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It has been a challenging year, but major progress 
has been made.  The challenges have included: 
re-developing the Board to ensure that it and the 
partnership it supports meet the requirements of 
the Care Act; the recognition that restructuring and 
management instability had led to the degradation 
of some services which has had to be addressed 
and the on-going financial and organisational 
pressures impacting on all the partners.  However 
progress has been made through improving inter-
organisational understanding, increased support 
for the work of the Board and, most importantly, 
increasingly affirmative action to ensure the 
safety and wellbeing of adults at risk through the 
development of the Multi-Agency Safeguarding 
Hub and especially in the care home sector.

Redeveloping the Board so that it met the 
requirements of the Care Act was a necessary 
distraction from our main business, but the ‘new’ 
statutory board should be well placed to take the 
previous good work forward.  I am pleased that 
the Board is developing into a forum where we can 
have a shared understanding of the issues that 
face us, develop and improve individual and multi 
agency services and where we can constructively 
challenge one another. 

It is clear that in the long term, in order to 
safeguard all adults at risk effectively, the focus 
has to be on prevention and proactive actions, 
however in the meantime a great deal of reactive 
work needs to be done to ensure the safety and 
wellbeing of the people that we serve.

I am grateful for the energy, support and 
contribution of Board members and their 
organisations.  I am also grateful for all the work 
done by the board support team, particularly  
Cathy Comer, Jane Cooney and Sean Cook who 
have been working in difficult circumstances.

Introduction
Welcome to the 2014/15 Annual Report of the Knowsley Safeguarding Adults Board.  
This is the eighth Annual Report and it details the issues that we have faced, our  
achievements and our priorities and plans for the year ahead.

Dr John Woodhouse
Independent Chair
Knowsley Safeguarding Adults Board

“No Silence, 

No Secrets”
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A peer review of safeguarding arrangements was 
undertaken in September 2014 and whilst this 
highlighted a number of areas for improvement,  
the ‘reinvigorated’ Safeguarding Board was 
recognised as a strength. Other identified 
strengths included the development of the 
Multi-agency Safeguarding Hub (MASH); the 
contribution of Healthwatch to safeguarding; 
the appointment of an Independent Chair for 
the Safeguarding Adults Board; Knowsley’s 
Hate Crime campaign; and the commitment 
of staff. Areas for improvement included the 
need to ensure people are placed at the centre 
of safeguarding; records of practice need to  
demonstrate that people are kept safe; feedback 
from providers, carers and people using services 
needs to be included in strategic planning; 
communication and engagement with providers 
needs to be be strengthened; safeguarding needs 
to be embedded in commissioning, contracting, 
procurement and market oversight. 

The Board recognises the need for a strong 
focus on the prevention of abuse and neglect as 
well as a robust response to incidents of abuse 
and the importance of strong strategic links with 
other key partnerships in order to ensure that 
all our residents are safeguarded both within 
the community and in residential or supported 

living situations. The outcome of the peer review 
was disappointing and concerning; however, an 
Improvement Plan was put in place and partners 
have worked during the latter part of the year to 
address some areas of weakness and the Board 
has received regular updates on progress.  

Knowsley’s safeguarding arrangements 
The last 12 months have continued to be a 
challenging time for all partners. With the depletion 
of resources for Safeguarding Adults within the 
Council the year commenced with significant 
challenges. In order to strengthen and consolidate 
safeguarding arrangements an interim Head 
of Safeguarding Adults for Adult Social Care 
was appointed in October 2014 and the post of 
Safeguarding Adults Co-ordinator was regraded to 
Service Manager. This was intended to provide a 
more robust approach to risk management and to 
take forward the outcomes of the peer review.  

Contents

Joint planning, 
partnerships and 
accountability
The partnership arrangements for Safeguarding Adults in Knowsley have been  
re-developed during 2014/15 to ensure compliance with the requirements of the 
Care Act 2014. This has required a full review of the Safeguarding Adults Board 
incuding its membership, Terms of Reference and sub-groups in order to meet  
its new statutory obligations under the leadership of Independent Chair,  
John Woodhouse.  
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For 2014/15 Knowsley Safeguarding Adults Board 
structure and business arrangements are as 
follows:

Safeguarding Adults Board
The Board has undergone a period of 
transition during 2014/15 in preparation for the 
implementation of the Care Act 2014 and the 
establishment of the Board as a statutory body. 
A Development Day was held in May 2014 
which provided an opportunity to build on the 
preparation work already undertaken and to 
begin to consider the structure and arrangements 
for the new statutory Board. This required an 
increase in the frequency of meetings during the 
year from quarterly to bi-monthly to support and 
review its priorities, Terms of Reference, funding 
arrangements and membership and the  
re-establishment of the Executive Group to take 
this work forward. 

The Board has representation from organisations 
in the statutory, voluntary and independent sector 
providing or commissioning services across 
Knowsley. Board Membership for 2014/15 includes 
representatives from the following organisations:
•  Knowsley Council

• Adult Social Care
• Children’s Social Care  
• Commissioning Team
• Public Health
• Elected Member

Safeguarding Adults and Quality 
Assurance Unit / Board Support Team
During the year we have seen changes in the 
Safeguarding and Quality Assurance Unit; 
an interim Head of Safeguarding Adults was 
appointed in October 2014 to replace the Head 
of Safeguarding Adults and Children who left in 
February 2014.

The Safeguarding Unit is staffed by an interim 
Head of Safeguarding Adults, interim Service 
Manager (previously Safeguarding Adults  
Co-ordinator), a Quality Assurance Manager and  
Business Support Assistant. This dedicated officer 
capacity to support the Board in the development, 
delivery and administration of its work is currently 
jointly funded by Knowsley Council and Knowsley 
Clinical Commissioning Group, which reflects the 
history of close integration of health and social 
care services within Knowsley and a determination 
to ensure this continues. Merseyside Police  
have agreed an ongoing financial contribution  
to the Board.

The Unit provides the Business and Quality 
Assurance capability for the Board and acts as a 
central point for specialist advice and guidance 
to staff in all agencies in relation to safeguarding 
policy and quality. 

It has also acted as the central point for collecting, 
collating and communicating information 
relating to the quality of care through the Quality 
Information Group and Management Reviews;  
it is the local point of contact for the Care  
Quality Commission. 

•  Merseyside Police
•  Knowsley Clinical Commissioning Group 
•  Knowsley Clinical Commissioning Group 

Safeguarding Service
•  Healthwatch Knowsley
•  Mersey Fire and Rescue Service
•  North West Ambulance Service
•  NHS England 
•  Probation/Crime Reduction Initiatives
•  Knowsley Housing Trust
•  Knowsley Disability Concern 
•  St Helens & Knowsley Teaching Hospitals NHS 

Trust 
•  5 Boroughs Partnership NHS Foundation Trust 
•  Mersey Care NHS Trust 
•  Aintree University Hospital NHS Foundation 

Trust 
•  Knowsley Pensioners Advocacy & Information 

Service
•  NHS England (Merseyside)
•  Safer Knowsley Partnership
•  Knowsley Safeguarding Children’s Board

Safeguarding Adults Board  
Executive Group
The Executive Group was re-established in January 
2015. It is chaired by the Independent Chair of the 
Safeguarding Adults Board and provides oversight 
and co-ordination of the Board’s Business Plan 
and performance against it. The Executive Group 
meets at six-weekly intervals; membership consists 
of the Head of Safeguarding Adults, the Director of 
Adult Social Services, the interim Service Manager 
for Safeguarding Adults (KMBC), the Knowsley 
Area Commander, Merseyside Police and Senior 
Managers from the Clinical Commissioning  
Group (CCG), the CCG Safeguarding Service,  
5 Boroughs Partnership NHS Foundation Trust  
and St Helens & Knowsley Teaching Hospitals 
NHS Trust. 

Sub-Groups
Chaired by an officer from the safeguarding 
partnership, the sub-groups carry out specific 
functions identified within the Board Business Plan 
and/or emerging priorities identified by the Board 
and the Executive Group. 

Safeguarding Adults Board

Executive Group

Safeguarding 
Adults and 

Quality Assurance 
Unit

Head of Safeguarding 
Adults 

Service Manager

Quality Manager

Business Support 
Manager

Quality  
Information 

Group

Care  
Partnership

Serious Case 
Review Group

Partner update     
Knowsley Clinical Commissioning 
Group 

NHS Knowsley Clinical Commissioning Group 
(CCG) requires that all of the services it 
commissons, Governing Body Members, Member 
Practice staff and Clinical Commissioning Group 
staff are appropriately trained to ensure that they are 
aware of abuse and the right to a safe and dignified 
life.  The NHS Knowsley CCG, through its contracts, 
require that all providers evidence appropriate 
policies and procedures.

Providers are required to evidence that their policies 
and procedures are in line with those approved at 
the Knowsley Safeguarding Adults Board.  The NHS  
Knowsley CCG has developed and approved 
appropriate policies and procedures for staff to have 
completed relevant training and this is monitored 
internally.  All commissioned providers are 
required to assure the NHS Knowsley CCG of their 
compliance with staff training trajectories and to 
evidence how they are ensuring that staff are aware 
of risks of abuse and mitigate against these.  

The Designated Nurse for Safeguarding Adults has 
worked to support the development and review of 
a number of policies and procedures in relation to 
prevention on behalf of the NHS Knowsley CCG.  
One of the key functions for NHS Knowsley CCG 
is engagement and involvement of local people, in 
all areas of work undertaken.  During 2014/15, NHS 
Knowsley CCG was involved in a large number 
of patient and service user engagement events 
obtaining views on commissioning plans and service 
delivery.  NHS Knowsley CCG requires all providers 
to evidence how they enable and encourage service 
users and carers to share their views to influence 
service delivery and change.  This information is 
shared with the Knowsley’s Safeguarding Adults 
Board to inform members of this work.  

The NHS Knowsley CCG received regular reports 
from all providers in relation to comments, 
compliments and complaints which includes 
evidence of how this has led to service changes.  
Whilst this does not relate specifically to 
safeguarding, it will impact on the care of adults at 
risk.  The NHS Knowsley CCG has supported and 
facilitated a string of multi-agency approaches to 
safety, wellbeing and dignity across all care areas.  
It provides a wellbeing service to all practices, 
which all local people can access.  NHS Knowsley 
CCG in collaboration with all local stakeholders 
have enabled the development of person-centred 
planning to enable self care and independence 
whilst ensuring vulnerable people are protecting 
themselves from harm.
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Key achievements in 2014/15
Under the leadership of the new Independent 
Chair, John Woodhouse, a Development Day was 
held in May 2014 to review the structure of the 
Board and sub-groups to ensure compliance with 
the  Care Act  and to consider the themes for the 
Business Plan for 2014/15 (copy at Appendix A).  
This work was taken forward at bi-monthly 
meetings at which the Board reviewed its 
membership and funding arrangements and 
updated its Terms of Reference. 

Quality Assurance 
As part of the Improvement Plan, a revised Quality 
Assurance Framework is in development. This 
reflects the recommendations of the peer review as 

Making Safeguarding Personal 
The Board has had a particular focus on Making 
Safeguarding Personal with the aim of ensuring 
that people at risk of abuse or neglect are 
supported to achieve the outcomes they want 
and that their voice is central to the safeguarding 
process. Making Safeguarding Personal is a 
shift in culture and practice and starts with the 
perspective of the person being safeguarded 
rather than the need to follow a process. It is about 
having conversations with people about how we 
might respond in safeguarding situations in a way 
that enhances involvement, choice and control 
as well as improving quality of life, wellbeing and 
safety. We participated in a national project led 
by the Association of Directors of Adult Social 
Services (ADASS) and the Local Government 
Association (LGA) to develop this work across 
the partnership. With the passing of the Care Act, 
Making Safeguarding Personal became a statutory 
requirement and so the project ended.

Learning from Serious Case Reviews
The purpose of a Serious Case Review is firstly, 
to identify if lessons can be learnt from the way 
in which agencies worked together, it is not to 
apportion blame; secondly, to establish what the 
learning points are, how they will be acted upon 
and what will change as a result; and thirdly, to 
improve inter-agency working to safeguard adults 
at risk and to review procedures where necessary.

One Serious Case Review, Adult A, was  
concluded during the year and the Executive 
Summar can be found on the Council website 
- www.knowsley.gov.uk (search ‘Serious Case 
Review’).

The Serious Case Review Group is overseeing the 
implementation of the Action Plan in respect of Adult 
A and holding agencies to account for delivery. 

A second Serious Case Review is nearing 
completion; the Executive Summary will be 
published in the coming year. 

Board members have been required to ensure 
that their organisations’ systems, procedures and 
training plans are updated. The Board will ensure 
that the recommendations from the Reviews are 
implemented and that the learning points are  
widely disseminated.

well as the requirement within the Care Act that all 
accountable agencies take greater responsibility 
for the development of excellent safeguarding 
practice and quality standards across statutory 
and non-statutory services. The Board agreed a 
proposal to establish a new Quality Assurance 
and Standards Group to support an intelligence 
led approach to identifying and addressing areas 
of concern in relation to quality of care and support 
services and to act earlier if any service providers 
are failing to meet the required standards. Regular 
meetings with providers have been re-established 
as part of a Care Partnership led by the Council’s 
Commissioning Team.  More information about 
quality assurance arrangements can be found later 
in this report. 

Thresholds for safeguarding
In order to ensure the safety of those at greatest 
risk of abuse and neglect the Board considered 
the reasons for Knowsley’s high referral rate and 
directed the work of a Task and Finish Group 
appointed to review thresholds for reporting.  
The work of the Group was completed during the 
year and Multi-agency Safeguarding Thresholds 
Guidance was issued. Workshops were held to 
roll out the guidance to agencies in the statutory, 
independent and voluntary sectors and these will 
continue across the coming year. It is anticipated 
that this will lead to more appropriate reporting and 
a consistent response to alerts. The Board would 
like to thank Healthwatch Knowsley in particular for 
its contribution to this work by providing a Chair, 
venue and administrative support for meetings. 

Key priorities for 2015/16:
Ongoing roll-out of the Thresholds Guidance; 
workshops to continue in 2015/16 to ensure that 
awareness is embedded across all organisations. 

To re-launch the Board’s Risk Assessment and 
Management Process for application where 
an adult with care and support needs, who has 
capacity, makes unwise decisions which are likely 
to have a significant impact on their health and 
wellbeing. 

The Board will review and update it’s Multi-agency 
Safeguarding Adults Policy and Procedures 
to include the new reporting and incident 
management structures arising from the proposed  
establishment of a dedicated safeguarding 
team. The Policy will also include the Thresholds 
Guidance, Safeguarding Adults Review Protocol 
and Risk Assessment and Management Process. 

Establish a Safeguarding Adults Review Group 
as a sub-group of the Board. The Care Act places 
a duty on the Board to carry out a Safeguarding 
Adults Review when an adult with care and 
support needs dies (or would have died but for 
an intervention) as a result of neglect or abuse. 
The Safeguarding Adults Review Group will have 
a central role in developing and implementing 
the Multi-agency Safeguarding Adults Review 
(SAR) Protocol* and in promoting a culture of 
continuous learning and improvement across the 
partnership identifying opportunities to learn from 
good practice. (*This will replace the Serious Case 
Review Protocol).  

Partner update     
5 Boroughs Partnership NHS Foundation Trust 

The Safeguarding Adults team continues to provide support and guidance for 
all Trust staff on an individual or team basis to ensure staff have the required 
knowledge/skills to safeguard service users. Safeguarding activity across the 
Trust is recorded via a communication form which is quality assured by the 
Safeguarding Adults team to ensure procedures are being implemented and 
followed. 

The team successfully recruited into the Head of Safeguarding post at the 
start of the year. The post holder has provided strong leadership and strategic 
direction for the Safeguarding service overall. Further recruitment towards the 
end of the reporting year has seen the appointment of a Safeguarding Trainer 
who will commence in post in 2015/16. Safeguarding Adults training has been 
revised over 2014/15 to reflect the National Competency Framework which 
will now be implemented over the forthcoming year.

The Safeguarding Team have worked alongside the partners of the Knowsley Safeguarding Adults Board 
(KSAB) to prepare for the Board’s statutory footing under the Care Act. This has involved reviewing the 
thresholds for safeguarding alerts and implementing the Making Safeguarding Personal agenda. The Trust 
has continued to ensure that all KSAB meetings are attended by the Assistant Director of Nursing and 
Quality or an appointed deputy. The Head of Safeguarding, Named Professional and Advanced Practitioner 
for Safeguarding Adults continue to represent the Trust at all sub groups.

The Trust has implemented a Safer Recruitment process over the previous year and is currently running 
on-going training for managers in Values Based Interviewing. The course draws on research from the 
Francis Report, Cavendish Report, the Bichard Report, and uses analysis of where things have gone badly 
wrong e.g. Mid Staffs, Whipps Cross Hospital, Winterbourne View.

The Trust has a Managing Allegations of Adult Abuse Against Staff procedure to ensure that responses to 
concerns raised are swift, appropriate and effective. The Trust has launched a revised Raising Concerns 
procedure and is currently promoting awareness of this Trust Wide.

The Trust has implemented the ‘Duty of Candour’ as a key recommendation of the Mid Staffs enquiry. This 
places a duty on us, as a health provider, to be open with patients when things go wrong. The safeguarding 
service are working with partners to ensure that our Duty of Candour is embedded into the culture of the 
organisation and works alongside other agenda such as Making Safeguarding Personal.
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Last year a considerable amount of work was 
undertaken with care provider services; next 
year we need to shift our focus to safeguarding 
in the community. The Board will develop a 
Communications and Engagement Strategy 
to increase awareness of safeguarding so that 
it is seen as ‘everybody’s business’ across all 
stakeholders and within the community.  
The strategy should ensure that systems are 
in place to support service user and carer 
engagement, involvement and feedback. 

To agree a system for  collating and reporting 
safeguarding information from health partners to 
the Board. 

Partner update     
St Helens and Knowsley Teaching 
Hospitals NHS Trust

The Trust has reviewed both its Safeguarding 
Adults Policy and its Domestic Abuse Policy 
to take account of changes in legislation and 
national developments.

The Trust has adopted NICE Guidance in respect 
of managing incidents of Domestic Abuse and 
has achieved very good progress against full 
compliance.

The Trust has maintained a regular level of 
review of its processes relating to identifying 
and managing Deprivation of Liberty Safeguards 
(DoLS) over the period and is reviewing its Mental 
Capacity Act/DoLs Policy.

The Trust has continued to work with Knowsley 
SAB providing representation at Board and  
Sub-Group level.  This also included working with 
partners in establishing the Board’s Multi-agency 
Safeguarding Thresholds Guidance’.

Internally the Trust Safeguarding team continues 
to provide a high level of support and guidance 
to all Trust areas producing quarterly reports 
which demonstrate increasing levels of reporting 
of safeguarding issues across all areas 
but a consistent level of reporting of formal 
safeguarding concerns to the local authority.

Partner update     
Public Health

During the year we have undertaken a thorough 
review of how we meet our responsibilities as 
commissioners. This work is focused on how we 
ensure, throughout the commissioning cycle, that 
the way in which we commission services and 
manage the relationship with our providers has 
safeguarding running right through it.

This has included:

• Redesigning the form of contract that we  
use based on the Department of Health’s 
model contract for public health services.  
The contract that we now use has 
safeguarding provisions built into the 
contractual terms and conditions.

• Undertaking a portfolio-wide audit of 
providers’ safeguarding policies and training 
programmes.

• Building a comprehensive check on 
safeguarding into the standard agenda for 
quarterly contract review meetings.

• Including safeguarding in a revised 
“deep dive” mid-contract review process 
designed from the bottom up specifically for 
commissioning of public health services.

Partner update     
Merseyside Community 
Rehabilitation Company

Merseyside Community Rehabilitation Company 
is an Interserve Justice led organisation 
delivering probation services within local 
communities. We are a leading organisation 
in delivering interventions to perpetrators of 
Domestic Abuse and have recently launched 
the HELP programme, which is a voluntary 
programme of intervention for Domestic Abuse 
perpetrators focusing on building healthy 
relationships. The programme is currently being 
evaluated by John Moores University and early 
indicators of success are indicated.

The initiative has involved exciting and fruitful 
collaborations across Merseyside with a number 
of organisations including local councils and 
Local Safeguarding Children Boards. An adapted 
programme for females is developed and due to 
commence on Wirral. The project workers are 
also planning to deliver the programme for young 
people in partnership with secondary schools.

Partner update     
Mersey Care NHS Trust

Developments and Achievements

The recruitment of a Specialist Practitioner for Safeguarding to support 
the Trust Safeguarding Team.

The development of a stand alone Prevent training programme, as well 
as it being delivered on the Level 2/3 face to face safeguarding training 
package with the support of a small group of internal Prevent facilitators, 
across the organisation.

The safeguarding team increased the delivery of safeguarding training 
sessions to meet Care Quality Commission (CQC) and Commissioner 
compliance.

All safeguarding Policies & Procedures have been updated and revised, 
in line with relevant Government guidance and legislation.

Development of improved information systems to collect and collate 
enhanced performance data/reporting requirements that have emerged 
from the new contracts with Commissioners and requirements of the 
monitoring undertaken by the respective Safeguarding Adults Boards.

The continuation of the ‘No Force First’ work across the Trust to reduce 
physical and medication led restraints, with positive reduction rates.  

Introduction of bespoke ‘Volunteers Induction’ programme as per Savile/
Lampard action plan recommendations.

The Safeguarding Team commissioned Domestic Violence training 
sessions provided by South Liverpool Domestic Abuse Service.  Also 
commissioned Child Sexual Exploitation Training (CSE), provided by 
The Safe Place Merseyside, for frontline practitioners and managers, 
across the organisation.

The Safeguarding Ambassador roles have now been embedded into 
most clinical/service areas across the Trust and are supported by the 
Safeguarding Team, and offered the opportunities to attend external 
training and study days.  Their peer supervision is offered on a bi 
monthly basis by the Safeguarding Adult Lead & Named Nurse for 
Safeguarding Children.

Quality Review Inspections have continued internally across the Trust 
to ensure services are meeting CQC requirements, safeguarding is 
included in each inspection and safeguarding ambassadors are part of 
the review team.

Updated safeguarding brochures for all staff and service users/carers, 
giving information on safeguarding of adults and children, how to 
report concerns and contact details for relevant organisations and local 
authorities.

The Trust achieved CQC registration with no conditions.
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Partner update     
Merseyside Police Knowsley Sigma Hate Crime Unit

Disability related Hate Crime:

• Drop-in sessions at the six disability day centres across Knowsley are on-going as part of 
the Disability Hate Crime Project. Disability Hate Crime presentations are being delivered on 
demand to partner agencies and community centres. The sessions allow victims of Hate Crime 
or those with concerns to discuss them directly with the police.

• The Sigma Unit is now holding drop in sessions at all the libraries in Knowsley and these 
are held on a monthly basis where members of the public can come for advice or to report 
incidents. This is a unique service being offered in the Knowsley Basic Command Unit (BCU).     

• The Sigma Unit continues to have a very close link with Knowsley Disability Concern, referring 
victims on to their service. The Unit also assists them with fundraising activities.  

• External funding from Your Housing Group (previously Helena Housing Group) has been  
partly used to produce a Disability Hate Crime awareness video for circulation to local schools 
and community groups and utilising the services of real disabled people rather than actors.  
A number of pop-up banners covering all the strands of Hate Crime are in production.  
These feature members of the Knowsley disabled community who have been involved in the 
Disability Hate Crime Project. The funding for the banners has been provided by Knowsley 
Housing Trust and Your Housing Group.

• The Disability Hate Crime awareness project has been running for the last 12 months starting 
in March 2014. The tables below show the effect that this activity has had on the reporting of 
disability related hate crime/incidents to Knowsley Police. 

It is important to stress that the above figures do not represent new crimes but rather the fact that 
they were previously occurring but not being reported. This demonstrates an increased willingness 
on behalf of victims to report such matters and increased confidence in Knowsley Police to deal 
with their concerns effectively. The above figures represent an overall increase in the total number 
of reports of 280% on the 12 months period before the commencement of the disability hate crime 
awareness project. The overall positive outcome rate was 31.5%.

Third party reporting:

• The PCC has provided £22,000 worth of funding for Stop Hate UK to operate across 
Merseyside. To assist in the effective promotion of the service in our area the Sigma unit have 
recruited all the leisure centres as third party reporting locations. We are also in discussion to 
make all the libraries third party reporting centres. This will make Knowsley the only BCU in the 
Merseyside where all the libraries are third party hate crime reporting centres.

• Speak Up is a unique KMBC service that provides victims with another method to report Hate 
Crime. This is still proving to be successful and will run alongside Stop Hate UK.

• The Sigma Unit holds monthly drop-in sessions at Whiston Hospital forum in their reception 
area for members of the public and staff alike in an effort to increase crime reporting. Whiston 
Hospital probably accounts for the largest number of ethnic minority people (primarily workers) 
in the borough. This has proved to be very successful with enquiries from staff, members of the 
public and also some patients. 

• The Sigma Unit is now engaged in a LGB+T hate crime awareness project to run along the 
same lines as the recent disability hate crime project. There will be a number of partner 
agencies involved including local colleges, hospitals, youth groups, Knowsley Council, 
disability centres, and numerous other participants. The ultimate goal will be to set up a 
Knowsley based support group to support and advise LGB+T hate crime victims. This will fill a 
gap that we presently have in the support networks available to victims from this section of our 
community. Some funding has been sourced to assist with the associated costs of the project 
and its aims.

Video Badges:

• The use of ‘video badges’ (body-worn cameras) is still having a significant impact on hate 
crime in the borough. We have recently managed to secure a further conviction for a racially 
aggravated crime due entirely to the effective deployment of the video badges. This has now 
been rolled out force wide based on the Knowsley model. We have recently been given a further 
10 devices which will enhance our ability to cater for any new victims and will also allow us to 
consider a more diverse deployment of the devices.

Crimes Incidents Outcomes
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Partner update     
North West Ambulance Service (NWAS) 

The Trust has a legal duty to protect patients, staff and the public from harm. This includes harm 
from others as well as avoidable harm to patients. The Clinical Safety and Safeguarding Team 
have worked hard during the year to identify patients at risk and have focussed the following work 
streams to ensure patients and the public receive appropriate care and protection when required.

The implementation of the new Care Act 2014 provides a legal framework for the assessment and 
protection of adults including those at risk with an emphasis on the ‘wellbeing’ of the patient.  
This may account in part for the notable rise in safeguarding adult activity over the year which 
includes concern for the welfare of adults requiring assessment. Likewise safeguarding children 
activity steadily increases across the trust particularly within the Paramedic Emergency Service  
but at a slower rate than for adults. 

A number of high profile national investigations have resulted in an update to safeguarding 
procedures and training to ensure that adults and children who are at risk or victims of exploitation 
and radicalisation are also safeguarded. 

Achievements 

• CQC pilot standards
 The Trust took part in the CQC pilot assessments of Ambulance Service NHS Trusts.  

The result is that a number of standards have been developed for Ambulance Services and 
good assurance was received in relation to safeguarding arrangements.

• Engagement with Safeguarding Boards
 The Trust has a named contact for each of the 46 Safeguarding Boards across the North West. 

This strengthens working together and information sharing relationships and is reflected in 
the increased number of Serious Case Reviews, Safeguarding Adult Reviews and Domestic 
Homicide Reviews. Staff also access multi-agency training and share learning and expertise 
with their peers.

• Frequent caller Project and Vulnerable Persons
 The safeguarding and frequent caller teams are regularly identifying and sharing information 

to enable a joined up approach to ensure vulnerable people are afforded the assessment and 
care they require in accordance with their wishes. When appropriate they are protected from 
harm or abuse and a significant amount of valuable patient data is now shared to ensure the 
best outcomes for these patients. This also includes sharing concerns in relation to Nursing and 
Care Homes.

• Update of the Safeguarding Vulnerable Persons Policy and Procedures
 A significant amount of work has been done to update the Policy and associated Procedures. 

These now include the principles of safeguarding adults and pathways are included for victims 
of Child Sexual Exploitation (CSE), Female Genital Mutilation (FGM) and the radicalisation of 
vulnerable people (PREVENT).

• PREVENT Awareness and Training
 Over 75% of all NWAS staff have received WRAP 3 training which is the ‘Workshop to Raise 

Awareness of PREVENT’ - part of the government’s anti-terrorism strategy. WRAP is included 
within mandatory training for all staff and compliance with this national requirement continues 
to increase monthly.

• Knowsley
 A Mental Health pathway been developed in conjunction with 5 Boroughs Partnership NHS 

Foundation Trust to allow for direct referral of service users who are open to the teams in the  
St Helens & Knowsley CCG areas.

Safeguarding Adults

 Figure 1  
Safeguarding Adults referrals by area

 

 Figure 1 shows the number of safeguarding adult referrals across Q1 to Q4 2014-2015. Referral 
rates across all sectors continue to increase year on year by as much as approximately 50% in 
each area. The referrals include adults at risk and adults requiring an assessment. All referral 
information is shared using the Trust’s web-based system (ERISS) to ensure security and ease 
of access to referral data.

Proposed development 2015/2016

• Safeguarding Alerts
 The Electronic Information Sharing System (ERISS) is a bespoke web-based system used by 

the Trust for sharing safeguarding referral information with Children’s and Adult Social Care. 
This system has the functionality to place warning flags to alert the attending crew about child 
or adult safeguarding issues. The application will be piloted over the forthcoming year.  
The current position of staff raising alerts with the Trust Safeguarding Team remains in place.

• Domestic Abuse
 The Trust is continuing to develop processes in relation to Domestic Abuse. Following the 

success of the pilot last year a referral form for domestic abuse will be developed with provision 
for enhanced information sharing which links to the national guidance (NICE).

• Child Sexual Exploitation (CSE), Slavery and Trafficking
 The Trust Safeguarding Team is in the process of developing links with all the CSE Teams in the 

North West to enable efficient and timely information sharing in relation to CSE. This is over and 
above the current safeguarding procedures already in place. There is also a process to capture 
data relating to FGM which has been communicated to all staff and this will be monitored during 
the year.

 The Trust is working with partners to help tackle issues relating to Slavery and Trafficking of 
children and adults. This work is in the initial scoping phase and any identified actions will be 
added to the Safeguarding Work Plan for the year and progress monitored.
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The further development of the Multi Agency 
Safeguarding Hub (MASH) has led to a more 
consistent approach in responding to incidents 
of abuse or neglect and the risk of abuse and 
neglect. This was recognised as a strength in the 
report of the peer review. 

Building on the findings of the peer review, we 
have sought to improve our Quality Assurance 
work with care providers and have worked with 
Commissioners to ensure that Safeguarding is 
embedded in all Commissioning activity; a draft 
Quality Assurance Framework has been produced 
and will be finalised over the the coming year. 

As previously mentioned, the Quality Information 
Group (QIG) will be replaced by the Quality 
Assurance & Standards Group which will function 
as a Sub Group of the Safeguarding Adults Board. 
The Group will work to raise standards of care 
and support for adults and to provide oversight, 
scrutiny and review of service providers  
and quality assurance processes.  
The Quality Assurance & Standards  
Group will report to and support the  
work of the Safeguarding Board  
and will have a central role in  
monitoring the implementation  
of Safeguarding Procedures  
on a multi-agency basis.

Partner update     
Knowsley Disability Concern

As part of our contribution to support the Voluntary, Community and Social Enterprise sector we 
have delivered a wide range of free training to North West Charities in Safeguarding Adults/Children 
and Mental Health Awareness. This has given organisations the opportunity to access good quality, 
free training for staff and volunteers. We will be continuing to support organisations who work in 
these sectors with training, advice and guidance.

The Company Director has recently taken on a voluntary role of Service User/Carer Forum  
Co-ordinator for a new initiative brought in by the Royal College of Psychiatrists, Faculty of  
Old Age Psychiatary. 

The Faculty specialises in the mental health of older people and the development of psychiatric 
services for later life. They are interested in conditions like depression, anxiety, schizophrenia, 
substance misuse, suicidal feelings and dementia. The Faculty’s Forum will play a vital role in 
ensuring that all College activities are informed by the experience of patients and carers. The Forum 
members will contribute and represent the views of service users and carers in Old Age Psychiatric 
Services, alongside contributing to latest research and policy.

The Old Age Faculty represents a relatively new speciality and is a dynamic group within the 
College and the Company Director will be attending Executive Meetings twice a year to represent 
the Forum members and liaise with the Royal College.

This will provide a great opportunity to feedback to Knowsley’s Safeguarding Adults Board on 
future developments for services to adults.

Responding to abuse 
and neglect
2014/15 has seen a great deal of activity across the Borough and partners have 
demonstrated continued commitment to protect and support adults at risk by 
renewing and updating established Procedures to incorporate the requirements of 
the Care Act Guidance issued in October 2014.  
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Analysis of safeguarding data 2014/15 
All data is based on the Health & Social Care 
Information Centre (HSCIC) national data set.  
We continue to build on this to develop our 
understanding of how and in what circumstances 
adults at risk may experience abuse or neglect. 

The HSCIC requires that Knowsley records both 
Alerts and Referrals:

• Alert - An alert is any safeguarding concern 
reported to the Council. All alerts are screened 
to determine the risk of harm to the individual 
and whether Safeguarding Procedures are 
the most appropriate means of addressing 
the concern. At this point it may be deemed 
appropriate to deal with the alert in another way 
rather than following Safeguarding Procedures. 

• Referral - Where significant risk is present, 
the concern is said to meet the Safeguarding 
Threshold and this triggers a full Safeguarding 
Enquiry under Safeguarding Procedures. This 
trigger and subsequent enquiry are described 
as a referral. 

In 2014/15 the total number of alerts was 1345 
compared to 977 in 2013/14 - an increase of 27%. 
Whilst we would expect an increase in referrals 
year on year this level of increase would seem 
disproportionate and suggests that we have some 
way to go to ensure that the Thresholds Guidance 
is embedded across all organisations. It was 
towards the end of the year when the Guidance 
was finalised and so the potential impact has not 
been fully realised within the year. There will be 
a rolling programme of workshops throughout 
2014/15 in order to address this issue. 

In spite of the 27% increase in alerts we have 
seen a reduction in the percentage of alerts  
progressing to referrals from 78% in 2013/14 to 
62% in 2014/15 (856 referrals in total). This seems 
to reflect  improved decision-making when alerts 
are received in the Multi-agency Safeguarding Hub 
(MASH) and the appropriate application of the new 
guidance on Thresholds by MASH. 

We will look in more detail at various aspects of 
these referrals later in the Report but it is important 
to view this in the context of what is happening 
nationally.  

Throughout the analysis comparison will be made 
with the national statistics produced by the  Health 
and Social Care Information Centre (HSCIC) for 
2013/14 (the most recent year in which national 
statistics have been collated). 
   

Repeat referrals as a percentage of all 
referrals
Of the 856 referrals received 132 were re-referrals; 
this equates to 15% compared with 12% in the 
previous year. Referrals are classed as repeat 
referrals when they involve a separate matter about 
the same adult during the same collection period. 
A sample review of these cases needs to be 
undertaken in order to understand the reasons for 
this. A programme of file audits across the coming 
year will include a sample audit of repeat referrals.  
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Diagram 1 
Re-referral rates 2014/15 

Good practice in partnership working     
Knowsley’s Multi-agency Safeguarding Hub (MASH) -  
Adult Social Care perspective   

Since its inclusion in the MASH the Adult Social Care Team has developed positive and effective 
working relationships with its partner agencies enabling swifter and more effective decision-making 
through early joint risk assessments. 

With the development of the MASH in April 2013, multi-ageny awareness of the complex issues 
involved in safeguarding adults from abuse and neglect has been substantially raised. Having made 
significant steps in raising the profile of safeguarding adults, further work is required to ensure that 
the awareness and the promotion of good practice is broadened to include other key partners and 
the wider community. There is still work to do to ensure that all agencies and professionals regard 
safeguarding adults and safeguarding children as equal priorities.  

The MASH supports a ‘whole family’ approach to safeguarding through the sharing of essential  
information and intelligence within a confidential multi-agency environment. Since its early stages, 
the MASH has worked to ensure that the individal’s wishes and outcomes are sought early in the 
safeguarding process. Making Safeguarding Personal, in which the person’s outcomes are at the 
heart of decision-making, has become embedded within practice.

The development of a more effective, streamlined safeguarding process with a single point of 
contact for the initial stages of safeguarding has promoted continuity of practice across agencies 
and the consistent application of thresholds for safeguarding referrals. This has resulted in a 
reduction in the number of safeguarding alerts progressing to investigation because they did not 
meet the threshold. (See page 17 for further detail).

The MASH has been procative in identifying trends in poor quality care in care services to inform 
future commissioning plans/initiatives. 

The Adult Social Care element within the MASH has reached its full potential within existing 
resources, however, there is scope for further development as part of the re-organisation and 
restructuring of Adult Social Care.
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There has been a 10.75% increase in the number 
of referrals in 2014/15 compared with last year.  
It is significant that in spite of this overall increase 
the percentage of referrals for Older Persons has 
decreased from 70.2% to 62.7% in 2014/15 which 
is more in keeping with the figure for previous 
years. This we believe reflects the appropriate 
application of the new Guidance for Safeguarding 
Thresholds at the point when alerts are assessed 
by the MASH.  

This year saw a rise in the percentage of referrals 
in respect of people with a learning disability 
(19.3%) which is more reflective of the statistics 
from previous years. The percentage of service 
users with a Learning Disability who have had a 
safeguarding referral has increased from 13.6% in 
2012/13 to 19.3% in 2014/15. 

This year 9.8% of referrals related to people with a 
physical or sensory disability and this remains the 
same as last year. It is not possible to compare this 
with national figures as the national data includes 
older people with a disability, whilst Knowsley’s 
figure relates to people under 65 years only.  
84 referrals relating to 69 people with a physical 
disability were investigated during the year. 

Although there has been an increase in referrals 
in respect of people with Mental Health needs, 
this figure remains low and may reflect a lack of 
reporting for that service user group.  The newly 
appointed Interim Manager for Mental Health 
Services will be working with the Safeguarding 
Unit to deliver awareness raising sessions across 
the Community Mental Health Teams and we will 
continue to work with our partners in the Mental 
Health Trusts to ensure that all staff take up training 
in recognising and reporting abuse. 

The figure in respect of substance misuse is in 
keeping with national statistics; in 2013/14, 1% of 
all referrals across England related to this group.  

 

Diagram 4 
% Referrals by primary support reason in comparison with 
previous years 

 %  %  %  %  
 Referrals Referrals Referrals Referrals 
Client category 2011/12 2012/13 2013/14 2014/15 
  
Learning disability 20 19.5 13.6 19.3

Mental health 9 9.5 4.6 6.5

Physical/Sensory 11 9 9.8 9.8

Substance misuse 2 1 1.4 1.3

Other vulnerable people 1 1 0.4 0.4

Older person 57 60 70.2 62.7

Referrals in relation to females continue to 
outnumber those for males overall which is a 
continuation of a trend over the past six years. 
In 2014/15 62.7% of referrals relate to women; 
the figure in 2013/14 was 63% and so this has 
remained constant. The statistics for 2013/14 for 
England indicate that females account for 62% 
of referrals; Knowsley’s figures are therefore 
commensurate with the national picture. 

Males with a learning disability outnumber females 
and this position has also remained constant 
over the past six years. This difference in respect 
of people with a learning disability is reflective of 
the percentages of males and females receiving 
services and other support. 
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Diagram 2
Referrals by primary support reason and gender 

Diagram 3
% Referrals by primary support reason group 

% Referrals by primary support reason

Client category Female Male Total 
   
Learning disability 78 87 165

Mental health 33 23 56

Physical/Sensory 51 33 84

Substance misuse 8 3 11

Other vulnerable people 2 1 3

Older person 363 174 537

Total 535 321 856

Primary support reason No of No of % referrals 
 referrals people by primary 
   support 
   reason 
   
Learning disability 165 117 19.3%

Mental health 56 52 6.5%

Physical/Sensory 84 69 9.8%

Substance misuse 11 9 1.3%

Other vulnerable people 3 3 0.4%

Older person 537 395 62.7%

Total 856 645 100%
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2014/15 saw a return to the trend of previous years 
where the number of incidents in an individual’s 
own home (49.2%) outnumbered those in a 
care home (41%).  This we believe is due to the 
appropriate application of safeguarding thresholds 
by the Multi-agency Safeguarding Hub (MASH), as 
anticipated in last year’s report. 

The quality of Care Home provision has been 
monitored through the Quality Information Group 
and action take when concerns have been 
identified; this has involved social care and 
health professionals supporting Homes to make 
improvements and in extreme situations has 
included suspending admissions to particular 
establishments. Work with a variety of partners 
has including Commissioners, the 5 Boroughs 
Partnership Care Home Liaison Team, Healthwatch 
Knowsley, the Options Service and District Nurses 
has continued throughout the year in order to 
share information and to identify and act upon any 
concerns about the care provided in Care Homes. 
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Diagram 6
The types of concerns raised during 2014/15 
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In 2013/14 the number of incidents taking place 
in a care home (53%) outnumbered those in an  
individual’s own home (39.4%) for the first time. 
Whilst it was acknowledged that this may partly 
reflect a greater awareness of safeguarding and 
intensive investigation work in some homes, 
there was also a concern that this suggest a lack 
of awareness of thresholds for safeguarding. 
(This was later confirmed by the findings of the 
peer review which highlighted some issues in 
applying thresholds.) As a consequence of this 
the Safeguarding Board appointed a multi-agency 
Task and Finish Group to produce guidance on 
thresholds for safeguarding. The guidance was 
produced towards the end of 2014 and rolled out 
in a series of workshops. 
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Diagram 5
Referrals by setting of abuse 2014/2015
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Diagram 8
Source of risk 

     Other   % Referrals  
 Learning Mental Physical/ Substance vulnerable Older  by relation- 
 disability health sensory misuse people person Total ship 
   
Husband/Wife/Partner 0 7 5 2 0 19 33 3.9%

Other family member 23 16 21 0 1 77 138 16.1%

Health care worker 0 2 0 0 0 7 9 1.1%

Social care staff - Care 4 0 1 0 0 24 29 3.4% 
management and assessment 

Domiciliary care staff 13 1 13 0 0 68 95 11.1%

Residential care staff 3 5 10 0 0 175 193 22.5%

Day care staff 3 0 1 0 0 0 4 0.5%

Supported living staff 26 3 2 0 0 4 35 4.1%

Other adult at risk 29 3 1 0 0 70 103 12.0%

Friend/Neighbour 6 4 9 2 0 10 31 3.6%

Other/Unknown 26 7 10 6 1 57 107 12.5%

Other known 32 8 11 1 1 26 79 9.2%

Total 165 56 84 11 3 537 856 100%
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Neglect is the highest category of abuse (36.9%) 
and this disproportionately affects people aged 
65 years and above (246 alleged incidents) 
followed by physical abuse (31.1%) which again 
disproportionately affects older people. The figure 
for physical abuse includes incidents between 
people with dementia  living in care homes and 
we work closely with our colleagues from the 5 
Boroughs Care Home Liaison Team to ensure that 
people with dementia who pose a risk to others 
are appropriately supported. These statistics are in 
line with the national picture for 2013/14 in which 
neglect is the highest category at 30% followed by 
physical at 27%.

Last year the highest category of abuse was 
physical (40%) followed by neglect (27%).  
Sexual abuse has remained at the same level as 
last year. Incidence of Discriminatory Abuse and 
Institutional Abuse are negligible and it is possible 
that these incidents continue to be recorded 
against another category. This has been identified 
as a training issue which will be addressed through 
the Safeguarding Thresholds Workshops in the 
coming year.    

Financial Abuse has reduced from 16% last year to  
13.7% and incidents of Psychological Abuse have  
increased from 11.4% to 14%. The figures for current  
year are broadly similar to the national statistics. 

Diagram 7
Types of concerns raised

     Other   % Referrals  
 Learning Mental Physical/ Substance vulnerable Older  by type 
 disability health sensory misuse people person Total of abuse 
   
Physical 51 11 16 6 2 180 266 31.1%

Sexual 13 5 2 3 0 10 33 3.9%

Emotional/Psychological 52 12 23 0 1 32 120 14.0%

Financial/Material 16 18 15 1 0 67 117 13.7%

Neglect/Acts of omission 33 10 27 0 0 246 316 36.9%

Discriminatory Abuse 0 0 0 1 0 0 1 0.1%

Institutional 0 0 1 0 0 2 3 0.4%

Total 165 56 84 11 3 537 856 100%

The highest group of those posing a risk is in the 
category Residential Care Staff (22.5%) with Older 
People at significantly higher risk compared with 
other service user groups. Other Family Members 
are the next highest category of those posing a 
risk (16.1%). Last year the highest group of alleged 
perpetrators were Other Family Members at 20.8% 
followed by Residential Care Staff, 19.1%. The next 
highest source of risk falls within the categories  
Other/unknown (we will review a sample of these 
cases in order to understand the reason for the 
source of risk being unknown), Other Adult at risk 
and Domiciliary Care staff. This year more attention 
has been focused on Domiciliary Care services by 
Commissioners and through the Care Partnership 
Forum. Given that 41% of referrals relate to 
people living in Care Homes it is not surprising 
that Residential Care Staff and Other Adult at risk 
are amongst the highest categories of alleged 
perpetrators.

The standard of proof required to determine the 
findings of safeguarding adults investigations is 
‘on the balance of probabilities’ and is therefore 
lower than that required for a criminal prosecution 
which is ‘beyond reasonable doubt’. 
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Substantiated. This was the conclusion of 6% of 
cases and compares with 9% for 2013/14 and is in 
line with our Comparator Group for that year. 

Provider-led Alerts (Care Concerns)
A reduction in Care Concerns has been reported 
for the period 2014/15 compared with the previous 
year. The Thresholds Task and Finish Group 
agreed to re-name the ‘Care Concerns’ process 
the ‘Provider-led Enquiry’ process.  It was felt 
that re-naming the process would reinforce the 
message that these alerts are only to be made 
by a provider and that the process is not for a 
third party to report issues and complaints about 
a provider service. The Provider-led enquiry 
process is to be used to report any incidents 
in which the care provided by the service has 
been compromised but the service user has not 

been harmed in any way.  Once the provider has 
submitted a Provider-led Alert they would then 
initiate an investigation and send the outcomes 
to the Safeguarding Unit with an action plan to 
minimse the risk of a repeat incident.  The majority 
of Provider-led Alerts continue to be made by 
providers supporting people in a Residential 
or Nursing setting. The two highest categories 
of incidents relate to dignity and respect being 
compromised and medication errors. Further 
Safeguarding Thresholds Workshops will continue 
throughout the coming year to ensure that all 
stakeholders are fully aware of process. 

Good practice example     
Working together 

Mr Y is a young male who has a number of physical health problems and is known to Adult Social 
Care; he received a package of care from a care agency.

The referral for safeguarding came from Merseyside Police following Mr Y visiting his local M.P. who 
contacted Police regarding harassment and associated fear of violence. Mr Y reported that over a 
period of time the alleged perpetrator had made threats to harm him at different locations.

Merseyside Police arrested the alleged perpetrator who was released on bail with the condition 
not to approach Mr Y. Merseyside Fire and Rescue Service completed target hardening on Mr Y’s 
property. A Social Worker from Adult Social Care visited Mr Y with the care agency to offer him 
support. The care agency agreed that they would document if the alleged perpetrator visited, or 
attempted to visit, Mr Y.  In addition, Mr Y agreed to document if the alleged perpetrator visited and 
this would be passed to Police because of the bail conditions. A Housing Officer was also in contact 
with Mr Y to support him with more ‘target hardening’,  CCTV and to ascertain his wishes regarding 
moving home.

A Safeguarding Plan was agreed and devised through a number of Safeguarding Strategy meetings 
and a multi-agency Case Conference, all of which Mr Y attended and expressed his wishes.   

The perpetrator was charged with harassment and the case was referred to Crown Court. Mr Y 
received support over a period of time from the agencies involved; he was seen regularly by the 
investigating Police Officer and also called to the office of his Social Worker who liaised with the 
various agencies on Mr Y’s behalf. Mr Y’s preferred outcome was that the perpetrator should be 
prosecuted and he was willing to attend Court if required. 

Mr Y was safeguarded from further incidents when the Crown Court issued a 2-year Restraining 
Order preventing the perpetrator from contacting Mr Y or from entering the street where he lived. 
Following the Restraining Order Mr Y has had no more contact from the perpetrator. 

Mr Y is currently living happily with partner and following a review of his care package, his  
physical health has improved and he is managing his own care needs without support from the  
care agency staff. 

As can be seen from the data, Not Substantiated 
is the most common case conclusion and was 
the finding in 55% of all referrals; this compares 
with 68% in 2013/14. This compare with the 
national figure of 31% for 2013/14. The number 
of unsubstantiated Knowsley cases remains high 
and an initial audit of a small number of cases 
found there were some issues with the recording 
of outcomes and in some cases with decision 
making at the conclusion of a Safeguarding 
Enquiry. These have been addressed in training 
with the Safeguarding Incident Management 
Officers (IMO’s) and this, together with the planned 
establishment of a dedicated Safeguarding Team 
to respond to Safeguarding Alerts, should lead to a 
reduction in this finding in the coming year. 

The second highest case conclusion, reached 
in almost 28% of cases, is Substantiated. This 
represents a 3% increase from last year and is 
close to the average for England (32%) in 2013/14.  

Not determined/Inconclusive accounts for  
10.9% of referrals; this compares to 5% last year.  
This figure is considerably lower than the England 
average of 22%. Initial audit of Unsubstantiated 
cases suggests that some of these should have 
been recorded as Not determined/Inconclusive 
and this is being followed up in training with IMO’s.  
When more than one category of abuse is alleged, 
for example, financial and physical abuse and it 
has been possible to substantiate some but not all 
of the allegations then the conclusion will be Partly 

Diagram 11
Case conclusions 
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Diagram 9
Case conclusions 
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Diagram 10
Distribution of case conclusions

     Other   % Case  
 Learning Mental Physical/ Substance vulnerable Older  conclusion 
 disability health sensory misuse people person Total by outcome 
   
Not determined/ Inconclusive 28 2 6 0 1 45 88 10.9%

Not Ssubstantiated 56 32 53 7 0 300 448 55.2%

Partially substantiated 9 2 4 1 0 27 49 6.0%

Substantiated 49 8 11 0 0 137 226 27.9%

Total 142 44 74 8 1 509 811 100%
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Achievements 2014/15
Led by the Council’s Commissioning Team, 
we have commenced a review of our Quality 
Assurance Framework with stakeholders.  

The Board has reviewed and re-issued Guidance 
on Thresholds for Safeguarding and has updated 
the Guidance on the Care Concerns process 
for responding to low level incidents in provider 
services. 

Improved engagement with providers through the 
establishment of Care Partnership meetings.

Key priorities for 2015/16
To undertake an ongoing programme of case 
file audits to ensure quality in the safeguarding 
process.  

Further develop the MASH to include a dedicated 
Safeguarding Team as a single point of access 
with responsibility for responding to alerts and 
undertaking enquiries in partnership with adults 
at risk and their representatives.  The Team will 
also be an intelligence hub to collate information 
about trends in safeguarding to assist in service 
development; it will also work with partners to 
strengthen safeguarding process and practice 
across services leading to better outcomes for 
Knowsley residents.   

The development of a Quality Assurance 
Framework will provide an evidence base to 
improve collaborative arrangements with providers 
and enhance safety and quality across services. 

Safer workforce development
The Board has always recognised that the delivery 
of an effective Safeguarding Adults service is 
dependent upon a well-trained, competent, 
confident and motivated workforce.

The Board continues to oversee the delivery of 
a comprehensive programme of multi-agency 
training provided free of charge to participating 
agencies. Across the year 583 staff from the 
statutory, independent and voluntary sectors 
received training. In 2014/15 all training courses 
were subject to a tendering process and contracts 
were awarded on the basis of quality and cost 
effectiveness. 

The following Safeguarding courses were delivered 
during 2014/15: 

Competence Framework Level One:
Safeguarding Adults and Children Alerter 
Workshop a half-day course commissioned 
jointly by the Safeguarding Adults Board and 
the Safeguarding Children Board, it is delivered 
by AftaThought Training Consultants. This is a 
multi-agency course recommended for all staff, 
including managers and supervisors, in any 
agency working with the general public, with 
children, families and adults in need of care and 
support. The course provides information on how 
to alert appropriate people in order to protect 
adults and children from abuse; it emphasises 
the need to overcome barriers to whistleblowing 
and promotes the need to facilitate closer working 
together and understanding of multi-agency roles 
when abuse is identified or suspected.  The course 
highlights issues using learning from Serious Case 
Reviews relating to Adults and Children and is 
interactive in that it uses case scenarios, based 
on local issues, of adult/child abuse presented 
by actors. Attendees are invited to question the 
actors, in role, as to their action, or lack of action, 
in a particular case. Six workshops were delivered 
across the year to 397 participants. This course 
has a high impact and always receives excellent 
feedback. 

Competence Framework Level Two:
Principles and practice
A one-day more detailed awareness course 
appropriate for all levels of staff in all organisations. 
The course provides information on recognising 
and reporting abuse, the values and principles 
upon which Knowsley’s Safeguarding Adults Policy 
is based, challenging discrimination, recording 
and information sharing. Due to a reduction in 
resources in the Safeguarding Adults Unit there 
have been fewer courses delivered this year; there 
were eight courses in 2012/13, six in 2013/14 and 
just three this year. 

Principles and practice refresher 
This half-day Refresher course was introduced in 
2013/14 to avoid the need for attendees of the full 
course to refresh by completing the same course 
again. This year, four courses were delivered 
involving 45 participants compared with three 
courses the previous year. 

The Quality Assurance Framework
The Board and the Safeguarding Adults Unit 
continue to work using a broad multi-agency 
approach. Included within this are commissioners, 
provider services, the Care Quality Commission, 
(CQC) Healthwatch Knowsley, the Options Service, 
Clinical Commissioning Group, Health partners 
and neighbouring Local Authorities to ensure the 
highest standard of service delivery to Knowsley 
citizens who receive domiciliary care services, 
supported living, day care services and residential 
care, both within the Borough and beyond.    
The Quality Assurance work strand is a key area 
of activity which focuses on working with providers 
to raise standards and improve the quality of care 
using a number of resources.

The receiving and co-ordinating of a wide range 
of information on the quality of services continues 
within our established Three Tier Arrangements. 
These arrangements are:

• Tier 1 - Regular reviews by Health and Social 
Care Staff and CQC. 

• Tier 2 - The Quality Information Group (QIG) 
receives and analyses information from a 
variety of sources including individual Reviews, 
Complaints, Care Concerns, Safeguarding 
Alerts to determine any actions needed to 
improve standards. The QIG will be replaced 
by the Quality Assurance & Standards Group 
led by the Commissioning Team. 

• Tier 3 - Quality Assurance Management 
Reviews with the Registered Manager and/or 
Registered Owner to ensure a more detailed 
service improvement programme is in place 
where necessary with input from Health and 
Social Care staff who can confirm evidence  
of improvements.  
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Achievements 2014/15
All courses on the whole receive excellent 
feedback and we have used the course Evaluation 
Forms to shape future delivery. We have worked 
with the new training providers to ensure that 
all Training Plans fully incorporate the Board’s 
priorities, the learning from the Peer Review and 
the requirements of the Care Act, including the 
new categories of abuse and Making  
Safeguarding Personal. 

A member of the Safeguarding Adults Unit 
attended the Provider Partnership Forum regularly 
to provide updates on safeguarding training with 
the aim of maximising attendance at courses 
and workshops as well as providing information 
about local and national safeguarding policy 
development. The  benefits of the Safeguarding 
Adults Board’s multi-agency training programme 
and other essential training courses are continually 
promoted within this Forum and at Link meetings 
with Providers. 

The Safeguarding Unit has delivered workshops in 
Making Safeguarding Personal to 52 staff across 
the Social Work and Mental Health Teams.

Fourteen Managers attended a Team Based 
Learning Programme in Making Safeguarding 
Personal to develop the knowledge and skills to 
deliver training across their Teams. 

Safeguarding training attendance 2014/15

Title of course No. of KMBC KMBC KMBC NHS Independent Total Total 
 courses Adult Social Children’s Other participants & voluntary participants participants 
  Care Services participants  sector 2014/15 2013/14 
  participants participants   participants 
   
Safeguarding Adults and 6 49 44 8 11 233 397 414
Children Alerter Workshop      Adults services
      52
      Childrens  
      services

Title of course No. of Adult Social Care Health Independent Total Total 
 courses participants Trust & voluntary participants participants 
   participants sector 2013/14  2014/15 
    participants 
   
Principles & Practice 3 5  22 27 44

Principles & Practice  4 23  22 45 29 
Refresher 

Manager’s Response 1 5  6 11 20

Investigations in Casework 1 9   9 26

Incident Management  3 18    18 16 
Officers’ (IMO) Forum 

Incident Management -  2 21 3  24 0
Chairing and Convening       Course not 
Safeguarding Adults Meetings       provided

Making Safeguarding  2 37 12 3 52 0
Personal Workshop      Course not 
       provided

Making Safeguarding  1 14   14 0
Personal      Course not 
       provided

Total number trained  132 15 53 200 135

Competence Framework Level Three:
Manager’s response 
A half-day course for Managers, Deputies and 
Supervisors detailing their roles and responsibilities 
as managers in the safeguarding process. 
Following a review of this course an alternative 
provider was commissioned in February 2012,  
this has been successful in improving the quality  
of the training. 

Competence Framework Level Four:
Investigations in casework
A two-day course for Social Workers and 
Community Nurses who are required to undertake 
Safeguarding Adults Investigations as part of their 
role. The course aims to develop participants’ skills 
in undertaking effective multi-agency investigations 
within the statutory framework. 

Competence Framework Level Five:
Incident management - convening and chairing 
Safeguarding Adults Meetings 
A 2-day course for Service Managers in Adult 
Social Care and designated Safeguarding 
Incident Management Officers (Team Managers, 
Deputy Team Managers and Senior Practitioners 
from the Adult Social Care Locality Teams, the 
Community Mental Health Teams and the Multi-
agency Safeguarding Hub) who are required to 
co-ordinate the response to a Safeguarding Alert 
as part of their role. 

Incident Management Officers’ (IMO) Forum 
A half-day forum facilitated by the Safeguarding 
Adults and Quality Assurance Unit for designated 
Incident Management Officers. The aim is to 
provide IMO’s with updates on the activity of the 
Safeguarding Board and on national policy and 
local procedures. It provides a forum for problem 
solving, sharing good practice and lessons from 
Serious Case Reviews. There is an expectation that 
IMO’s will disseminate the learning from the Forum 
across their respective Teams. The Forum has 
taken forward the learning from the Peer Review 
and has received regular reports on progress 
against the Improvement Plan.  

Making Safeguarding Personal - two half-day 
workshops were delivered by the Safeguarding 
Adults Unit to 52 staff from the Adult Social Care 
Social Work Teams and the Community Mental 
Health Teams.  In addition, fourteen managers 
from Adult Social Care took part in a Team 
Based Learning programme to develop skills 
and knowledge to deliver training in Making 
Safeguarding Personal across their own teams. 
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Multi-agency risk assessment and 
management process
In 2012/13 the Board established a multi-agency 
risk assessment and management process within 
its policy and procedures as part of its work 
to support people to live independently in the 
community; in order to achieve this there is a need 
to balance people’s rights to take risks and make 
unwise decisions. The risk management process 
was developed in response to some serious 
cases and supports the Board’s commitment to 
preventing harm. It operates alongside Knowsley’s 
Safeguarding Adults Policy and Procedures; the 
aim is for agencies to work together to minimise 
risk for people who have capacity and make 
unwise decisions which could lead to serious 
harm, including self harm and self neglect. It was 
planned to re-launch the process last year but due 
to capacity issues this has rolled over to this year.

Quality Assurance 
To support the Board’s preventative approach our 
Quality Assurance Framework is under review to 
strengthen multi-agency working to ensure quality 
in services.

The Quality Information Group continued to meet 
monthly across the year to share information from 
partners about provider services; however, a more 
robust and strategic approach to information 
gathering to inform the decision making is being 
introduced in 2015/16 through the establishment of 
the Quality Assurance & Standards Group. 

Audits of Domiciliary Care continue to capture the 
views and experiences of people receiving support 
and the outcomes of these are submitted to the 
Commissioning Managers and also to the Care 
Providers.  Consultation with local Domiciliary Care 
Agencies identified issues relating to medication 
support and as a result of this providers were 
invited to a  Medication Workshop in February 
2015.  Provider representatives attended and were 
able to discuss common issues they experience 
whilst supporting people with their medication 
requirements. A Medication Technician from 5 
Boroughs Partnership NHS Foundation Trust 
provided a presentation and answered questions 

Prevention and 
keeping people safe
The Care Act places a strong emphasis on the need to prevent harm and reduce 
the risk of abuse or neglect to adults with care and support needs. Prevention is 
one of the six key principles that underpin all safeguarding work. It is essential 
that the Safeguarding Adults Board raises public awareness so that communities 
as a whole, alongside professionals, play their part in preventing, identifying and 
responding to abuse and neglect. Accessible information must be available for 
people about different types of abuse, how to keep themselves safe and what to do 
to raise a concern.

Key priorities 2014/15
To continue to work with the Council’s Workforce 
Development Team to review and update the 
commissioned training to ensure it is fit for purpose 
and includes learning from incidents, Safeguarding 
Adults Reviews and Children’s Serious Case 
Reviews in order to inform multi-agency good 
practice.

This year the Multi-agency Risk Assessment 
and Management process to support adults 
who place themselves at risk by making unwise 
decisions was taken to the Board where it was 
agreed that this should be re-launched. Capacity 
issues have prevented a re-launch this year but it is 
planned that this will be taken forward through the 
Safeguarding Adults Review Group. 

To update the Board’s Workforce Development 
Strategy to include the updated learning outcomes 
for all trainng courses in line with the Bournemouth 
Framework. A key objective of the Workforce 

Development Strategy is to ensure that all staff 
and volunteers in the wider workforce have a good 
understanding of their roles and responsibilities not 
only in recognising and reporting abuse, but also 
in the prevention of abuse. 

To work with the Channel Co-ordinator at 
Merseyside Police to host Workshops to Raise 
Awareness of Prevent (WRAP), the Government’s 
Strategy to stop people becoming terrorists or 
supporting terrorism. 

Partner update     
Knowsley Council’s Workforce Development Team 

Knowsley’s Workforce Development Team engaged in a piece of empirical action research 
exploring the quality of an alternative model of teaching and learning within Social Work practice. 
The model, ‘Team Based Learning (TBL)’, aims to promote joint learning within specific Teams. 
Team Managers and Senior Practitioners attended a TBL training course in Making Safeguarding 
Personal with the expectation that they would deliver the course to their Team members. 

Focus groups will be held to evaluate the learners’ experiences of this Team Based Learning and, 
in addition, assessments will be examined to see if there are any significant changes that reflect an 
increase in the quality and critical analysis found within the Social Workers’ assessments.

The Workforce Development Team is exploring the use of the Bournemouth University Safeguarding 
Adults Competency Framework which can be used as a self-reflective tool to identify Safeguarding 
training requirements within Social Work supervision. This will highlight any gaps in knowledge or 
skills of staff and will inform Learning and Development Commissioning Plans as well as individual 
Performance and Development Reviews for staff at all levels within the service. 

Knowsley hosted a training event for Social Workers delivered by John Moores University covering 
the Safeguarding duties in the Care Act 2014. This included the duty to make enquiries when there 
are concerns about abuse or neglect, the requirement for  Independent Advocacy support and the 
requirement to carry out  Safeguarding Adults Reviews. This was funded by North West Care Act 
funding through the North West ADASS (Association of Directors of Adult Social Services)  Care Act 
Implementation Group. 

The Team has worked to ensure that Care Act e-learning is available to all Knowsley multi-agency 
partners. 

A multi-agency Workforce Development Strategy is in development and will be finalised in the 
coming year.
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Good practice example     
Working together 

In December 2011 Adult Social Care was made aware of a couple living in the community who were 
at crisis point. Mrs P was 78 years old and Mr P was in his 88th year.

The couple had been referred because Mrs P had been admitted to hospital and it transpired that 
she had been caring for her husband, who had severe mental health problems for some time.  
She had been ‘hiding’ the issues involved in her caring role and until her admission to hospital  
the family had no insight into his complex needs. The family were unable to manage his needs  
and he was admitted to hospital under the Mental Health Act.

A Social Worker and specialist Safeguarding Nurse Assessor, who was attached to the Social 
Work Team at the time, began to work with Mrs P. This Nurse assessed Mrs P as needing 24-hour 
nursing care; she had very much neglected her own needs in caring for her husband, resulting in 
her collapse. On assessment she was immobile, had become alcohol dependent, incontinent, had 
multiple pressure ulcers, was nutritionally at risk and very low in mood. Mrs P was admitted to a 
Knowsley Nursing Home early in 2012 when she was nursed in bed and appeared to have little 
potential for improvement. 

Mrs P was involved in 3 substantiated safeguarding incidents at the Home relating to psychological, 
physical and institutional abuse. Her case was highlighted in the safeguarding investigations that 
resulted in the Home being closed to admissions in 2013. 

Following extensive work with the Home by the Quality Information Team and other partners,  
Mrs P became independently mobile, happy and fully involved in representing residents ‘without  
a voice’. She no longer needs nursing care but continues to live at the Home with her husband,  
where his needs are being met. On admission, Mr P presented aggressive behaviour at times but 
this is no longer the case and the couple are now able to spend quality time together each day. 

Mrs P would be an ideal candidate for a move to Extra Care Housing but wishes to remain in the 
Care Home to be with her husband.  Mrs P’s greatest sorrow is the loss of her husband as the vital, 
hardworking family man. Mrs P has been helped to understand his mental health needs and is 
supported with feelings of loss on a daily basis.

Partnership working with Mr and Mrs P by the Quality Impovement Team, health professionals and  
committed staff at the Home has ensured that the care delivered is personalised and has made a 
real difference to the lives of this couple. Mrs P expresses thanks every day for the quality of her life 
now.  This example indicates how working together to improve quality on every level can make a 
real difference to the lives of people receiving care services. 

Quality Improvement Team

to support providers in safe medication practice, 
supported by a member of a Local Pharmaceutical 
Committee.  Another session has been planned 
for May 2015 and a Regional Medicines Manager 
from the Care Quality Commission (CQC) will 
present information to on the latest regulations and 
offer guidance on medication practice and CQC’s 
expectations  during inspections of services. 
 
There were twenty four care homes in Knowsley 
providing  either  residential and/or nursing care.   
One home chose to close in May 2014 and all 
residents were supported to move to alternative 
accommodation by the local Social Work Team.  
All local Care Homes are  registered with the 
CQC and are legally responsible for making sure 
that the care they provide meets acceptable 
standards of quality and safety. CQC inspect 
Care Homes to make sure they are meeting these 
standards. Inspections are usually unannounced 
and a provider service can be inspected at any 
time if there are concerns identified about the 
care provided. Inspection outcomes show that 
three Care Homes did not meet all the required 
standards and as a result would be required to 
inform CQC of plans for improvement.  Inspection 
reports are available on the CQC website. From 
April 2015 all Providers inspected under the new 
regime are required to display the outcomes of 
their inspection.

During 2014/15 five Care Homes in Knowsley 
have been under Local Authority Management 
Review. One of these providers chose to close 
in May 2014; another  provider was able to 
demonstrate significant improvements to enable 
the Management Review status to be removed. 
Three homes continued under Management 
Review and closer working relationships have 
been developed, in addition to more innovative 
approaches to drive up quality of care (see Good 
Practice Example - Mrs P).  Some of the lessons 
learnt and agreed improvements will help inform 
the Quality Assessment Framework.



34 35Knowsley Safeguarding Adults Board Annual Report 2014/15 Knowsley Safeguarding Adults Board Annual Report 2014/15

Previous surveys showed continuity of care to be 
a concern, this theme continues. Other themes 
identified within the more recent surveys are that 
athough many people are complimentary about 
care staff, they do not seem to feel the same way 
towards the office staff. They often do not feel 
listened to when they make contact.  A strong 
theme was that people felt that the service would 
be improved if they were informed of who would be 
be visiting their home to provide the care,  some 
people commented that carers just ‘turn up’.  

The questionnaire was reviewed and more 
questions added to help identify whether service 
users know how to raise a complaint with their 
provider, whether staff are punctual and stay 
for the allocated time, if they could influence a 
change to their service and what it would be.  30% 
of respondents were not aware of the Providers 
complaints process. Towards the end of the year, 
the Domiciliary Care Providers began to report 
data from their Electronic Call Monitoring system 
to the Concil. This data includes information about 
the times of care staff attendance at people’s 
homes and can be used to evidence whether staff 
have attended within an agreed and reasonable 
time scale and stayed for the allocated time. 

This information is used in contract meetings 
between Commissioners and Providers to ensure 
that Domiciliary Care Providers are meeting their 
obligations to people who use their services. At the 
end of the year all five Domiciliary Care Providers 
with contracts with the Council were fully compliant 
with CQC.

Positive comments included:

“always been good - happy with the services provided”

“Main carer is perfect and very professional, the others are alright although  one feels she’s having 
to do 2 or 3 people’s work” 

“They are the best people - I can’t fault them”

“Overall couldn’t fault the carers but office staff not always available”

“I think service is excellent - carers take time to listen to me”

Less positive comments identifying areas for improvement include:

“don’t know what time they are meant to come or how long they are supposed to stay”

“Was told someone would come to check on quality but it never happened”

“Would like to staff to communicate better when delivering care”

“The Council should listen more to service users and carers and times of calls could be better if 
moving from A to B was considered”

“I was 100% happy before the change - now old carers walk past my door to go to someone else”

“Shouldn’t take people on with a ‘couldn’t care less’ attitude, they should be screened out at 
interview”

“Don’t think this company is as efficient as the last one as I have lots of different carers coming” 

Good practice example    
Quality audit of domiciliary dare providers  

This is the third year of joint working between Healthwatch Knowsley and the Safeguarding Adults 
Unit to gather the views of people in receipt of Domiciliary Care support. Between April 2014 
and March 2015 120 people were invited to take part in a telephone survey and comment on the 
service provided, representing approximately 10% of people receiving this type of support across 
Knowsley.  

The focus of this survey was on people who had experienced a change in provider resulting 
from  the implementation of contracts awarded by the Council to local Domicilary Care providers 
(December 2013). This showed how the transition had been managed and its impact on service 
users.

Seeking the views of people who use services enables Commissioners to establish how satisfied 
people are with the quality of care and support they receive; in 2014/15 five agencies provided 
the majority of support. The information gathered is used by Commissioners and Procurement 
to address specific issues, within regular contract monitoring reviews. Poor practice can be 
challenged whilst good practice can be recognised with themes discussed to inform improvements 
in service delivery. 

A smaller percentage of people agreed to participate this year compared to last. The views of 
fifty eight people were recorded (48% of people invited) thirteen of these responses were made 
by families and other representatives on the person’s behalf. 52% of invitees did not take part for 
different reasons, please refer to Table below showing a breakdown. 

People who participated gave various responses. Twelve people reported that the care they receive 
now is better than provided by their previous agency, thirty four  people reported it was the same. 
Nine people stated the change in provider had resulted in worse care and of those one said that 
although it was worse their main carer was brilliant and another said it had been worse but it is now 
fine. The remaining comments included: “care has always been good”, one reported continuous 
faults, and another had not received the care for long enough to be able to comment.   

The Table above shows the diverse age range of people invited to take part and how the people who 
kindly took part rated the service they received.  The comments below reflect areas of good practice 
and also show areas in which provision needs to improve.

Continued
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Survey Respondents by Age Group

13 family members completed the surveys on behalf of male 
service users and 11 on behalf of female service users

Survey Non-Respondents by Age Group

Non participation reasons - these figures show the number 
of people who declined through choice, communication 
difficulties, one hospital admission, had  recently passed away, 
one  service user who didn’t receive the survey,  a couple 
of people who were no longer in receipt of services, and a 
number of  people who could not be contacted.

10%
28%

28%
34%

Excellent

Good / Very good

Satisfactory / Very satisfactory

Poor

Overall satisfaction levels - Domiciliary care
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1. Learning from experience
In accordance with the Care Act, the Board wishes 
to promote a culture of continuous learning and 
improvement across the safeguarding partnership. 
The Serious Case Review Group will be replaced 
by a Safeguarding Adults Review Group (SARG)  
with new Terms of Reference and new chairing 
arrangements to take this work forward. In addition 
to reviewing cases where organisations have 
not worked well together, the Group will have an 
overview of cases with good outcomes, in order 
to learn from what works and to promote good 
practice within a culture of learning and reflection 
rather than blame. Two events will be held annually 
to share learning from reviews. 
  

2. Develop a preventive and early 
warning approach to safeguarding 

The Care Act includes Prevention as one of the six 
key principles that underpin safeguarding work.   
It identifies the aims of safeguarding as (1) to 
prevent harm and reduce the risk of abuse or 
neglect and (2) to raise public awareness so that 
professionals, other staff and communities as a 
whole play their part in preventing, identifying and 
responding to abuse and neglect.

Prevention is largely rooted in good observation 
and communication. The Board recognises that 
public awareness about what constitutes abuse 
and empowering individuals to take steps to make 
themselves safer are essential elements in the 
preventative strategy. The Board will work to ensure 
that information is accessible to people who use 
services and to the wider community in order to 
promote an understanding of the possibility that 
abuse may be happening. 

Alongside this, work will continue to improve 
quality and standards in care services to ensure 
that people are safe and are treated with dignity 
and respect. Good quality care provision is a 
cornerstone in the prevention of abuse and neglect 
in services. 
 

3. Communication and engagement 
Linked to the prevention agenda, the Board will 
develop a Communication Plan to engage with all 
stakeholders including service users, carers, wider 
public, care providers, statutory and voluntary 
services, to ensure that safeguarding is seen as 
everybody’s business, as recommended by the 
Peer Review. The plan will set out the different 
ways in which key messages will be delivered to 
its various audiences; it will keep stakeholders 
informed of the work of the Board and will explain 
how everyone can contribute towards making 
adults safer in Knowsley. 

The Board will develop stronger links with 
Knowsley’s Engagement Forum to inform 
community representatives of it’s work and to 
ensure that the community’s concerns/priorties 
are reported to the Board. Close work will continue 
with Healthwatch and will include safeguarding 
information in the Healthwatch newsletter.

Key issues for the  
year ahead

Next steps: 
Whislt it was not possible to use any Healthwatch 
Knowsley volunteers this year to conduct face to 
face surveys within people’s own homes; methods 
of consultation will be explored throughout 
2015/16.  This will include views from people 
receiving support across a number of services 
including Supported Living Services. 

The Safeguarding Adults Unit will work with 
Healthwatch Knowsley to identify the next area 
of focus for surveys, which will consider themes 
that have been a concern to people in previous 
consultations.

Establish a mechanism to record and report on 
concerns raised by service users who contact 
the Council to say they are not happy with their 
Domiciliary Care Provider.  A draft process has 
been written which needs to be agreed and 
implemented.

Achievements 2014/15 
Providers were invited to a series of workshops 
to roll out the Safeguarding Thresholds Guidance 
and clarify their responsibilities in the safeguarding 
process.  
 
A Quality Information Team was established 
comprising a Team Manager and Social Worker to 
undertake specific work in particular Homes were 
there were significant concerns about the quality  
of care. 

Work has continued with health partners, for 
example, the ‘Care Home Liaison Team’, District 
Nurses, Options Service with the aim of raising 
standards within Knowsley Homes. 

A Quality Assessment Framework (QAF) is 
currently being developed in partnership with 
a number of stakeholders, this has included 
consultation with care providers. The QAF together 
with a revised Contract will clearly state the quality 
of care expected from commissioned residential 
services to ensure that people are supported to 
live happy, healthy, safe and fulfilled lives.  Further 
work will see the continued development of 
quality standards across a wide range of services 
including Domiciliary Care and Supported Living. 
The QAF will include the five key lines of enquiry 
used by the Care Qulaity Commission:

• services are safe

• services are effective

• services are caring

• services are responsive

• services are well-led

Priorities 2015/16
Pilot and validate the Quality Assurance 
Framework in readiness for implementation across 
all parners across 2016/17. 

Confirm arrangements for the Quality Assurance 
and Standards Sub-Group in partnership 
with stakeholders; agree Chair responsibility, 
membership and Terms of Reference.

Re-launch the Multi-agency Risk Assessment and 
Managment process. 

Produce accessible information for the community 
about how to recognise and report abuse and 
keeping safe.

24%

12%

64%

Central

South

North

Satisfaction levels by geographical area
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Appendix 1
Safeguarding Adults Board 
Strategic plan 2015/16
PRIORITY 1
KSAB is effective in its work with partners to ensure that they deliver better outcomes for adults who need help and support, through 
monitoring single and multi-agency arrangements to safeguard adults

Action Owner Impact Outcome Evidence
   
Develop a programme of  Safeguarding and Quality Learning from audits is Safeguarding practice is Actions from audit process 
audits to put in place to  Unit/Quality Standards shared across partner continuously improving are implemented in partner 
monitor the quality of: Group/Engagement Forum agencies to ensure that and enhancing the quality agencies and policies and
 • Alerts  safeguarding practice is of of life of adults in Knowsley procedures are
 • Recording  a consistently high    continuously updated to
 • Decision-making  standards across all    reflect learning
 • Enquiries   agencies
 • Outcomes 
         
Policy and procedures are  Service Manager -  The policies and Local safeguarding Board members are all 
updated to reflect the new  Safeguarding Adults procedures for arrangements are in place signed up to the revised 
operational model and   safeguarding adults  are as defined by the Care policies and procedures 
legal framework for   robust and fit for purpose Act 2014 and statutory for safeguarding adults 
safeguarding adults  in the    guidance 
Care Act   
     
PRIORITY 2 
Safeguarding practice across all partners can evidence the adult is in control of the process and their wishes are being respected

Action Owner Impact Outcome Evidence
   
Member organisations to Safeguarding Adults Board  All member agencies fully The Board is assured that Percentage of workforce 
implement a training   aware of and committed to safeguarding practice is who have had training 
programme which includes   the principles of “Making person-centred and across all agencies to be 
“making safeguarding   Safeguarding Personal” outcome-focused reported to the Board 
personal” for all staff -   
paid and unpaid     Audit programme to  
    identify that people have  
    been involved and that  
    their outcomes have been  
    met and case histories  
    show that people have  
    been in control of the  
    process

    Case studies to be  
    presented at Board and  
    learning disseminated to  
    member organisations 

Safeguarding services are  Safeguarding Adults  Board Safeguarding adults   The Board is assured that “You said, we did” section 
shaped by the views of   processes and procedures safeguarding practice is of annual report to 
people who use services,   are effective in meeting person-centred and evidence changes made 
their carers and other   peoples individual needs outcome-focused as a result of listening to 
stakeholders  and reflective of local issues   people’s views
    

4. Quality Assurance
Ensuring the quality of services and supporting 
providers to deliver this continues to be key to the 
Board’s preventative approach, although achieving 
this in the context of fewer resources continues to 
be a challenge. Building on the recommendations 
from the Peer Review, the new Quality Assurance 
Framework and the proposed Quality Assurance 
& Standards Sub-Group, will support a more 
joined up approach between Commissioning, 
Procurement, Adult Social Care, the Clinical 
Commissioning Group and other partners so  
that quality standards are embedded in  
services. The reintroduction of regular meetings 
with providers will enhance communication and 
information sharing between Commissioners  
and Providers. 

5. Responding to concerns   
The Peer Review highlighted a concern that  
people are not placed at the centre of 
Safeguarding Enquiries and records did not 
demonstrate that adults at risk are adequately 
safeguarded. The Improvement Plan includes 
actions to address this; a new electronic records 
system will be introduced which will improve 
records management and facilitate more timely 
recording. All training includes the principles of 
Making Safeguarding Personal to ensure that 
adults at risk are supported and empowered to 
achieve the outcomes they want from an Enquiry. 
Specific training in MSP has been delivered 
to all Safeguarding Incident Management 
Officers. The Adult Social Care Team based in 
the Multi-agency Safeguarding Hub (MASH) 
will be extended and will have responsibility for 
carrying out Safeguarding Enquiries from the 
point of alert to case conclusion. This will lead to 
greater consistency in the response to concerns 
and the development of greater safeguarding 
expertise. Audits of Safeguarding Enquiries will 
be undertaken to evaluate the quality of decision-
making and practice; learning from these will 
be rolled out to ensure that good practice is 
embedded across all services.
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PRIORITY 3  
Adults in Knowsley are safeguarded against abuse and neglect

Action Owner Impact Outcome Evidence
   
Establish a robust protocol Safeguarding Adults  There is an effective review Safeguarding practice is SAR protocol agreed and 
and procedure for  Review (SAR) Group process in place and all continuously improving Knowsley Safeguarding 
Safeguarding Adults   partner agencies are aware and enhancing the quality Adults Board (KSAB) and 
Reviews (SARs)  of their responsibilities in  of life of adults in Knowsley partner agencies signed 
  relation to Safeguarding   up to protocol 
  Adults Reviews   

Lessons from good  Safeguarding Adults Lessons learned inform Safeguarding practice is Two shared learning 
practice, near misses,  Review Group/KSAB good practice across continuously improving events are held per year to 
Adults SARs and Children   partner agencies and enhancing the quality share learning from SARs 
SCRs are shared to inform    of life of adults in Knowsley 
multi-agency good practice     Findings from Adults SARs, 
    Children’s SCRs and case  
    file audits are shared and  
    recommendations  
    implemented across  
    partner agencies 

Ensure there is a range of  Safeguarding Adults  Board More people understand Working collaboratively to A dedicated Safeguarding 
information and advice   what safeguarding adults is, prevent abuse and neglect website is developed and 
available about   what to do when it occurs where possible regularly updated 
safeguarding   and how to prevent it 
    The “what can you do to  
    help” booklet is reissued
    
    A quarterly safeguarding  
    newsletter is developed

    Increase in the use of  
    social media to raise  
    safeguarding issues 

    Annual User surveys show  
    that people who use  
    services and their carers  
    feel safe and that the  
    services they use have  
    made them feel safe

Develop a Quality  Quality Assurance Sub Providers are clear about The quality of services is Quality assurance group 
Assurance Framework  Group/Health Sub Group what is expected of them improving and keeping to report by exception any 
(QAF) for both health and   and required to report on people safe concerns raised through 
social care services  their position against the   the QAF and update on 
  quality standards  plans in place to address  
    any issues with providers 

Quality Assurance  Quality Assurance Sub The Board is aware of poor The quality of services is Quality assurance group 
Dashboard to be reported Group or deteriorating quality and improving and keeping to report by exception any 
to Board by exception  can be assured there are  people safe concerns raised through 
  actions in place to address   the QAF and update on  
    plans in place to address  
    any issues with providers

Develop a multi agency  Safeguarding Adults Board All organisations in the Safeguarding practice is A workforce development 
workforce development   statutory, independent,  continuously improving strategy is in place and 
strategy      voluntary and community  and enhancing the quality progress on actions and 
  sectors have a competent  of life of adults in Knowsley milestones is reported to 
  and skilled workforce which   the Board 
  understands and works  Ensuring agencies and  
  within the Safeguarding  individuals give timely and 
  Board’s Policy and  proportionate responses 
  Procedures when abuse or neglect
   have occurred
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