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MEETING HIGHLIGHTS 
 

Meeting date: Thursday 28 March 2019 

 

MEAM (Making Every Adult Matter) – Update 
Surrey Police attended with colleagues from Public Health and also an expert by experience 
to give an update on the MEAM project in Surrey. 
MEAM is a collaboration between national charities formed to help local areas design and 
deliver better coordinated services for adults who are experiencing multiple disadvantage. Its 
Aim is to help those who are multiple disadvantaged and experiencing several problems at 
the same time who have experienced ineffective contact with services and live chaotic lives. 
MEAM is being used by partnerships of statutory and voluntary agencies in 33 local areas 
across England, with pilots taking place during 2010-2013. Following funding from the big 
lottery fund, development of the MEAM approach and the fulfilling lives was launched. These 
saw a 44% improvement in outcomes and 23% reduction in service use costs. 
 

Adult Safeguarding Arrangements in the GP practices  
Safeguarding Adults (Primary Care) Project Manager at Guildford and Waverley CCG, 
attended to give a presentation on the primary care project that has been running. 
 
Project Aims: 

1. To evidence that primary care has robust safeguarding arrangements in place, 
identify areas requiring development and provide support as necessary. 

2. To develop, support and maintain systems to protect vulnerable adults at risk from 
abuse or neglect across Surrey and West Kent. 

3. To raise the profile of adult safeguarding and help bring up the standards to that of 
Child safeguarding. 

 
There was good evidence of meeting the project aims and the improvements made across 
Primary Care in Surrey 
 
Healthwatch Audit Proposal 
Chief Executive of Healthwatch Surrey, attended to discuss the proposal for a study to 
understand people’s experience of being the subject of a safeguarding enquiry so that real 
experiences could be used to improve the agency responses to the enquiry. 
 
SSAB Member Support 
The chair highlighted the importance of board member support, in taking actions and 

delivering on behalf of SAB. 

 
Community Attendance at SSAB 
Community attendance at the board was discussed and possible options for better user 

involvement recommended to be actioned.  
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SECAmb update 
The board was updated on the progress of their action plan. 
 
 
2018/19 Delivery update 
The board was updated on the progress of the current delivery plan.  
 
SSAB Strategic Plan 2019-22                             
The 2019-22 strategic plan was reviewed and agreed by all. 

GDPR  
Following discussions that have taken place at regional and national level in relation to the 
impact of GDPR on Safeguarding Adult Reviews, GDPR was discussed and next steps 
agreed.. 
 
SAR Policy 
The SAR policy was reviewed by the board with the GDPR amendments, and agreed by all. 
 
ASC Qualitative data  
Qualitative data for Adult Social Care, Mental Health and District and Borough Housing 
quality assurance information was discussed to allow the Board to get assurance and where 
gaps highlighted agree remedies for action to address 
 
SSAB Risk Register 
Items to be added to the risk register were discussed. 
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SSAB Risk Register 
The draft risk register was presented to the board members, and agreed by all. 
 
White Ribbon  

White Ribbon was discussed, as the board meeting took place during the 16 days of white 
ribbon promotion. Surrey County Council were the 2nd Local Authority to achieve 
accreditation in the country. 
 
Mendip House SAR 
The board discussed the feedback from September’s board meeting SAR review and 

learnings. 

SAR review and learnings  
The group had a 20 minute discussion, followed by 15 minutes to feedback their findings on 
the lessons identified by Suzy Braye and Michael Preston-Shoot during their review of SARs 

commissioned in London. 
 

1. What lessons can Surrey take from this case? 
2. Which agencies should take key learnings from this case and how should they ensure 

these are actioned and embedded in their organisations? 
3. How will the board get assurance that a similar case can’t happen here and what 

evidence would board members like to see to assure this? 
4. Members are asked to share this SAR and learnings within their organisations 

 
 

 

https://www.whiteribbon.org.uk/

