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Havering SAB Annual Report 2022/23 Preparation Package
Havering SAB partner agencies are asked to complete of a brief report on their safeguarding partnership activity between April 2021 and March 2022 using the table below, edited highlights of which will be included in the SAB Annual Report for 2022/23.
Please return your completed reports as soon as possible, and by Friday 26th May at the latest, to Elisabeth Major (elisabeth.major@havering.gov.uk). 

If you require any assistance with the process, please contact Elisabeth.
	Agency name


	Barking, Havering and Redbridge University  Hospitals NHS Trust (BHRUT)

	Name and designation of officer completing report


	Roisin Gavin, Named Nurse Safeguarding Adults.


	Brief statement of service as it relates to safeguarding adults.

	Barking, Havering & Redbridge University Hospitals NHS Trust (BHRUT) is an Acute Trust situated in the Northeast of London, mostly serving the Barking and Dagenham, Havering and Redbridge community.

	How well do you consider partner agencies represented on the SAB have co-operated and collaborated between April 2022 and March 2023 to progress the safeguarding adult’s agenda?
	Partners have responded well to the cost-of-living crisis: 
The following has been implemented at BHRUT: 
· Virtual marketplace - relaunching our marketplace via the new intranet (workplace) this looks like Facebook, and staff can list their items for sale or donated. 

· School uniform vouchers for new uniform, worked with local school supplier. Vouchers are valid for one year; value is £30 per child. BHRUT donated £15,000 to the initiative to support staff. 

· Regular tweets about cost-of-living support, regularly updating our current intranet so all staff can access offers. 

· Support Companion Folders - include Psychological, physical, free apps, reduced beautician, yoga, tai chi etc, financial wellbeing support including how to read payslip, contact details for banks, tips to save tax, money, salary sacrifice schemes - these are in brightly coloured folders so that staff can access in their lunch breaks etc – this is to remove a barrier of accessibility if they do not use a laptop at work, and quicker.

· The Trust works with the Trussell Trust foodbank. Help is provided to assist staff to make referrals, or they can do this confidentially 

· Wage stream - staff can borrow money from pay ahead of time for £1.75 fixed fee. · Three additional shuttle buses are provided between Queen’s Hospital (QH) and Kind George Hospital (KGH) - two run earlier and one later during the working week · Financial wellbeing days are in place. Extension on 25% discount in staff canteen at QH and KGH until 31st March 23. 

· Free menstrual products acquired from the BHRUT charity and are being trialled in bathrooms for staff to access.

 

	What collaborative activity with other SAB partner agencies has your agency participated in between April 2022 and March 2023 to progress the safeguarding adult’s agenda?
	BHRUT have successfully maintained multi-agency attendance at the following meetings:

· Safeguarding Adult Board (SAB) meetings (BHR)

· Safeguarding Adult Review (SAR) Committee meetings (BHR)

· SAB Case Review Working Groups (BHR)

· Quality & Effectiveness working group (Havering)

· Quality and Safeguarding Meeting (Havering)

· Community MARAC (Havering)

· MARAC (Havering)

	What activity has been undertaken by your agency between April 2022 and March 2023 to advance your own agency-specific safeguarding priorities?


	Bulletins were produced in line with SAR learning and current areas of development required in Safeguarding adults including. 

· Learning From a Safeguarding Maternity Case Domestic Homicide (May 2022)

· Learning from a safeguarding Adult Case: Professional curiosity (June 2022)

· Importance of Discharge Planning Meetings A SAR Recommendation (Feb 2023)

· Learning from a SAR: Ensuring patients who are unable to read and write receive good care (September 2022)

· Learning from a safeguarding Adult Case: Domestic Abuse (November 2022)
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Part of the local SAR panels learning for the Trust

· Staff awareness of the importance of literacy. A bulletin was produced and shared with the Trust via Email September 2022.  

· Encourage discharge planning meetings with complex cases or cases involving failed discharge. This is being completed in real time. For example, when a safeguarding concern is raised, advice given to the ward/ ED is to consider discharge meetings. A bulletin was produced in Feb 2023. 

· Follow up self-neglect concerns with the relevant safeguarding services if patient represents continuing to self-neglect. Level 3 training has been reviewed with a view to update self-neglect slides for the new financial year (April 2023) Self-neglect identified as a topic in safeguarding adults’ week (Nov 2022). Dedicated session with external expert speaker held to provide guidance for staff around how to engage in difficult conversations around self-neglect. Reference made to Self-neglect being a reoccurring theme in BHRUT SARs and the importance of referrals. 

· The Trust Bereavement Policy in the process of being updated as a result of a SAR recommendation.
· 7-minute briefings shared in July, August, and September 2022.

Domestic Abuse (Attending MARAC/One Panel/DHRs)

· Continued to drive for staff attendance and external domestic abuse training which is shared from the Safeguarding team. Our Safeguarding Level 3 trainings section on Domestic abuse has been strengthened.

· A new Trust WAF assessment incorporates questions around Domestic Abuse including what referrals to complete, when a safeguarding is appropriate, and actions expected when children are exposed to Domestic Abuse. 

· We have commenced placing alerts on the records of adult victims. A MARAC Alerts SOP is in progress, being completed by the Safeguarding Team. 
· Ward Accreditation Framework (assessment of ward knowledge) has been updated during Q4 and 4 questions have been added around Domestic Abuse including knowledge of IDVA/DASH/MARAC and third-party police reporting.

· Safeguarding Adults Team provide a training slot on ED “Kit Days” to discuss Domestic Abuse pathways and support in the Trust. 

· A Trust Domestic Abuse Policy for staff is currently being developed. 
· Currently BHRUT do not benefit from an in-house IDVA support. The need for IDVA in-house support was recognised as part of a Domestic Homicide Review involving a member of staff. Between November 2022 and January 2023 Redbridge provided an IDVA in house support for one morning each week to deliver training to staff around the role of the IDVA. This pilot was a positively welcomed and the Safeguarding Team are currently in conversation with Barking Domestic Abuse support services who are looking to collocate an IDVA Service in our Trust.

· There has been a steady increase in the number of MARAC referrals completed to Barking and Dagenham, Havering and Redbridge panels. The collected data so far reflects a significant improvement in awareness of referring high risk victims in comparison to Q4 2022 when no MARAC referrals were completed. 



	What activity has been undertaken by your agency between April 2022 and March 2023 to mitigate the impact of the Covid-19 pandemic on the wellbeing of adults in Havering?


	The Safeguarding Operational Group meets quarterly. Any risks associated with safeguarding vulnerable adults from abuse are discussed and escalated accordingly at this meeting.

A business continuity plan was produced during the pandemic and is reviewed annually. This ensures that there is appropriate specialist staffing to ensure the Trust can meet its responsibility to ensure the safeguarding of vulnerable adults.

	How has your agency obtained the views of adults who have experienced the safeguarding process between April 2022 and March 2023?

	The Trust Safeguarding Adults at Risk Policy identifies the requirement for staff to “Make Safeguarding Personal ", increasing staff skills and confidence in mental capacity assessment and promoting the use of advocacy services. 
The Trust’s Safeguarding Adults Concern Form includes a section on Involving the Adult at Risk.  This section asks what outcome the individual is looking for. The Trust monitor this by completing a twice annual Making Safeguarding Personal audit which is included within the Trust Safeguarding Audit Schedule. The audit includes review of consent and outcomes.
 The Ward Accreditation Framework which assesses staff knowledge incorporates a question around understanding of what it means to make safeguarding personal. Ward Accreditation Framework (WAF) contains questions relating to “Making Safeguarding Personal”. Level three training has been enhanced around person centred care and the Safeguarding Adults Team regularly visit the wards to provide extra training to improving understanding for making safeguarding personal in the WAF. 

	What activity has been undertaken by your agency between April 2022 and March 2023 to promote the better reporting of abuse and neglect?


	Working in collaboration with the Education and Workforce Development Team, the Safeguarding Team produced a week of stimulating learning events that saw participants energised about safeguarding adults and appreciating the importance of upholding the principles of safeguarding at BHRUT.  The programme was modelled on the national themes inspired by the Ann Craft Trust to help build staff confidence in recognising the signs of abuse and neglect and how to record and report concerns.  Each day of the week focused on a different safeguarding theme.  This enabled participants to explore and discuss ways of responding to contemporary safeguarding challenges.

The themes covered include:

· Exploitation and county lines

· Self-neglect

· Creating safer organisational cultures

· Elder abuse

· Domestic abuse in tech society

The programme was CPD certified to enable staff to meet their learning requirements and to maintain the professional standards for registration and qualifications.

	To what extent do you consider the SAB to have been successful between April 2022 and March 2023 in promoting community awareness of adult abuse and neglect and how to respond?

	Havering have been supportive in the delivering of safeguarding outcomes and updates of referrals. Havering have also made provision for extensive safeguarding training available externally however in terms of the overall outcome there is limited success due to unprecedented times regarding the Acute hospital Sector.
· Staff shortage and low morale post pandemic. Health and Social care staff are also affected by cost-of-living crisis. 

· Provision for support for people experiencing Mental Health and Social concerns in the Acute hospital settings. There has been an increase in A&E attendances as well as delays in discharge or expediting people to appropriate care environments. This is due to Increase in frail, elderly patients with respiratory illnesses including Covid-19 and flu waiting for care packages or care home places.

· On an average day we have up to 140 patients ready to go home, and around half of those experience delays, some due to lack of placements or due to Social Care availability for home assessments.

· Patients have been cared for in our A&E corridor.: BBC London’s health correspondent Karl Mercer recently attended A&E at Queen’s Hospital.

	To what extent do you consider the SAB to have been successful between April 2022 and March 2023 in developing partnership strategies to prevent abuse or neglect of adults in Havering?

	Implementation of the BHRUT Safeguarding Strategy. Launched in April 2021 the Safeguarding Team continues to deliver against the agreed priorities underpinned by an annual Workplan. Priorities remain focused on: 

Think Family - Promote co-ordinated thinking around families
Service User Engagement - sharing concerns with service users where appropriate

Responsive Workforce - Our staffs wellbeing will be at the forefront of all we do

Harmful Practice - Promoting the protection of service users and staff who may be at risk of harmful practices

Bridging the Gap - We are committed to supporting the care needs of vulnerable young people as they move into adulthood

Empowerment & Advocacy - Empowering patients and their families/carers to engage in decision making about their care and treatment

Learning from Practice - Empowering staff to identify learning needs and source opportunities available to them to learn

Learning disability and autism - We will work with external partners to ensure our service users with learning disabilities and autism receive excellent care and support
A full and detailed update of the implementation of this strategy will be available in the BHRUT Annual Report which is during Q2, 2023. 
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LEARNING FROM A SAFEGUARDING ADULT REVIEW (SAR)
ENSURING PATIENTS WHO ARE UNABLE TO READ AND WRITE RECEIVE GOOD CARE

DETAILS OF THE CASE

A 68 year old male presented to ED six times over a six month
period. He lived alone with no package of care but received
support with laundry, cleaning and shopping from his two
daughters. When he first presented it was recognised that he was
very unkempt and needed support with personal care in the
community. A Safeguarding referral was completed and sent to
the local authority as per usual procedure in these circumstances.
He further presented four more times with ongoing self-neglect
concerns. On his sixth admission he died from sepsis. Following
this, a Safeguarding Adult Review was initiated. His notes were
reviewed robustly and it was found that he had disclosed to a
nurse on his first presentation that he was unable to read or
write. This wasn’t explored and no further documentation found.
On one of his admissions he was asked to fill out a mini mental
state examination but he told the team that he didn’t have his
glasses so was unable to fill it out. The form was subsequently left
blank. Although this didn’t factor towards his death, a learning
opportunity has arisen.

OUTCOME FOR THE SERVICE USER

This patient unfortunately died. Being unable to read and write
did not contribute to his death but the outcome of the SAR
allowed us to identify learning points and to act upon them.

WHAT DID WE LEARN FROM THIS CASE?
* We should not assume that everyone can read and write.

* If a patient discloses information then it should be handed
over to other teams to ensure optimum patient care.

Safeguarding children and adult cases are discussed quarterly at the Trust Safeguarding Operational Group Case Study meetings
Lessons learnt are shared widely to prevent a similar incident happening again

Safeguarding

Ve

WHAT ISSUES WERE IDENTIFIED?

There was an occasion where the cognitive
assessment was omitted unnecessarily as he
stated that he did not have his glasses to
complete the form. This could have been the
case, however he could have been
embarrassed to tell another professional that
he was unable to read or write.

The fact that the patient was unable to read
or write should have been handed over
verbally by the team that recognised this to
ensure information could be relayed in a way
he could understand.

NOTABLE GOOD PRACTICE POINTS

Multiple cognitive  Assessments were
completed by staff. This allowed the patient
to mask his inability to read or write as he
wasn’t expected to fill out the questions as
the nurses completed the documentation.

The Psychiatric Liaison Team recognised

that he was unable to read or write and
documented within his notes.

&ing
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LITERACY AND ITS IMPACT ON HEALTHCARE

LITERACY
The UK is a developed nation with a well-established, state-funded education system and the two highest-ranked
universities in the world; however 1 in 5 adults living there are still functionally illiterate.

The National Literacy Trust found that a boy born in Stockton-On-Tees, an area with some of the worst illiteracy rates
in the country, had a life expectancy over 26 years shorter than a boy born at the same time in Oxford, where
illiteracy is rare. This impact on life expectancy is due in part to decreased levels of health literacy, the ability to
understand and take note of information surrounding your health, and also the impact illiteracy can have on
employment.

HEALTH LITERACY STATISTICS from the National Literacy Trust
Health literacy is about a person's ability to understand and  * 16.4% of adults in England have very poor literacy
use information to make decisions about their health. A skills
user with low health literacy will generally struggle to: * 26.7% of adults in Scotland experience challenges
due to their lack of literacy skills
* read and understand health information * 12% of adults in Wales lack basic literacy skills
* know how to act on this information * 17.9% of adults in Northern Ireland have very
* know which health services to use and when to use poor literacy skills
them.

Research shows that:

* more than 4 in 10 adults struggle with health content for
the public

* more than 6 in 10 adults struggle with health content
that includes numbers and statistics

This is because a lot of health content is written, often
unintentionally, for people with higher health literacy skills.

(Ref: NHS digital Service manual — updated February 2021)

DO’S DONT’S
. Use professional judgement/ professional curiosity . Do not assume a person can read and write
. Utilise the easy read health information . Don’t judge

. Ask questions

USEFUL LINKS
Health Education England — Improving Health Literacy
https://www.hee.nhs.uk/our-work/knowledge-library-services/improving-health-literacy

CQC - Meeting the Accessible Information Standard
https://www.cqc.org.uk/guidance-providers/meeting-accessible-information-standard

Easy Health — Accessible Health Resources
https://www.easyhealth.org.uk/




http://www.oecd.org/education/skills-beyond-school/building-skills-for-all-review-of-england.pdf

http://www.gov.scot/Resource/Doc/319174/0102005.pdf

https://gov.wales/sites/default/files/statistics-and-research/2019-01/national-survey-of-adult-skills-in-wales-2010.pdf

https://www.hee.nhs.uk/our-work/knowledge-library-services/improving-health-literacy

https://www.cqc.org.uk/guidance-providers/meeting-accessible-information-standard

https://www.easyhealth.org.uk/
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Importance of Discharge Planning Meetings
A SAR Recommendation

The purpose of a Safeguarding Adult Review (SAR) is described very

clearly in the Care Act (2014) statutory guidance as to ‘promote Safeguardlng Adults Board
effective learning and improvement action to prevent future deaths or
serious harm occurring again’. The aim is that lessons can be learned
from the case and for those lessons to be applied to future cases to
prevent similar harm re-occurring. A key finding of learning identified
in a recent SAR which was specific to BHRUT was the recommendation :
that "Discharge Planning Meetings should take place where there are Barklng & Dagenham
multiple admissions and circumstances that may be affecting the way

that assessments of need are being made.”

On 24 January 2023 a Safeguarding Adult Review was published by Barking & Dagenham titled
“William”. The report highlighted the time “William” had spent in hospital in his final six months. There
were four discharges in total, and although there were concerns raised relating to self-neglect and
readmissions, a discharge planning meeting was not considered.

Appendix 2: Hospital Admissions by Month [T
William's experiences PP p y Mont /-

William was a type 2 diabetic and had some
cardiovascular related illnesses, epilepsy and he
smoked. William saw District Nurses in his home
and had home care. He had multiple hospital
admissions for various reasons. A safeguarding
referral was made due to apparent self-neglect.
Towards the end of his life William developed two
necrotic ungradable pressure ulcers and two
category 3 and one category 4 pressure ulcers.
William subsequently died in hospital. The cause
of death was sepsis and septic shock.
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Recommendations

Ensure that there is a robust multi
agency discharge planning process for A copy of the full report can be found on:

complex cases and/or where there https://www.lbbd.gov.uk/adult-health-and-social-
have been a number of failed care/barking-and-dagenham-safeguarding-adults-
discharges. board/safeguarding-adult.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.lbbd.gov.uk%2Fadult-health-and-social-care%2Fbarking-and-dagenham-safeguarding-adults-board%2Fsafeguarding-adult&data=05%7C01%7Croisingavin%40nhs.net%7C2675f0d7222641b2a3e108daf2fa0733%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638089452910574858%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=iLFbgC5SyDOnvqCRwU0UmHtOelQ0TvTBvvh%2Fr0l3kmM%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.lbbd.gov.uk%2Fadult-health-and-social-care%2Fbarking-and-dagenham-safeguarding-adults-board%2Fsafeguarding-adult&data=05%7C01%7Croisingavin%40nhs.net%7C2675f0d7222641b2a3e108daf2fa0733%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638089452910574858%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=iLFbgC5SyDOnvqCRwU0UmHtOelQ0TvTBvvh%2Fr0l3kmM%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.lbbd.gov.uk%2Fadult-health-and-social-care%2Fbarking-and-dagenham-safeguarding-adults-board%2Fsafeguarding-adult&data=05%7C01%7Croisingavin%40nhs.net%7C2675f0d7222641b2a3e108daf2fa0733%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638089452910574858%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=iLFbgC5SyDOnvqCRwU0UmHtOelQ0TvTBvvh%2Fr0l3kmM%3D&reserved=0
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Importance of Discharge Planning Meetings
A SAR Recommendation

Discharge planning is the process by which the hospital team considers what
support might be required by the patient in the community, refers the patient to
these services, and then liaises with the services to manage the patient’s discharge.
Where a self-neglect safeguarding concern has been identified, discharge planning
should consider the risks of continued self-neglect in the community. For example,
if a patient has been non-compliant with repositioning in the hospital setting, how
will this be managed in the community?

The following services can be involved in the

discharge planning meeting where a

safeguarding concern has been identified:

* Patient

* Patient’s family/carers/advocacy

* GP

* Ward Staff (Consultant, Nurse, Discharge
Coordinator)

* Adult Social Care allocated Social Worker

* Mental Health Team

* Community support services for the patient

Discharge and Family: Health and Care Act 2022

Health and Care Act 2022: Section 91 of the Act introduced a new duty for NHS trusts and
foundation trusts to involve patients and carers (including young carers) in discharge
planning. This applies in situations where an adult patient is likely to need care and support
after their hospital discharge, and the Trust considers it appropriate to involve them or their
carers in planning their hospital discharge. The new duty states that this should be done as
soon as is feasible after the Trust begins making any plans relating to the patient’s discharge.
Under this duty, a carer is defined as an individual who provides or intends to provide care
for an adult, otherwise than by virtue of a contract or as voluntary work.

: — 1
[ ® -

Multi-disciplinary discharge teams should
work together when discharging people
to manage risk carefully as people may
be discharged onto pathways which
result in care being over-prescribed; and
at the other end, individuals may not
receive the care and support they need
to recover. Any onward care providers
should be included early in the person’s
discharge planning. This allows more
time for local capacity to be managed
and suitable support to be put in place.

&inp

athways found up to 54
of people were discharged
to a setting where the
levels of care were not \

suitable for their needs. ||

(Reference:
https://reducingdtoc.com
/People-first-manage-
vhat-matters.pdf)




https://reducingdtoc.com/People-first-manage-what-matters.pdf

https://reducingdtoc.com/People-first-manage-what-matters.pdf
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.y, LEARNING FROM A SAFEGUARDING ADULT CASE pis

PROFESSIONAL CURIOUSITY

S

Safeguarding children and adult cases are discussed quarterly at the Trust Safeguarding Operational Group Case Study
meetings. Lessons learnt are shared widely to prevent a similar incident happening again

DETAILS OF THE CASE

A 30yr old male ‘Tom’ (pseudonym) presented to the Emergency
Department (ED) with a deep laceration injury to the left upper
arm caused by a broken glass. He was referred for surgery. Post-
operatively, Tom informed a Theatre Nurse that he had sustained
the injury after an assault by his father. Staff considered
safeguarding but as he had no care and support needs a
safeguarding referral was not completed and he was discharged
from the hospital. An incident report was completed due to the
assault.

On receipt of the incident details, the Safeguarding Team
contacted the ED Safeguarding Nurse Adviser who reviewed the
triage notes and contacted the patient. He was happy to talk about
the context of the assault - he said he lives in Wales and was
visiting his parents in Redbridge, accompanied by his partner and
2yr old daughter. There was an argument and his father became
angry before hitting him with a glass. Tom did not want to report
the incident to the Police. He said his partner and child had both
returned to Wales and he was returning there shortly. He said his
father had no mental health issues or dementia and had not been
drinking when the incident occurred. Tom was asked about his and
his mother’s safety and at that point he suggested the Nurse talk
to his mother who came to the phone. Following a sensitive
enquiry she disclosed domestic violence (DV) by her husband. The
Nurse gave her information about local DV support and safety
advice, including to call 999 and leave her property if she felt
threatened. She said her adult children were aware and had given
her this advice also. The case was discussed with the Named
Nurse, Safeguarding Children. The decision was that as the child
was no longer in the property and lives in Wales no further actions
were required.

STEPS THAT WERE TAKEN

* Incident report completed regarding assault

* Safeguarding considered for patient

* Police involvement offered

* Safeguarding considered for child

* Professional curiosity re potential DV by father to mother

WHAT DID WE LEARN FROM THIS CASE?

* The importance of professional curiosity
* ‘Think family’ - consider context of incidents and potential safeguarding concerns N
* Provide advice and information where a disclosure of DV is made )= 4

NOTABLE GOOD PRACTICE POINTS

Professional curiosity arising from incident
report

‘Think family’ took place

Safeguarding of child considered

Sensitive but confident enquiry made with
patient and mother regarding DV

Use of empathy to build rapport and
support disclosure of DV

Provision of DV support and information
Potential acute concerns regarding mental
health of father considered

Professional Curiosity

(!

Ly |

WHAT ISSUES WERE IDENTIFIED?

Assault sustained by family member

DV within marriage of patient’s parents
Context of assault found to have involved
child - further enquiries necessary

OUTCOME FOR THE SERVICE USER

Injury treated

Safeguarding of Tom’s child considered
Support for Tom’s mother with DV
Sensitive but thorough approach by
Safeguarding to a complex family situation
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PROFESSIONAL CURIOUSITY?

WHAT IS PROFESSIONAL CURIOUSITY?

> Professional curiosity is a concept which has been recognised as important in the area of safeguarding children for
many years. More recently however, Safeguarding Adult Reviews have highlighted a similar need for professional
curiosity in safeguarding adults with care and support needs (Braye et al 2014; Preston-Shoot 2017). A lack of
professional curiosity can lead to missed opportunities to identify less obvious indicators of vulnerability or
significant harm. It is sometimes described as being ‘respectfully uncertain’.

> Professional curiosity is a combination of looking, listening, asking direct questions, checking out and reflecting on
information received. It is sometimes about asking more, using proactive questioning and challenge when you
have concerns. It is about not always taking things at face value.

> For example, a professionally curious health professional who is treating someone for physical injuries would also
question why these injuries have been sustained and assess the person’s wider appearance and behaviour - do
they seem distressed? Are they reluctant to say how they received their injuries? Do they seem to be hiding
something? Is there anything about them that raises concerns or suspicions?

> Think vulnerability and exploitation - Think family, be actively aware of how anyone you come across may be
vulnerable and could be experiencing exploitation, including family.

WILL IT MEAN EXTRA WORK FOR ME?
If you apply a 'tick box' approach to completing assessments or consultations then it may require you to take more
time to be curious and ask questions, where you have concerns.

BARRIERS TO USING PROFESSIONAL CURIOUSITY

Normalisation

When ideas and actions come to be seen as 'normal’ they cease e

to be questioned and are therefore not recognised or assessed J—— \

as potential risks. C U Ri OS i TY :

Confirmation bias
Looking for evidence that supports or confirms a pre-held view
and ignores contrary information that refutes them.

Professional deference
The tendency to always automatically defer to the opinion of a ‘higher status’ professional, even when in possession
of additional information that may be relevant when considering safeguarding issues.

The ‘rule of optimism’
The ‘rule of optimism’ is a dynamic in which professionals can tend to rationalise away new or escalating risks despite
clear evidence to the contrary.

Accumulating risk - seeing the whole picture
When professionals respond to each situation or new risk separately, rather than assessing information within the
context of the whole person, or looking at the cumulative effect of a series of incidents and information.

‘Knowing but not knowing’
Having a sense that something is not right but not knowing exactly what - so it is difficult to grasp the problem and
take action.

&y
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LEARNING FROM A SAFEGUARDING ADULT CASE
DOMESTIC ABUSE
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DETAILS OF THE CASE

A lady, who spoke very limited English, presented to ED stating that
she had been assaulted by her partner. She was intoxicated and said
her partner was also intoxicated at the time of the incident. She told
the staff that she had not left her property in two years and had been
bedbound due to her ‘legs not working’. She had no recourse to
public funds and her partner paid the rent and all of the bills. The
patient was admitted to hospital for further medical investigations
and safeguarding concerns. She was an inpatient for a total of 27
days. A referral to IDVA (Independent Domestic Violence Advocate)
was completed as well as a referral to the high risk domestic abuse
panel, MARAC (Multi Agency Risk Assessment Conference). Whilst in
hospital, a social worker was allocated to facilitate a safe discharge.
The patient was offered accommodation, however we accepted her
decision to refuse this.

STEPS THAT WERE TAKEN
* Domestic Violence was identified and patient brought into ED by
police.

* Interpreter established and patient’s voice listened to.

* IDVA & MARAC referrals completed.

e Social worker allocated.

e MCA completed and patient’s capacity to make decisions
established.

e Duty to refer completed.

WHAT ISSUES WERE IDENTIFIED?

* Patient was isolated and had no support network in the UK.

* Elements of coercion and control were possibly taking place.

* The challenge of unwise decisions.

* This patient spoke very minimal English. When the social worker
came to the ward to see her there had to be an interpreter there.
On some occasions this did not happen so the social worker was
unable to communicate with the patient.

* Due to being from overseas, the patient was not entitled to
funding for refuge or housing. There a very few refuges that take
victims with ‘No Recourse to Public Funds’.

WHAT DID WE LEARN FROM THIS CASE?

This case highlights the importance of looking at a patient holistically.
In this case good practice was demonstrated in that the staff looked
at the patient holistically and saw that she was in a vulnerable
situation, was at high risk of repeat abuse and had care and support
needs.

Safeguarding children and adult cases are discussed quarterly at the Trust Safeguarding Operational Group meetings
Lessons learnt are shared widely to prevent a similar incident happening again

Safeguarding

Ve

NOTABLE GOOD PRACTICE POINTS

Staff ensured the patient was seen on her own and
worked collaboratively with police, facilitating a safe
environment for the patient to disclose abuse.

Staff listened carefully to the patient’s story,
recognising signs of coercion and control.

There is clear evidence that staff made safeguarding
personal and asked the patient their desired wishes
and outcomes from a safeguarding referral.

Staff provided appropriate advice and support by
referring the patient to Victim Support and provided
contact details for Refuge Services.

Unwise decisions can make staff feel anxious about
ensuring patient safety, however staff provided the
patient with various contact details for support
networks, should the patient change her mind after
discharge.

OUTCOME FOR THE SERVICE USER
When the patient was ready for discharge staff gave
her numbers for refuge services, however the patient
made the decision to return home to her partner due
to no accommodation being found for her.

We must remember that a ‘Victim/survivor of Domestic
Abuse will leave the relationship on average 7 times
before they stay away for good’ (Refuge).
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MARAC & IDVA REFERRALS AND
3RD PARTY POLICE REPORTING

WHAT IS A MARAC?

A Multi-Agency Risk Assessment Conference (MARAC) is a local meeting where representatives from statutory and non-statutory
agencies meet to discuss individuals at high risk of serious harm or murder as a result of domestic abuse. The meeting is chaired
by the Police and provides a safe environment for agencies to share relevant and proportionate information about current risk,
after which the Chair will summarise risks and ask agencies to volunteer actions to reduce risk and increase safety. Each case
should take between 12 and 15 minutes from start to finish. The primary focus of the MARAC is to safeguard the adult victim and
their children. Through MARAC, links with other agencies are established to safeguard children and manage the behaviour of the
perpetrator. At the heart of the MARAC is the working assumption that no single agency or individual can see the complete
picture of the life of a victim, but all may have insights that are crucial to their safety.

Ensuring that the victim is supported throughout, and their needs represented at the MARAC
is crucial to managing risk, improving and maintaining safety and reducing repeat

A < S//L e
: OR victimisation.
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REFERRING TO MARAC
Information of how to refer into the local Tri-Borough MARAC can be found on the Intranet along with the Domestic Abuse,
Stalking and Honour Based Violence Risk Identification Checklist (DASH RIC) tool. This tool is used to assess risk for victims of
domestic abuse. It is the recognised assessment tool for the MARAC process and should be used whenever there is a disclosure
or identification of domestic abuse. The DASH RIC should be of the victim’s perception of their own risk not the referrer’s
opinion. When submitting referrals with the victims consent the RIC must be completed.

Referral quality is crucial. Poor quality referrals cause significant delays in managing the victim's risk and allocating support.
Referrals of poor quality also risk the case not being heard and therefore we could be missing critical risk management
opportunities.

WHAT IS AN INDEPENDENT DOMESTIC VIOLENCE ADVISOR (IDVA)?
The main purpose of independent domestic violence advisors (IDVA) is to address the safety of victims
at high risk of harm from intimate partners, ex-partners or family members to secure their safety and
the safety of their children. Serving as a victim’s primary point of contact, IDVAs normally work with
their clients from the point of crisis to assess the level of risk, discuss the range of suitable options and i ;
develop safety plans. They are pro-active in implementing the plans, which address immediate safety, R .
including practical steps to protect themselves and their children, as well as longer-term solutions. 'Y ‘
These plans will include actions from the MARAC as well as sanctions and remedies available through the criminal and civil courts,
housing options and services available through other organisations. IDVAs support and work over the short to medium-term to
put them on the path to long-term safety. They receive specialist accredited training and hold a nationally recognised
qualification. (SafeLives)

REFERRING TO IDVA
In the first instance consent from the victim needs to be sought. Staff can either signpost victims or support victims with
completing referrals into IDVA services. Information of how to refer to the local Tri-Borough IDVAs can be found on the Intranet.
There are also posters around the hospital, mainly in patient and staff toilets, with numbers for victims to self refer to.

3RD PARTY POLICE REPORTING OF DOMESTIC ABUSE

Third party reporting is where an individual or body other than the victim reports a crime to the police. It ensures police can
effectively manage risk. Under the GDPR and Data Protection Act 2018, there is a high standard for consent. However, you often
won’t need consent. Consent means offering individuals real choice and control. Genuine consent should put individuals in
charge, build trust and engagement, and enhance your professional relationship. If you have assessed a victim of abuse to be at
high risk of serious harm or homicide (i.e meeting the MARAC threshold) then you will have grounds for sharing information in
law. This therefore means that that individual does not have choice and is not in control of information sharing (Safelives, 2018).
If the victim is in immediate risk of harm, then you will need to call 999. If a victim has disclosed a crime that occurred recently or
is historic then the professional should report this by either calling 101 or complete an online form.

Ging
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Domestic Homicide

Details Of The Case
On 12th November 2018 there was a domestic violence homicide in a local
borough. This tragic incident saw the death of a woman booked at BHRUT

(from now on referred to Mrs X). Mrs X was pregnant with her sixth child,

three of her children were from a previous marriage, aged between 12 to
18. Mrs X was happily married and lived with her current husband with
whom she had two children aged 4 and 1. She booked with BHRUT in May
2018, and was close to a delivery date when she was fatally shot with a
bow and arrow, in her own home. Her ex husband had managed to gain
access to the couple’s garden shed and hid there until he then stepped
out, chased Mrs X into the house and shot her as she tried to run away.
Mrs X was airlifted to a trauma centre in London, where she was conscious
and able to disclose that it was her ex husband who had shot her.
Unfortunately, once in the operating theatre, the injuries proved to be so
severe that Mrs X died. The baby was born in a poor condition but
eventually recovered and was returned to the care of the father. Her ex-
husband was arrested and has since been charged with her murder,
presently awaiting trial. This incident was reviewed by the Havering
Domestic Homicide Review Panel.

History Of Previous Pregnancies

Mrs X booked a pregnancy at Queen’s Hospital in 2013, she was married to
her first husband. The mother disclosed history of domestic violence from
ex-partner. A Children and Family assessment (C&F) was completed but
during the assessment she denied any fear of him. No further action was
taken by Social Care. Mrs X divorced and remarried, and eventually
delivered 2 more babies at Queen’s in 2014 and 2017- BHRUT records did
not identify domestic abuse during these two pregnancies. Mrs X booked
her final pregnancy in 2018, the routine DV questions were asked:

° Is everything ok at home?

° Has your partner or someone close to ever scared, frightened or
threatened you?

° Do you feel controlled or isolated by your partner or someone close
to you?

° Has your partner or someone close to you ever physically hurt you?

The booking was unremarkable and at the time of booking Mrs X reported
no concerns surrounding domestic abuse.

Pregnancy can be a trigger for
domestic abuse, and existing abuse
may get worse during pregnancy or
after giving birth.

30% of Domestic Violence Starts in Pregnancy

Safeguarding Children, Adults and Learning Disability cases are discussed quarterly
at the Trust’s Safeguarding Operational Group Case Study meetings
Lessons learnt are shared widely to prevent a similar incident happening again.

Safeguarding

Notable Good Practice Points

During each pregnancy it
was noted that Mrs X was
asked question
surrounding domestic
abuse.

All women are asked
questions around a abuse
at booking.

The question incorporate
familial and peer abuse
and is not solely directed
towards intimate partners.
In Mrs X’s pregnancy in
2013 a risk was identified
and appropriate action
was taken.

What did we Learn from the
Case?

Importance of professional
curiosity and using the
routine questions as a
guide and exploring
concerns related to DV
from previous partners,
especially when there are
children form previous
relationship.

Importance of clear and
precise documentation.
Importance of Time To Talk
(TTT) for every pregnancy
booking and revisiting if
unable to complete at
initial appointment.

— L Cutbee
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Domestic Homicide Reviews
Domestic Homicide Reviews (DHRs) were established on a statutory basis under section 9 of the Domestic
Violence, Crime and Victims Act (2004). This provision came into force on 13 April 2011.

The purpose of a DHR is to:

* Establish what lessons are to be learned from the DHR regarding the way in which local professionals and
organisations work individually and together to safeguard victims.

* |dentify clearly what those lessons are both within and between agencies, how and within what
timescales they will be acted on, and what is expected to change as a result.

* Apply these lessons to service responses including changes to policies and procedures as appropriate.

* Prevent domestic violence homicide and improve service responses for all domestic violence victims and
their children through improved intra and inter-agency working.

* DHRs are not inquiries into how the victim died or into who is culpable; that is a matter for coroners and
criminal courts, respectively, to determine as appropriate.

The review process is to ensure agencies are responding appropriately to victims of domestic violence by
offering and putting in place appropriate support mechanisms, procedures, resources and interventions
with an aim to avoid future incidents of domestic homicide and violence.

Key findings from analysis of Domestic Homicide Reviews Globally as many as 38% of all murders
September 2021 of women are committed by intimate
Key information from 124 DHRs which were reviewed by the partners (WHO, 2022)

Home Office quality assurance process for the 12 months from
October 2019:

* The age of victims was from under 18 to 94 (the average was
41 years old). The oldest perpetrator was aged 89, and the
average age was 40).

* Eighty percent of the victims were female and 20% were
male. For perpetrators, 83% were male and 17% female.

Domestic Abuse will affect 1 in 4 women

* Sixty-one percent of victims had a vulnerability, with 34% and 1in 6 men in their lifetime
having one vulnerability and 27% having more than one. On an average, this leads to two women

* Forty-six percent of the victims had been the target of a  Peing murdered each week and 30 men
perpetrator previously, almost always their previous partner. peryear.

* In 64% of the DHRs aggravating factors were identified, with ° There were 362 dor‘nest'ic homicides
coercive control being the most common. recorded by the police in the three-

year period between year ending

* Seventy-one percent of the perpetrators were considered to March 2018 and year ending March

have a vulnerability and the most common were: illicit drug 2020.

use, mental ill-health, and problematic alcohol use. « Of the 362 homicides, 214 were
* Approximately 60% of perpetrators were indicated to have a female victims who were killed by a

previous offending history. Of these three quarters had partner or ex-partner. In contrast 33

abused previous partners and one third family members. This were male victims who were killed by

includes a small proportion who had abused both previous a partner or ex-partner.

partners and family members. * The remaining 115 were victims killed

by a suspect in a family category.

— Ssi——







