators not known to the individual
)

NE. Not known categorisation is also used when the alleged perpetrator has not been recorded




How were the risks managed ?
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The adjacent chart illustrates the
outcomes of all  safeguarding
enquiries between Aprl 2017 and
March 2018 and whether the risk
posed to the individual was reduced
or remaved.

In all four geographical areas the
risks in over 90% of cases were
removed or reduced. Whilst this does
indicate that a small number of risks
remained those risks may remain at
the request of the individual or will
have been mitigated against in
consultation with the individual. This
can happen in cases whereby the
alleged perpetrator is a family
member whom the individual wishes
to remain in contact with or doesn't
wish to implement safety measures.
An individual has the right, with
support where appropriate, to
determine the most appropriate
course of action for them. This is
central to  personalisation within
adult safeguarding.
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What have people told us ?

At most board meetings we have heard directly from people who have experience of services about

what matters to them.

What does You don’t organise

the word services around
safeguarding me!
even mean’?

| want consistent

When I'min Crisis carers and support.

you seem to forget
me?

| don’t wantto go to A&E in a
crisis as they see me as an
attention seeker....

We are making it our top priority for the coming year to hear more from \‘
people directly and to work with them to make a difference. :

Little things We are NOT

have a big vulnerable
impact

Respect my
advance statement

What gets written about me is
important and needs to be
right!
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What have we achieved?

We have heard the experiences of people who use our services
Established a sub-group structure that reports to and from board
Held a Self-Neglect workshop in collaboration with Liverpool John Moores Unive rsity

Reviewed and drafted Board Policies and Procedures

Undertook a review of the Front Door arrangements across the four areas and recommended a good practice model

Established a performance framework through the collation of performance data for the four Local Authorities

Reviewed the Toward Excellent for Adult Social Care (National Dataset) submission’s for all four areas

Established a dire ctory of Service User groups and forums

Developed an online Safeguarding self —assessment tool for completion annually

Undertook a joint Domestic Homicide Review and Safeguarding Adults Review [DHR, SAR) with Liverpool Council

Received four completed SAR reports and recommendations

Developed a Board Members Handbook

Developed a Suite of E-Learning courses made available through the Workforce Development sub-group

Visited and established links with all four Safer Communities Partnerships
Attended Police Community Action Groups to publicise the work of the board
Contributed to Northwest ADASS policy development

Linked in with wider forums i.e. PP group and sub groups

Developed a Board Website www. merseysidesafeguardingadultsboard. co.uk




Merseyside Safeguarding Adults Board
Strategic Plan 2018 - 2020

AN

Thevision of the Mersayside SafeguardngAduits Boardisthat all cifizenslive theirlivesfree fromviolence, abusa, negled and exploitation
andtheir rights are protected All safequardingwork is sensitive to and firmly rooted in respect for differencesin race, ethnicity, culture,
ability, faith and sexud orientation

Engaging withand being responsve to the needs of all stakeholders, includng adults atrisk, carers, service providersand the wider
communiy, is essential to promote the Board svision

Our Aims What we will do

1. Commissiona 12 month engagement projectto capture the voice of those who use services
andfrontlineworkers and acton whatthey tell us

2. Roottheworkofthe boardinthe experiencesof thosewho use our services, andthose who
work with them, through board member visitsto frontline services and spatlight sessions at

every board meeting

Priority 2 1. Undertake arange of assurance activiiesincludng self-assessment and multi-agency audits
The MSAB will be assured of the quality of Safeguarding and 2. Usearange of intelligenceto help usunderstandwhatishappening in our areas, to infom
related servicesin each of its geographical areas. itwill standardisationactivities and driveimprovementsin practice and workforce development
challenge partnersto continueto improve the delivery of 3. Develop good practiceresources drawing fromlocal regional and nationd sources of
services andthe experiences of those requiring services excellence

Priority 3 1. Encourage a culture of leamingand refledtion in all reviews undertaken by the board
A robust approach to the undertaking of Safeguarding Adult 2 Establish a single Safequarding Adult Review Group
Reviews will be developed. Itwill ensure the delivery of a 3. Write and publish a MSAB Safeguarding Aduk Review Procedure
consistent approach across all geographical areas and offer 4. Embedacomprehensive approach to the dissemination of leaming encowraging a culture of
the broadest opportunity forleaming. learning transfer across all agencies

Priority 4 1. Establish effectivesharing of information atall levels of board work
The MSAB will develop effedive communication methodsto 2. Drive 3 preventative approach to safequardingadultsinits broadest sense
supportthose workingwith adukswho may be atrisk of 3. Sharetheworkof the board and its partners across a range of media platforms

abuse and/or neglect andto increasethe knowledge of
adult safegquarding withinlocal communities.

1. Underake development activities as a boardto build a common approach andsense of
purpose

2. Adoptan ethos of continuous evaluation andimprovement underpinned by transparency and
accountabiity

3. Takea proactive approachtothe satistying all statutory responsibilities and requirements
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