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Glossary 

Abuse A violation of an individual’s human and civil rights by any other person(s). It may involve a single or repeated act or omission, occurring within a personal or closed relationship where there is an expectation of trust, which causes harm to a vulnerable adult.

Achieving best evidence interview

Where an adult is considered to be a vulnerable witness acknowledged by the Youth Justice and Criminal Evidence Act 1999, access to special measures in a law court may be applied for. One special measure which is available in Crown Courts and being introduced in Magistrates Courts is a video statement acceptable as evidence. Screens and video links may also be used to give live evidence in court.

Adult The person over 18 years of age who has been abused and requires protection, the subject of the abuse (referred to as the victim in some literature).

Advocate A person who empowers individuals to articulate their views themselves, or through a competent and independent voice. (See also Independent Mental Capacity Advocate.)

Advance decision to refuse treatment: A decision to refuse specified treatment made in advance by a person who has capacity to do so. This decision will then apply at a future time when that person lacks capacity to consent to, or refuse, the specified treatment. Specific rules apply to advance decisions to refuse life sustaining treatment.

Alert The passing on of concerns of suspected or alleged abuse to a person identified as responsible for reporting such incidents.

Allegation An allegation is an assertion as fact by the vulnerable adult, or other person that the vulnerable adult is or has been a victim of abuse.

This usually includes a statement regarding an alleged perpetrator.

Best interest’s assessment An assessment, for the purpose of the deprivation of liberty safeguards, of whether deprivation of liberty is in a detained person’s best interests, is necessary to prevent harm to the person and is a proportionate response to the likelihood and seriousness of that harm.

Carer Someone who helps a relative, friend or neighbour so that they can live as independently as possible in their own home. A carer would normally be unpaid and considered as a vulnerable adult in relation to their caring role and may take the opportunity of a carer’s assessment. A carer may be the subject of safeguarding procedures.

Case conference A Case Conference will always involve the vulnerable adult (where possible) and will seek to ensure appropriate intervention. A case conference will complete and close the investigation and agree protection plans.

Consent The voluntary and continuing permission of the adult to agree to a course of action or inaction based on adequate knowledge of the purpose, nature, likely effects and risks of the proposed action/inaction including the likelihood of its success and any alterations to it.

Court of Protection The specialist court for all issues relating to people who lack capacity to make specific decisions.

Deputy Someone appointed by the Court of Protection with ongoing legal authority, as prescribed by the Court, to make decisions on behalf of a person who lacks capacity to make particular decisions.

Disclosure Action by the adult to communicate that abuse has occurred. Disclosure may be direct, or may take the form of odd hints or veiled comments.

Duty of care Involves taking reasonable care to avoid acts or omissions which are likely to cause harm to another person. Failure to act as a reasonable carer would have done is therefore in breach of the duty of care owed to the other person.

Incident An occurrence or event that gives rise to a concern or allegation.

Investigation The action and process of gathering information which will inform decisions on action necessary to protect and support the adult and other persons involved.

Investigating Officer

The designated employee who is deployed to undertake the investigation.

Investigating Team Manager

The person who is responsible for the work of the Investigating Officer and the investigation overall.

Lasting Power of Attorney A Power of Attorney created under the Mental Capacity Act 2005 appointing an attorney (donee), or attorneys, to make decisions about the donor’s personal welfare, including health care, and/or deal with the donor’s property and affairs.

Managing authority The person or body with management responsibility for the hospital or care home in which a person is, or may become, deprived of their liberty.

Alleged Perpetrator

A person thought to be the abuser. The term is used when there is evidence to substantiate that view.

Protection plan 

Contains the recommended action and key tasks required to be carried out, and the agencies responsible for ensuring these tasks are carried out.

Referral 

The report prepared by the person with concerns or information about alleged abuse which is sent to the manager or officer investigating to enable decisions about further action to be taken.

Reporting

Referring on information of suspected or alleged abuse to a person with responsibility for investigating the abuse.

Significant harm Ill-treatment (including sexual abuse and forms of ill-treatment that are not physical), the impairment of, or an avoidable deterioration in, physical or mental health, and the impairment of physical, emotional, social or behavioural development. Ill treatment or wilful neglect is an offence under the Mental Capacity Act 2005.

Strategy meeting and discussion

A multi-agency meeting involving key agencies to share information and plan jointly how to carry out the Investigation. The purpose of a strategy meeting is to effectively plan and coordinate an action or investigation once it is agreed that there is reasonable grounds for concern.

Supervisory body A primary care trust, local authority, Welsh Ministers or a local health board that is responsible for considering a deprivation of liberty request received from a managing authority, commissioning the statutory assessments and, where all the assessments agree, authorising deprivation of liberty.

Vulnerable adult Refers to any person aged 18 years and over who is or may be in need of community care services by reason of mental, physical or learning disability, age or illness and who is or may be unable to take care of him/herself or unable to protect him/herself against significant harm or serious exploitation which may be occasioned by actions or inactions of other people. Since the publication of Safeguarding Adults in 2005 the range of people considered to be vulnerable has been widened to include, people encountering domestic violence, substance misusers, asylum seekers, etc.

Witness A person who sees or suffers from an act of abuse or evidence there of.
1. Introduction

This guidance underpins the Manchester Safeguarding Adults Board Multi-agency Policy and is intended to support and inform practitioners in their work to safeguard adults at risk of abuse or mistreatment.

1.1 Manchester Safeguarding Adults Board Multi-agency Policy

The Multi-Agency policy is a response to the publication of No Secrets, a document from the Department of Health that aimed to create a partnership within which responsibility for safeguarding adults is shared between agencies.

The aim of the Multi-agency policy is to:

‘Develop greater awareness, responding effectively and working together to minimise the possibility of abuse’.

‘Create a more alert and responsive culture across the city, providing increased safety for those who need it most’.

In Manchester we have been striving to achieve this by: 

· Increased training for council and partner agencies. This will assist staff, with responsibility for the protection of vulnerable adults, to be able to identify abuse and support the victims by offering a consistent and effective response.
· Collecting data so that the extent of work being undertaken is highlighted and we can monitor the effectiveness of interventions.
·  Raising awareness amongst vulnerable adults, carers, paid staff, members of the community etc…
· Working with customers in a way that empowers them, gives them a true voice, listens to their views and doesn’t treat them like children.
· Taking into consideration the principles of the Mental Capacity Act, assuming capacity unless there are clear reasons why this is not the case.
1.2 Key reference documents and safeguarding publications

No Secrets

“No Secrets” 2000, tasks Local Authority Social Services departments with the responsibility for coordinating the development and implementation of the policy. It also recommends that all relevant commissioners and providers of health and social services, and regulatory authorities such as criminal justice work together in partnership. They should work in collaboration with all agencies in the public, private and voluntary sectors and in consultation with service users and their carers, to ensure appropriate policies, procedures and practices are in place and implemented locally.

As well as ‘No Secrets’ 2000 there are a number of publications that feed into the  framework for addressing issues within Safeguarding Vulnerable Adults. These are:

· National service frameworks for Older People, Mental Health and Long Term Conditions.

· Valuing People Now – a three year strategy for people with learning disabilities 2009.

· Mencap- Death by Indifference, 2007.

· Our health, our care, our say.

· Protecting the vulnerable, The Bournewood Consultation – superseded by MCA, MHA plus DOLS code of practice

· Care Standards Act 2000

· ADSS- Protocol for inter authority investigations of vulnerable adult abuse 2004.

· ISA vetting and Barring Scheme

· Best Practice guidance

· Mental Capacity Act 2005

· NHS and Community Care Act 1990

· Data Protection Act

· Information Sharing: Guidance for practitioners and managers ISBN: 978-1-84775-273-4

· Safeguarding Children regulations/legislation

2. Signs and Symptoms of Abuse (this is not an exhaustive list)
	Physical abuse
	· Unexplained signs of injury such as bruises, welts, or scars, especially if they appear symmetrically on two sides of the body 

· Broken bones, sprains, or dislocations 

· Report of drug overdose or apparent failure to take medication regularly (a prescription has more remaining than it should) 

· Broken glasses  

· Signs of being restrained, such as rope marks on wrists 

· Carer’s refusal to allow you to see the customer alone 

· Behaviour – the person appears afraid, flinches on proximity etc.

	Emotional abuse
	· Threatening, belittling, or controlling carer, behaviour that you witness 

· Behaviour such as rocking, sucking, or mumbling to oneself.

	Sexual abuse
	· Bruises around breasts or genitals 

· Unexplained venereal disease or genital infections 

· Unexplained vaginal or anal bleeding 

· Torn, stained, or bloody underclothing 

	Neglect 
	· Unusual weight loss, malnutrition, dehydration 

· Untreated physical problems, such as bed sores 

· Unsanitary living conditions: dirt, bugs, soiled bedding and clothes 

· Being left dirty or unwashed 

· Unsuitable clothing or covering for the weather 

· Desertion of the customer in a public place 

	Financial 


	· Significant withdrawals from the person’s accounts 

· Suspicious changes in wills, power of attorney, titles, and policies 

· Addition of names to the person’s signature card 

· Financial activity the person couldn’t have carried out such as an ATM withdrawal when the account holder is bedridden 

· Unnecessary services, goods, or subscriptions

	Discriminatory
	· The person is subjected to racist, sexist, homophobic and ageist abuse

· Their carers do not allow them to attend their chosen place of worship. 

	Institutional
	· Lack of care plans

· Unnatural clinical cleanliness with restrictions to ensure this

· Rigid and fixed visiting hours

· Lack of flexibility and choice of getting up or going to bed

· Lack of consultation about meals, snacks and drinks.


3. Reporting an alert

Alert refers to a concern, disclosure or suspicion that a person is being abused

A concern may be a suspicion or allegation of abuse.

A disclosure is information about possible abuse received from a person themselves or someone else on their behalf.

Alerts should be referred to either

Manchester City Council Adult Social Care Contact Centre

Tel: 0161 255 8250

Or if a crime is suspected, to the police

3.1 WHAT TO DO

a. Make sure the person is safe – this may mean calling emergency

services if the person is in danger or requires medical treatment

b. Inform your line manager or someone more senior if the allegation is

about your line manager

c. Record all immediate actions taken as soon as practicable.

d. Preserve any evidence i.e. do not destroy or disturb any articles that could

be used as evidence

3.2 HOW TO RESPOND

a. If someone discloses abuse to you, respond sensitively and pass the information straight away to your line manager, unless you think they may be implicated in the abuse.

b. If you are concerned about the response your manager might make or you think they are implicated, contact Adult Social Care on 0161 255 8250 or the police directly.

c. If you witness or suspect abuse by another member of staff/manager/ professional, you have a duty to report your concerns. This is irrespective of the person’s status, job title, pay grade, profession or authority over others. Report your concerns to a senior manager in your agency. Under the whistle blowing procedures for your agency, workers using this procedure should receive support/protection from their employer

d. If you are concerned that a vulnerable adult may have abused another vulnerable adult, these Safeguarding Procedures still apply.

The intention or responsibility or mental capacity of the service user is not the issue – the abusive behaviour is. 

You have a duty to report it.

In every case of alleged abuse you must make a referral within 24 hours.

The duty to act applies equally to referrals made anonymously. 
If you are unsure what to do and need advice you can contact the Safeguarding Adults team on 0161 273 2016. All reports will be investigated sensitively.
4. Safeguarding Adults Investigative Process

5. Information Gathering

Information suggesting that abuse may have occurred can come from a variety of sources, for example, from the person who is abused, a concerned relative, or a member of staff. It may come in the form of a complaint, it may be an expression of concern, or it may come to light during a needs assessment. Referrals may also be made anonymously.
In all cases it is essential that the Contact Centre is notified within 24 hours of receiving the initial information.

Is urgent action needed?
If the answer is YES - Take appropriate emergency action. 

Consider: Has a crime been committed? Do you need to preserve evidence? If so, support the customer to avoid having a drink/bath/washing clothing/bedding if any of these actions could contaminate evidence.

Does the service user need medical attention? Is the service user in immediate physical danger? – If so call 999!

If the answer is NO - Inform Team manager (or equivalent) who decides whether it is a safeguarding issue. If it is not, consider: does the person want to make a complaint? Does the Contracts section need to be notified? Does the person need a (re)assessment of their needs? 

Make sure that you inform the referrer about this outcome.

If this is confirmed as a safeguarding referral the safeguarding procedures must be instigated.

Once you are satisfied that the person is safe:

· Inform Team manager of referral.

· Liaise with police/CQC/Contracts/Placing Authority/other funding stream where appropriate, to notify them that a safeguarding referral has been made.

· Make sure you have all the initial information i.e.

What are the allegations being made? When did the alleged abuse take place? Where did it take place? Who witnessed or suspected the alleged abuse? Who is the alleged perpetrator? Are there any safeguarding children issues?

INVESTIGATING OFFICER TO COMPLETE SAFEGUARDING FORM 1 WITHIN 24 HRS OF RECEIVING THE ORIGINAL REFERRAL
6. Planning the Investigation

The following processes will need to be co-ordinated and managed, in parallel where necessary:

· investigation of the complaint/allegation;

· assessment and care planning for the vulnerable person who has been abused

· support for the family

· action with regard to criminal proceedings;

· action by employers, such as, suspension, disciplinary proceedings, use of complaints and grievance procedures, and action to remove

the perpetrator from the professional register;

· arrangements for treatment, or care of the abuser/family/carers, as appropriate; and

· consideration of the implications relating to regulation, inspection and

contract monitoring.’ (No Secrets)

The team manager (or equivalent) receiving the referral will be responsible for coordinating the investigation. 

‘A properly co-ordinated joint investigation will achieve more than a series of separate investigations. It will ensure that evidence is shared, repeated interviewing is avoided and will cause less distress for the person who may have suffered abuse’ (No Secrets).

Achieving genuine partnership working between professionals is the key to an effective investigation. The Independent Long care inquiry noted that: “There have to be agreements on lead responsibilities, specific tasks, co-operation, communication and the best use of skill. Those interagency arrangements must be in place so that they can be activated quickly when needed. However, no individual agency’s statutory responsibility can be delegated to another. Each agency must act in accordance with its duty when it is satisfied that the action is appropriate. 

Where an allegation is against a paid carer, consideration should be given to conducting a joint investigation with the provider manager. This can minimise the need for the person at the centre of the investigation to be questioned on the same issues by different people, and can ensure that safeguarding processes and disciplinary procedures can run concurrently.

The investigating officer/s will be agreed by the team manager. Consideration should be given as to whether the case requires a qualified social worker to lead the investigation. This may be particularly relevant where there is the potential for court proceedings at a later date. Alternatively it may be appropriate for a social worker to work jointly with others involved in safeguarding investigations. 

In Manchester Learning Disability Partnership and Manchester Mental Health and Social Care Trust the investigation should be led by an appropriately qualified professional trained in investigating allegations of abuse.

Throughout the investigation it is essential to keep the person who has allegedly been abused at the centre of the process, respecting their wishes and feelings.

7. Police Consultation

7.1 Consent 

In all cases staff should attempt to obtain the consent of the person before calling the police. This is not always appropriate and the requirement to obtain consent may be overridden or dispensed with, depending on the following points:

· The seriousness of the incident

· The risk to other people

· The capacity of the person to make the decision

Where a person refuses to allow contact with the police, an assessment as to what would be in the best interests of the person and/or other vulnerable adults or children must be made and recorded. This should involve consideration of referral to Victim Support Services – people who have been abused need to be aware that this service accepts self referrals.
7.2 Early involvement of the police may have benefits

· Early referral or consultation with the police will enable them to establish whether a criminal act has been committed and this will give them the opportunity to determine if, and at what stage, they need to become involved.

· Police officers are skilled in investigating and interviewing and their early involvement may prevent the abused adult being interviewed unnecessarily on subsequent occasions

· Police investigations should proceed alongside those dealing with health and social care issues.

· Inappropriately alerting dangerous carers can leave vulnerable people unprotected and at risk
Where it is suspected a crime has been committed it is essential to consult with the police. Referrals should be made in writing via the dedicated contact point in each police division. This system ensures an immediate assessment by dedicated staff. 

Referrals to the police should be made in writing, using Safeguarding Form 1, to ensure there is a clear audit trail of information shared and advice given. It is strongly recommended this is agreed with your line manager before making the referral.
7.3 How to refer to the police

The safeguarding form needs to be sent to the general division mail boxes as these are checked at least once a day. If you send these to individual officers there is a possibility that they will not receive this information as they may be off duty for a number of days.

GMP CONTACT DETAILS

‘A’ Division

Covers: City Centre, Collyhurst, Cheetham, Crumpsall, Blackley, Harpurhey, Newton Heath, Clayton

Grey Mare Lane Police Station

Bell Crescent

Beswick

Manchester M11 3BA

vulnerableadult.unit@gmp.police.uk

Contacts: Pc Jane Smith, Pc Suzanne Hall

0161 856 3703/ 0161 856 3704

‘B’ Division

Covers: Ardwick, Longsight, Levenshulme, Moss Side, Hulme, Fallowfield, 

Whalley Range 

Longsight Police Station 

2 Grindlow Street, 

Manchester, M13 0LL

ManchesterMet.ppiu@gmp.police.uk

Contacts: DS Shaun Flavell, Pc Aidan Jones, Pc Abutaher Mustafa

0161 856 1337

‘C’ Division

Covers: Chorlton, Didsbury, Withington, Wythenshawe, Northenden 

Elizabeth Slinger Rd Police Station

Elizabeth Slinger Road

Didsbury

Manchester

M20 2ES

CDivision.NoSecrets@gmp.police.uk
Contacts: DS Emma Phillips

0161 856 4855

If the safeguarding concerns require an urgent response and you have not been able to get an answer from the above numbers- please contact the main GMP switchboard on 0161 872 5050

Once you have sent the referral you should receive a confirmation e mail informing you who the case has been allocated to.

If the case is urgent, possibly regarding a physical or sexual assault, then a referral to the police on 0161 872 5050 should be made and this will be passed to the correct team as a matter of urgency.

Referral to the police is required in all cases where

· The allegation is against a paid carer

· Where there are concerns for other vulnerable adults

· Where there is a clear public interest and it is alleged that a serious crime has been committed.

If these criteria are met, you must refer. For each referral you make to the police the Safeguarding team should be copied in.
If you are dealing with a safeguarding case that may need police involvement over the weekend it is essential that before you leave for the day on Friday, you speak with the allocated police officer. It is also important to inform the Emergency Duty Service of the case, with a summary of your current involvement so that they will be able to get involved if necessary.

7.4 Medical examinations

Where there is suspicion of physical or sexual assault, medical examination is strongly recommended, provided there is consent from the service user. Where sexual abuse is suspected, consideration should be given to examination at St Mary’s Sexual Assault Referral Centre (SARC). The police will usually lead on these arrangements but referrals can be made by any professional. People can also self refer without any reference to the police or other professionals. The service provides emotional support and health services to victims of sexual abuse as well as vital forensic evidential recovery.
Contact details: St Mary’s Sexual Assault Referral Centre, St Mary’s Hospital, Hathersage Road, Manchester 13 Tel: 0161 276 6515
E mail stmarys.sarc@cmft.nhs.uk
8. Strategy Discussion 

This refers to discussions between the Investigating officer/ team manager (or equivalent) and other appropriate professionals to establish facts and plan the investigation. On occasions this will substitute for the strategy meeting e.g. where the issues are less complex and do not require detailed discussions between a number of different agency representatives.

Discussion should consider: 

· Which agencies/individuals need to be involved in the investigation process?

· Is the person aware of the allegations that have been made? 

8.1 Consent

Consent to proceed with a safeguarding investigation can be over ridden in cases where:
1) The allegation is against a paid carer

2) Where there are concerns for other vulnerable adults

3) Where there is a clear public interest and it is alleged that a serious crime has been committed.

We need to ask ourselves:

· Does the person consent for us to proceed with the investigation? 

· If no, what are the implications? 

· Do they have the capacity to consent? Does this need to be assessed and recorded? 

· What are the allegations that need to be investigated?

· Do any other actions need to take place alongside the investigation process, for example, disciplinary proceedings against a member of staff/suspension?

· Do you need to take action to safeguard children?

· Are any other service users or members of the public at risk?

INVESTIGATING OFFICER SHOULD MAKE SURE ALL CONVERSATIONS AND DISCUSSIONS ARE ACCURATELY RECORDED.

8.2 Safeguarding Children
Under the Children Act 2004 everyone has a responsibility, whilst undertaking their normal duties, to have regard to the need to safeguard and promote the welfare of children and young people and for ensuring they are protected from harm. This includes work carried out in relation to assessments and reviews of vulnerable adults and carers, provision of services, and in relation to safeguarding vulnerable adults’ processes.

In all adult safeguarding cases where an alleged or confirmed perpetrator of abuse is a staff member or volunteer working with vulnerable adults in any setting, an assessment must be carried out through the safeguarding adults’ process to determine if the person poses a risk to identified children or young people. If this assessment indicates that there is possible risk to children or young people, a referral must be made to Children’s Services. They will be responsible for addressing the reported concerns of harm or possible harm to children as a result of the referral from Adult Services.

8.3 Risk/Protection

If at any stage in the safeguarding process it becomes evident that vulnerable adult(s) or children may be exposed to significant risk, immediate protective measures should be considered. These might include:

· Informing Children’s Services of the concerns for the children (see Guidelines for Reporting/Referral Procedures, Appendix 3)

· Moving the person to a place of safety and care (e.g. an appropriate family member, residential care, hospital etc)

· Moving the alleged perpetrator to another placement and/or providing additional support

· Consideration by the employer of using staff disciplinary procedure and safeguarding procedures for the protection of the person and alleged perpetrator

8.4 Risks Involving a Care Service

Where there appears to be significant risk to vulnerable adults/service users or potential service users consideration must be given to informing other interested parties of the concerns and possible risk factors. This may include ASC commissioning division, other commissioning authorities or organisations.

9. Capacity 

Mental Capacity refers to the capacity to understand and retain information in relation to a specific act, decision or transaction, to weigh up their consequences and to communicate the decision at the time the decision needs to be made.  A person’s mental capacity may change, may be regained or developed with support, over a period of time and/or they may have a condition that leads to fluctuations in mental capacity.

The Mental Capacity Act 2005 definition:

‘A person lacks capacity in relation to a matter if at that material time he is unable to make a decision for himself in relation to the matter because of an impairment of, or a disturbance in the functioning of the mind or brain.’

During a safeguarding investigation there will be numerous important decisions that need to be made. It is essential to thoroughly explore issues of consent, capacity and best interests in each case.
When considering capacity it is important to ask yourself: 

· Does the person have an impairment of or disturbance in, the functioning of their mind or brain?

· Does this prevent them from being able to make this specific decision? 

If the answer to both these questions is ‘yes’ you must consider if the person is able to:

1) Understand the information given to them

2) Retain the information long enough to be able to make the decision

3) Weigh up the information

4) Communicate their decision by any means- sign language, blinking, squeezing a hand etc…

If the person is unable to do one or more of these, then they do not have capacity to make this specific decision.

For further info on Mental Capacity Act 2005 code of practice see link below:

http://www.publicguardian.gov.uk/mca/code-of-practice.htm
9.1 Decision making

During safeguarding investigations the investigating officer is responsible for supporting and empowering the person to make decisions for themselves or to contribute to the decision as much as possible. It is therefore essential to assess whether the person has capacity to make each individual decision.

Practitioners must follow the 5 basic principles of the MCA 2005:

1) Capacity is assumed unless there is proof otherwise

2) Capacity is decision and time specific (not condition specific and just because they are unable to make the decision now does not mean that they will not be able to do this in the future)

3) All practicable steps must be taken to assist the customer to be able to make the decision for themselves

4) Just because people may be seen to make an unwise choices does not mean they lack capacity

5) Decisions for people without capacity must be taken in their Best Interests.

Once a capacity assessment has been completed it should be recorded on the assessment tool. This can be found on the intranet. http://www.manchester.gov.uk/downloads/file/11454/deprivation_of_liberty_safeguards-assessment_of_capacity_and_best_interest_process_tool
Recording the outcome of the assessment is vital in justifying responses and actions taken.

9.2 Best Interests

In situations where a person lacks capacity to make a specific decision, it will be necessary for professionals/family/carers to make decisions on their behalf.

In situations where the person lacks capacity it is important to consider whether the appointment of an advocate would be appropriate.

Independent Mental Capacity Advocates (IMCA) should be appointed in cases where:

· Decisions are being made around providing, withholding or stopping serious medical treatment

· moving a person into long-term care in hospital or a care home

· moving the person to a different hospital or care home

· It is also appropriate in some cases for an IMCA to be appointed in Safeguarding Adult cases, where there is a conflict of interest between family or friends.

9.3 Making Decisions for People who Lack Capacity

For decisions to be made it is necessary to hold a Best Interest meeting.

The Mental Capacity Act gives a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity. This list is not exhaustive and you should refer to the MCA Code of Practice for more details.

· Avoid discrimination and do not make assumptions about someone’s best interests simply on the basis of the person’s age or appearance, condition or any aspect of their behaviour.

· Consider all the relevant circumstances relating to the decision in question.

· Act to promote the health and well-being of the person and to prevent any deterioration in their quality of life.

· Consider whether the person is likely to regain capacity (for example, after receiving medical treatment). If so, can the decision or act wait until then?

· Involve the person as fully as possible in the decision that is being made on their behalf.

· If the decision concerns the provision or withdrawal of life-sustaining treatment the decision-maker must not be motivated by a desire to bring about the person’s death.

The decision maker must in particular consider:

· The person’s past and present wishes and feelings (in particular if they have been written down); and

· Any beliefs and values (for example, religious, cultural or moral) that would be likely to influence the decision in question and any other relevant factors.

Who should be consulted?

If it is practical and appropriate to do so, consult other people for their views about the person’s best interests, in particular:

· Anyone previously named by the person lacking capacity as someone to be consulted;

· Carers, close relatives or close friends or anyone else interested in the person’s welfare;

· Any Attorney appointed under a Lasting Power of Attorney; and

· Any Deputy appointed by the Court of Protection to make decisions for the person.

9.4 Recording the decision

Recording the outcome of a Best Interest meeting, on the correct documentation is vital in justifying responses and actions taken

http://www.manchester.gov.uk/downloads/file/11454/deprivation_of_liberty_safeguards-assessment_of_capacity_and_best_interest_process_tool
N.B. Some decisions cannot be made on a person’s behalf

If someone is deemed to lack capacity then decisions around marriage, civil partnership, divorce, sexual relationships, adoption and voting can’t be made by other people on their behalf. This is because these decisions are too personal to the person or there are other laws that govern them.

(See also section 8: MCA Deprivation of Liberty Safeguards (DoLS))
10. Strategy Meeting 

A Strategy Meeting should take place within 5 days of the original referral being received. If this time scale is not met then the reason should be clearly recorded and the referrer and the person at the centre of the investigation should be kept informed.

The strategy meeting should be arranged by the investigating officer and their team manager (or equivalent). It is important to take time to plan the strategy meeting, and where necessary discuss with your line manager /supervisor the information you intend to share at the meeting. This will ensure a smooth flow of information and avoid any potential difficulties arising. It can also be helpful to agree the agenda before the meeting. All key people involved in the person’s care should be invited, unless they are implicated in the allegation or a delay would put the person at risk.

The Investigating officer needs to assess whether it is appropriate to involve the person subject to alleged abuse in this meeting. There may be occasions when it is not appropriate for them to be involved e.g. where there are concerns for their safety, or a risk of contaminating evidence, or where they choose not to attend. It is the responsibility of the investigating officer to ensure the views of the person are shared and that the actions from the meeting are appropriately communicated promptly to the person at the centre of the investigation.

If the person is not attending the meeting the investigating officer needs to consider who else will be acting in their best interests. Do they have anyone who holds decisions making powers? Is there a need for an advocate/IMCA?

10.1 Who else should attend a strategy meeting? 

Below is a list of people who may need to be invited to the strategy meeting:

· Chairperson (Team Manager or equivalent/ Safeguarding co-ordinator) 

· Minute taker

· Police

· Senior Practitioner

· Allocated worker (Investigating Officer)

· General Practitioner: where the attendance of key professionals e.g. GP is required, try to be flexible about the time and venue if this will assist attendance.

· Community/Psychiatric Nurse

· RNCC Nurse Assessors

· CQC representative

· OT/Physiotherapist

· Home Care representative

· Day Care representative

· Housing representative

· Residential/Nursing home representative

· Voluntary organisations

· Commissioning/Contracts Unit

· Supporting People

· Trading standards

·  Human Resources/Personnel specialist

· IMCA or Independent advocate

Where there are any health concerns arising from the safeguarding referral the person’s General Practitioners should automatically be invited. 

10.2 What should happen at the strategy meeting?

The Team manager or Safeguarding co-ordinator will normally chair the meeting. This may on occasions be delegated by the team manager in less complex cases.

An admin worker should be organised to take the minutes of the meeting to ensure the investigating officer can concentrate on taking part in the discussions. 

Discussions should consider ALL the issues relating to the referral.

The meeting should confirm everything possible is being done to eliminate risks to the person at the centre of the investigation and that their voice and wishes are being heard and are central to planning. What do they want to happen next?
The essential part of this meeting is to plan the investigation and identify who will be taking the lead. The plan should be clear and the actions that are to be taken should be given definitive time scales. It is the responsibility of the investigating manager to make sure that the actions and time scales are adhered to and that feedback is provided when appropriate. 

At the end of the meeting a plan should be drawn up of all actions, stating who will be responsible and the appropriate time scales for actions.

10.3 What should be discussed in a strategy meeting? 

Below is a list of issues that may need to be considered at the strategy meeting (please note this is not an exhaustive list): 

· What information do you have already, what else needs to be gathered and how is it best to do this?

· Who should be interviewed? (in some situations it may be necessary for the investigating officer to visit the person before the strategy meeting takes place. If this is the case then the police should be consulted and the guidelines for Achieving Best Evidence should be implemented at this stage).

· The sequence of the interviews? Is an immediate visit to the person needed?

· Who will conduct the interviews?

· Should a worker known to the person/carers/family undertake the investigation or any interviews, or should a ‘neutral’ worker do this and should tasks be shared by more than one worker?

· What other sources of evidence do we need such as, including written records, statements from witnesses, forensic and medical evidence?

· Is it appropriate to notify other agencies involved with the person and family members, of the alleged abuse? Do we have the person’s consent to do this?

· What impact is the abuse having on the person’s wellbeing and how we can support them?

· Will alerting the person alleged to have carried out the abuse, jeopardise the safety of the person or the collection of evidence?

· What level of risk is the person being subjected to? Is there a need for immediate protective action either on a voluntary basis or through the courts?

· Is it possible that there are other victims?

· Does the investigation need to be carried out in tandem with other procedures, assessments and investigations such as disciplinary procedures?

· When and how should the person and/or their carers be involved in relevant meetings? How does their current level of distress affect their involvement? Should they be present at meetings or are there other ways they can contribute to decision making?

· What practical assistance would facilitate the person’s involvement and cooperation; for example, transport to attend interviews, assistance with childcare arrangements?

· What personal support do families need, for example links with support groups, separate workers for different family members?

·  What arrangements should be made to facilitate the involvement and contribution of a person with disabilities; for example, conducting interviews in buildings with easy access, the use of interpreters and specialist staff?

· Are there issues of race, culture, language or gender that require special arrangements to be made?

· Is an IMCA needed if the person lacks capacity?

· Would it be appropriate to involve a safeguarding advocate?

· What feedback needs to be given to the referrer at this stage?

10.4 Reconvening a strategy meeting.

It may be necessary to reconvene strategy meetings to consider new information or to draw up new plans. 

It is the responsibility of the investigating officer and Team manager to keep track of progress and developments.

The strategy meeting can be reconvened a number of times, as long as the investigation is still completed within appropriate time scales.

Minutes from the strategy meeting should be factual and accurately recorded. Typed minutes plus the action plan should be circulated to all relevant people as soon as possible, to be confirmed as an accurate recording of discussions that took place at the meeting. 

(For further guidance on recording please see section 9).

11. Carrying out the investigation

 The aim of the investigation is to:

· establish whether or not the abuse has occurred 

· establish the outcome of the investigation i.e. 

substantiated, unsubstantiated or inconclusive

· ensure all appropriate information has been gathered and relevant people have been notified of the outcome

· evaluate whether the person is still at risk 

Where it is suspected that a crime has been committed it is essential that social workers/health care professionals work jointly with the police in a safeguarding investigation. Each will bring a different perspective to the investigation. 

The police objective is to prosecute the perpetrator whilst the objective of the social worker/health care professional is to safeguard the person who has been abused and to protect their best interests. A higher standard of proof is required in criminal proceedings than in disciplinary or regulatory proceedings (where the test is the balance of probabilities) and gathering good quality evidence is essential to securing a successful prosecution. 

Professionals are experts in their own field and it is the collective combination of skills and knowledge that will produce the best evidence and outcomes. 

11.1 Photographs

The use of photographs in an investigation should not be contemplated without advice from the police. 

11.2 Compiling a report following investigation

The Investigating Officer should produce a written report of the investigation
(see template in Appendix). The report should contain a clear summary of the investigation including
· Details of the initial alert/concern that triggered referral with dates and times

· An outline of any previous allegations or incidents
· A description of the vulnerable adult and his/her circumstances including their views of the situation and information on their capabilities, vulnerabilities and mental capacity.

· Where the abuse took place

· An assessment of the person relating to their consent, capacity and any relevant legal issues

· Information regarding the social situations/networks of the person
· Information about the person allegedly responsible for the abuse

· Brief details of how the investigation was conducted, who was interviewed, when and why; notes of materials/exhibits recovered, when and from whom.
· Evidence to support or refute the allegation

· What harm has the person suffered and are others at risk of harm as a result of this incident?

· Evidence to support any action through disciplinary procedures/ conditions of contracts and contract monitoring

· Evidence for any action that could be taken by CQC

· Evidence for any legal action under criminal law

· The investigating officer’s conclusion about future risk, prevention and action. This would include an opinion about any support the person that increases their ability to protect him/herself.

· Conclusion – an opinion about whether or not the allegation is substantiated on the balance of probability

The completed report should be passed to the team manager for decision making and made available to inform the case conference and assist in formulation of the protection plan.
If a case conference is not held the information, outcome and recommendations for future care planning and monitoring should be shared on a need to know basis. 
In cases where the employer is considering disciplinary action and referral to the Independent Safeguarding Authority, the team manager will make a copy of the report or summary, available to the employer.
Once the investigation has been completed a case conference should be convened to draw up a Protection Plan.

N.B. Ensure Form 2 is completed once the investigation has taken place. 

12. Case conference and Protection Planning

A Case Conference should take place no later than 4 weeks after the original referral was made. If this time scale is not met, the reason should be recorded, with evidence as to why this is the case, and the referrer and the person at the centre of the investigation should be kept informed.

The case conference is designed so that all parties can look at the information that has been gathered and reach a judgement about how any further risk can be managed. 

The person and/or their family/friend/advocate should be encouraged to attend, where possible, so that they can contribute to the Protection Plan.

12.1 The purpose of the Case Conference should be to explain to the customer:

· Actions that have been taken to end the abuse and eliminate the threat of any further abuse.*
· Actions that have been put in place to minimise any other risks to the victim.*
· Why it was necessary for them to move to a place of safety.

· What rights they have.

· What extra support will/has been put in place to support the person.*
· What action has been taken against the perpetrator

· Whether there are any additional services, such as counselling that can be offered to the person.*
· Whether they will need to be prepared to appear in court.

It may also outline wider actions of other agencies such as:

· Notice being served by CQC to a provider.

· Any improvements or changes providers may have been recommended to make, such as increased training etc

· Placements at a 24hr care provision may be suspended.

· Or general increased monitoring of a service.

12.2 Protection Plan - should be a stand alone document incorporating the points indicated with an asterisk in 4.7.1 above. It should be reviewed within the time frame agreed at the case conference and incorporated into the person’s support plan at a later date.

12.3 Closing the Safeguarding Case

The protection plan should be agreed and signed off by everyone, including the person at the centre of the investigation, where possible. 

A date to review the plan needs to be set, usually within a few weeks or a few months depending on the case but this should take place no later than 6 months after the protection plan was devised.
It is important to inform the referrer of the outcome of the investigation and any other funding authority such as another Local Authority or the Primary Care Trust.

A further date for reviewing the protection plan should be set at the end of the case conference.
The Investigating officer must make sure all aspects of the investigation are recorded clearly and accurately, providing a clear audit trail of actions taken.

The Team manager is responsible for quality assuring the process, signing off the investigation and ensuring all records are fully completed.

FORM 3 MUST BE COMPLETED TO CLOSE THE INVESTIGATION RECORD
13. Allegations involving people placed outside their local authority

Potential delays or confusion can occur because of cross boundary issues, such as

· The person at the centre of the investigation lives in one local authority area and receives a service in another;
and/or

· One local authority funds or commissions care, and another provides it
The person who is the subject of the allegations can be at increased risk if agencies are confused or slow to act because of cross boundary issues.

In summary the responsibilities of the host and placing authorities are:

· The host authority i.e. where the abuse occurs, has overall responsibility for coordinating the adult protection arrangements
· The placing authority i.e. the authority with funding/commissioning responsibility is responsible for the long term care needs of the person, and for fulfilling its continuing duty of care.
For further guidance please see the ADASS Protocol for Inter-Authority Investigation of Vulnerable Adult Abuse
http://www.manchester.gov.uk/downloads/file/8597/protocol_for_inter-authority_investigation_of_adult_abuse
14. Roles and responsibilities in Safeguarding Investigations

14.1 The role of the Investigating Officer

· Complete sufficient enquiries in order to make an initial assessment of the situation

· Ensure the immediate safety of the person in an emergency

· Ensure strategy discussions take place with all relevant agencies

· Ensure that all relevant agencies are kept in the loop

· Inform you manager of any concerns you have become aware of

· Attend and provide feedback at all strategy meetings

· Ensure all documentation is completed and there are no gaps

· Make contact with the person as soon as possible.

· Establish the circumstances behind the allegation by gathering relevant information 

· Interviewing the person, possibly with another member of staff

and/or the police depending on the situation.

· Assess the level of risk the person has been, and may still be, subjected to, making explicit any areas of uncertainty about information available, or the likelihood of incidents having occurred/occurring in the future.

· Explore thoroughly with the person what they wish to happen next.

· Liaise with other agencies to provide initial support

· Refer to other teams, e.g. safeguarding and improvement unit or CQC if necessary

· Consider whether a referral to IMCA/ safeguarding advocate is necessary.

14.2 Role of Team Managers (or equivalent)
· To be responsible for making/approving decisions relating to safeguarding investigations
· Co-ordinate the investigation by ensuring relevant agencies are invited to meetings.

· Ensure evidence is not destroyed or contaminated.

· Support the investigating officer.

· Quality assurance of recording and safeguarding casework practice.

· Allocate the case and supervise an investigating officer for each investigation.

· Chair strategy meetings and case conferences where appropriate.

· Provide supporting evidence to Human Resources for all cases involving a local authority employee who are being considered for referral on to the Protection of Vulnerable Adult List (POVA list).

· Make available relevant resources and time to investigating officers so they can carry out their tasks effectively.

· To sign off all completed investigation work.

· Address disciplinary and whistle blowing issues in relation to staff.

14.3 Role of provider managers

· Ensure immediate safety of person and call ambulance service/police if it is an emergency.

· Take action to suspend/dismiss the perpetrator if appropriate.

· Gather and record factual evidence clearly and accurately in a chronological manner e.g. client detail, where it happened, what time, who reported, any witnesses, previous record of similar episodes which may now be significant etc.

· Ensure that any allegation or complaint about abuse is brought promptly to the attention of Social Services and the Police if it is a criminal offence.

· Notify CQC of any allegations of abuse or any other significant incidents as required by the Care Standards Act (2000).

· Ensure staff who witness abuse have kept accurate record of what they

   
witnessed.

· Ensure disciplinary procedures are followed and outcomes notified to the Independent Safeguarding Authority where appropriate; Care Quality Commission and Contracts officer

14.4 Role of Care Quality Commission

CQC does not have an investigatory role in Safeguarding Adults cases but, as regulators, they are expected to contribute to the investigation process where there are concerns about the standards within the regulated service and where there may be a breach of regulation/s.

Where a safeguarding alert, or the conclusions of a safeguarding investigation suggests breaches of regulations or lack of fitness of registered persons, representatives from CQC will consider what regulatory action is needed by the commission and undertake that work, sometimes in partnership with other agencies.

Representatives from CQC should be invited to all safeguarding meetings relating to registered settings and must be expected to attend under the following circumstances:

· One or more registered people are directly implicated

· Urgent or complex regulatory action is indicated

· Where any form of enforcement action has commenced or is under consideration in relation to the service involved.

14.5 Role of the Safeguarding Adults Team

· To act in an advisory role on all aspects of the policy and procedures in relation to safeguarding adults

· Co ordinate safeguarding activity to support an investigation

· Chair strategy meetings and case conferences where appropriate.

· Co-ordinate the collection of data relating to reported incidents of abuse

· Deliver safeguarding training and briefing sessions for staff 

· To work to achieve best practice in safeguarding including auditing safeguarding case records.

14.6 Responsibilities to Alleged Perpetrators

Alleged perpetrators, whether relatives, carers, staff, volunteers or other individuals should be treated fairly and honestly. They should be made aware of, and helped to understand the concerns which have been identified, at an appropriate stage in the process and as agreed at a strategy meeting.

Giving detailed information about an allegation to an alleged perpetrator may prejudice investigations and could put people at increased risk. The decision about what the alleged perpetrator should be told should be made at a strategy meeting. 

As a minimum, the person about whom an allegation has been made should be given a broad understanding of the nature of the concern, unless the Police advise otherwise.

If appropriate and possible, alleged perpetrators should be provided with support throughout the investigation process, as should others involved. 

15. Recording And Documentation

15.1 What should be recorded?

One of the most vital elements of good professional practice is recording. It assists practitioners in planning, assessment and decision making processes. The case record ensures that staff can account for and evidence the work that they have undertaken. 

The GSCC code of practice states that practitioners should:

‘Be accountable for the quality of their work’ and ‘Maintain clear and accurate records as required by procedures established for their work’.

Records of the safeguarding process are official documents covered by rules of disclosure. This means they will be made available to the defence if legal proceedings are taken.

15.2 How and what to record

· Always assume that anything written down will be read by the individual.

· Keep your records up to date: entries should ideally be made no longer than 5 days after the contact, correspondence or meeting.

· Make your records easy to read and understand. Use plain English which is free from jargon and abbreviations.

· Recording should be purposeful. Where ever possible you should state the purpose of the visit, phone call or meeting etc

· Recording must be accurate. Ensure that names are spelled correctly and the contact details for each person are correct.

· Keep recording as concise as possible. There is no need to give background information as to the reason of the contact/meeting etc

· Make sure you separate fact from opinion and that you are clear about whose opinion it is.

· Case files should be a chronological account of significant events and information and should act as your ‘audit trail’.

All recordings should be:

	Accurate


	Once mistakes have been made in recording they can be perpetuated



	Concise


	Facts should be recorded without unnecessary detail.

	Relevant


	Judgement is required on what is relevant and care should be taken not to leave out the facts.  However, recording irrelevant material can hide relevant facts from the reader.



	Factual


	Only factual information should be recorded.  Record what was said and by whom, what was observed and by whom.  If something is hearsay or third party information record as such.



	Ethical


	All recording should be non discriminatory and non judgemental.




Rough contemporaneous notes of an incident where an adult may have been abused should be retained on/in agency recording systems.

15.3 Recording - Safeguarding Forms

There are 4 forms on Micare that need to be completed to ensure that the safeguarding process is accurately recorded. These are also available in hard copy if access to Micare is not available.

Form 1 Safeguarding Adult Referral (completed within 24 hrs of receiving referral) – Details of the incident and all the people involved (person subject of alleged abuse, person alleged to have abused, witnesses, referrer etc) should be recorded. 

It is important that the ‘details of incident’ section includes information regarding:

· whether the person consents to the investigation being taken forward

· whether the person has capacity to consent to this?

· the impact the abuse has had on the person (has it had a negative impact on health and general wellbeing?)

· the person’s current care needs (do they have communication/mobility difficulties or health conditions that have been made worse by the abuse?) 

· the person’s wishes as to how the investigation is taken forward

Decision Area - This section of the form is a free text box. Here you should be describing why this is a safeguarding issue and not a complaint or contracts issue. You need to justify either way, whether it is, or isn’t going to continue through the safeguarding process. It must be signed off by your manager.

Form 2 Safeguarding Investigation Report (completed within 5 days) - This form should be used to outline who attended the strategy meeting, who had input into the strategy discussions and the conclusions reached e.g. is the abuse substantiated/unsubstantiated or was the investigation inconclusive?

Form 3 Planning Report (completed within 4 weeks) - This form outlines the conclusions from the case conference. It looks at the outcomes for the person subject to the alleged abuse and the outcomes for the person who has abused, and should also state whether anything else has taken place e.g. extra staff training for whole organisations etc.

It should state what action plan is being put in place to reduce/eliminate and monitor safeguarding risk.

15.4 Why are these forms so important?

These forms are vitally important for safeguarding data collection. Each form should be fully completed without any gaps. This allows Micare to extract reports whenever necessary, that will provide an accurate overview of safeguarding activity. The information from these forms is used for the Safeguarding annual report and also to feedback trends, progress or concerns to the Manchester Safeguarding Adults Board. Incomplete forms produce incomplete/inaccurate date - it is essential that full and accurate information is recorded at all times.

15.5 Definitions of safeguarding outcomes
Unsubstantiated – this would apply to cases where any allegations of abuse are unsubstantiated on the balance of probabilities. No evidence/witnesses to say it did happen. No suspicions around alleged perpetrator. No past history of concerns or risk. Possible evidence to show alleged perpetrator was somewhere else at time of alleged incident etc…

Partly substantiated – this would apply to cases where multiple abuse has been reported. It may have been possible to substantiate some but not all of the allegations made on the balance of probabilities. For example ‘it was possible to substantiate the physical abuse but it was not possible to substantiate the allegation of financial abuse’.
Substantiated – this would apply to cases where any allegations of abuse are substantiated on the balance of probabilities. There may be witnesses, physical/financial evidence or perpetrator may admit abuse.

Inconclusive – this would apply to cases where it is not possible to record an outcome against any of the other categories based on the balance of probabilities, i.e. that an allegation is more probable than not. There may be cases where there is no witnesses/evidence but there may have been concerns around alleged perpetrator in the past and a possible history of abusive behaviour. Also victim may be scared of alleged perpetrator or show negative behaviours them. If suspicions remain but there is no clear evidence the outcome can be recorded as inconclusive. 

15.6 Recording Safeguarding Meetings

This is an important role and admin staff who are minuting safeguarding meetings should:

· Ensure minutes are recorded on the standard template 
· Make a note of acceptances, apologies and those not replied.
· Introduce themselves and the role they fulfil.
· Have confidence to ask for clarification on any point during the meeting.
· Not participate in the discussions
· Ensure all actions are recorded against a named individual with timescales for completion
· Ensure minutes are factual and do not contain subject matter not directly relevant to the case
· Protect the confidentiality of the information shared.
· Ensure that any follow up meetings are agreed and that a note is made of any date, time and likely venue mentioned for clarity with the Chair.
· Produce a first draft for the chair as soon as possible (ideally within 1 working day) using the appropriate recording forms.
· Circulate the minutes. The Chair will agree the minutes before these are sent out. Protect the final version of documents against changes before sending out electronically.
· Liaise with the Investigating Officer regarding circulation of notes to the person at the centre of the investigation and/or carer; ensuring only information shared at the meeting is included in the minutes.
15.7 What the minutes should include:

· The record of attendance.

· The apologies and details of any reports submitted in lieu of attendance.

· List of those not present but that were invited.

· The purpose/focus of the meeting.

· All factual information provided by participants (don’t need to duplicate information in reports) 

· Any dispute of facts (who, what).

· Make sure fact is separated from opinion!!

· Any recommendations and reasons for recommendations (if there are any disagreements note these)

· The final conclusion/ outcomes/action plan noting people’s roles and responsibilities and the expected time scales.

· The date of the next meeting clarifying whether it is a reconvened strategy meeting/case conference or review of protection plan.

· Where a person has attended only part of a safeguarding meeting, care should be taken to ensure that they are only provided with minutes pertaining to the part of the meeting they were present for.
16. Thresholds and safeguarding

On receiving initial information about concerns it is important to determine whether it is appropriate for these concerns to be dealt with under safeguarding procedures. The Team Manager is responsible for making/approving this decision.

16.1 How do I know what is a safeguarding issue and what is a complaint?

Determining whether or not abuse of a person has taken place is not always a straightforward matter, particularly when there are issues of neglect. A judgement may be required about whether an act or an act of omission has caused significant harm. In some cases it is the repetition of minor actions or omissions that collectively will amount to abuse. The expectation in the Manchester multi agency Safeguarding Adults policy of anyone suspecting abuse is if in doubt report.
The multi agency arrangements for responding to possible abuse exist to establish whether or not abuse has occurred. It is very important that these arrangements (Strategy discussion and Strategy meeting) are triggered if there is a possibility of abuse. Some very serious abuse only comes to light because people raising the alert have drawn the attention of social services or police to what may appear to be relatively minor concerns. 

It is important to note that the abuse does not need to be deliberate. Some neglect is not deliberate. It is not the intent which needs to be considered but the harm which has resulted from the act or omission, and which should trigger the Multi Agency Safeguarding procedures.

The Manchester Multi Agency Safeguarding Adults Procedures place a duty of care on all health and social care staff, statutory and independent sectors, to report allegations, concerns and suspicions of abuse. The Safeguarding Procedures are designed to identify whether or not there is abuse – workers do not need to make such judgements on their own. Safeguarding Adults Coordinators can be contacted and consulted about possible referrals. 

It is also important to recognise that it does not matter ‘where’ the abuse takes place. If you have concerns, for example, about possible neglect on a hospital ward this should also trigger the Safeguarding Adults procedures.

The significance and importance of abuse is such that abuse investigations must take precedence over investigations which might otherwise be conducted into complaints or untoward incidents.

Safeguarding Adults procedures take account of disciplinary procedures, duties of employers and the rights of alleged perpetrators. It is expected that an employer will make a judgement about the need to suspend or re deploy an alleged abuser pending investigation. These actions should be discussed at the strategy meeting. Evidence gathered for a safeguarding adult’s investigation will be available after the conclusion of the investigation for any disciplinary investigation which may subsequently be required. Any disciplinary investigation should not commence until after the conclusion of the safeguarding adults investigation unless this has been agreed at a strategy meeting.

It is in the areas of neglect and use of constraint, force and deception where the greatest uncertainty often arises with respect to possible abuse. The following examples are provided, relating to care settings such as hospitals and care homes, to help workers to determine if the Safeguarding procedures should or should not be triggered.

The following Guidance may be used to assist in decision making as to whether or not safeguarding adults procedures should be triggered:

	
	Poor practice which requires actions by a provider agency e.g. homes, ward or domiciliary care manager
	Possible abuse which requires reporting as such, and the instigation of Safeguarding procedures

	1 
	Person does not receive necessary help to have a drink/meal.

If this happens once and a reasonable explanation is given e.g. unplanned staffing problem, emergency occurring elsewhere in the home, dealt with under staff disciplinary procedures; would not be referred under safeguarding adults procedures
	Person does not receive necessary help to have drink/meal and this is a recurring event, or is happening to more than one person. This constitutes neglectful practice, may be evidence of institutional abuse and would prompt a safeguarding investigation



	2 
	Person does not receive necessary help to get to toilet to maintain continence or have appropriate assistance such as changed incontinence pads  

If this happens once and a reasonable explanation is given e.g. unplanned staffing problem, emergency occurring elsewhere in the home, dealt with under staff disciplinary procedures; would not be referred under safeguarding adults procedures
	Person does not receive necessary help to get to toilet to maintain continence and this is a recurring event, or is happening to more than one person – neglectful practice, may be evidence of institutional abuse and would prompt a safeguarding investigation



	3 
	Person has not been formally assessed with respect to pressure area management but no discernible harm has arisen.

This may need to be dealt with under disciplinary procedures
	Person is frail and has been admitted without formal assessment with respect to pressure area management. Care provided with no reference to specialist advice re diet, care or equipment. Pressure damage occurs. 

Neglectful practice, breach of regulations and contract, possible institutional abuse. Safeguarding procedures should be instigated.

	4 
	Person does not receive medication as prescribed on one occasion but no harm occurs 

Internal investigation should be undertaken, possible disciplinary action depending on severity of situation including type of medication 
	Person does not receive medication as a recurring event, or it is happening to more than one person. 

Neglectful practice, regulatory breach, breach of professional code of conduct if nursing care provided. Dependant on degree of harm, possible criminal offence. Safeguarding procedures should be implemented.

 

	5
	Appropriate moving and handling procedures not followed but person does not experience harm 

Provider acknowledges departure from procedures and inappropriate practice and deals with this appropriately under disciplinary procedures, to the satisfaction of person involved.
	One or more people experience harm through failure to follow correct moving and handling procedures, or common flouting of moving & handling procedures make this likely to happen. 

Neglectful practice – safeguarding procedures should be instigated

	6
	Person is spoken to in a rude, insulting, belittling or other inappropriate way by a member of staff. They are not distressed by the incidence and this is an isolated incident 

Provider takes appropriate action, to the satisfaction of the person involved.
	Person is frequently spoken to in a rude, insulting, belittling or other inappropriate way or it is happening to more than one person. Regime in the home doesn’t respect people’s dignity and staff frequently use derogatory terms and are abusive to residents.

Regulatory breach Refer under safeguarding procedures

	7
	Person does not receive a scheduled domiciliary care visit and no other contact is made to check on their well-being, but no harm occurs. 

Provider deals with this appropriately through internal investigation, to the satisfaction of person involved.
	Person does not receive scheduled domiciliary care visit(s) and no other contact is made to check on their well-being resulting in harm or potentially serious risk to the person.

Safeguarding procedures should be instigated


For example: If a home care agency misses a visit to a person, on an isolated occasion, and may not be completing all the tasks that are written on the support plan, this is not necessarily a safeguarding issue, unless the consequences of the missed visit put the person at serious risk of harm e.g. if they are dependant on receiving life sustaining medication. 

Missed visits that don’t have serious impact to health and well being still need to be addressed.  A meeting needs to be held between the person involved, a representative from the agency, anyone wishing to advocate on behalf of the person involved, and the social worker, so that the agency can respond to the issues that have been raised. The process of resolving the problems should be recorded accurately and consistently.

16.2 What should I do if I am unsure?

If after considering the threshold document you are still unsure as to whether you need to instigate the safeguarding process then you can discuss it with your manager or one of the safeguarding coordinators for clarification.

16.3 If it is not Safeguarding is there anything else I should do?

The importance of recording and monitoring concerns you become aware of needs to be highlighted here.  If you have concerns which do not come under safeguarding procedures you can contact:

· ASC contracts department if the concern is with a home care agency or care home

· The complaints department if the person would like things taken down this route.

· Commissioning leads if the concern relates to the conduct of a commissioned service.

It is also important to record your concerns within your own notes and to discuss these concerns in supervision with your line manager. This is essential as some very serious issues have been brought to light because we have been notified of the repetition of minor actions or omissions that collectively amounted to significant abuse.
17. MCA Deprivation of Liberty Safeguards (DoLS)

17.1 When do DoLs apply?

DoLS apply to people who

· are aged 18 and over
· suffer from a mental disorder
· lack the capacity to give consent to the arrangements for their care or treatment in a care home or hospital, under public or private arrangements
· and for whom a deprivation of liberty is considered, after an independent assessment, to be a proportionate response in their best interests to protect them from harm
· and detention under the Mental Health Act is not appropriate for the person at that time.
There will be occasions during safeguarding investigations, when decisions may involve the need to deprive someone of their liberty (in their best interests) for care or treatment.  The two processes of the safeguarding investigation and the DoLS authorisation will run in parallel. 

Depriving someone who lacks the capacity to consent to the arrangements made for their care or treatment of their liberty is a serious matter, and the decision to do so should not be taken lightly. The Deprivation of Liberty Safeguards make it clear that a person may only be deprived of their liberty:

· in their own best interests to protect them from harm

· if it is a proportionate response to the likelihood and seriousness of the harm, and

· if there is no less restrictive alternative.

The difference between deprivation of liberty and restriction of liberty is one of degree or intensity.

Judgements made in the European Court of Human Rights and UK courts indicate that the following factors can be relevant in identifying whether steps taken amount to a deprivation of liberty (this list is not exhaustive).

· restraint is used, including sedation, to admit a person to an institution where the person is resisting admission

· staff exercise complete and effective control over the care and movement of a person for a significant period

· staff exercise control over assessments, treatment, contacts and residence

· a decision has been taken by the institution that the person will not be released into the care of others, or permitted to live elsewhere, unless staff in the institution consider it appropriate

· a request by carers for a person to be discharged to their care is refused

· the person is unable to maintain social contacts because of restrictions placed on their access to other people

· the person loses autonomy because they are under continuous supervision and control.

It is essential to consider whether or not the actions proposed in relation to a person who lacks capacity, amount to a deprivation of liberty. 

17.2 What to do if you have assessed that someone needs to be deprived of their liberty.

Deprivation of liberty Safeguards only apply to hospital or 24 hr care settings.

If a healthcare or social care professional thinks that an authorisation is needed, they should inform the managing authority (care provider). 

A managing authority has responsibility for applying for authorisation of deprivation of liberty for any person who may come within the scope of the deprivation of liberty safeguards:

· In the case of an NHS hospital, the managing authority is the NHS body responsible for the running of the hospital in which the relevant person is, or is to be, a resident.

· In the case of a care home or a private hospital, the managing authority will be the person registered, or required to be registered, under part 2 of the Care Standards Act 2000 in respect of the hospital or care home.

17.3 The Link Between DoLS and the Safeguarding Process

If a managing authority’s application results in an authorisation not being granted by the Supervisory Body, the DoLS Team Leader will make a safeguarding referral where appropriate.

If a managing authority’s application results in an authorisation being granted by the Supervisory Body, the care home or hospital must comply with any conditions attached to the authorisation. Any knowledge of non compliance with the conditions on the part of the managing authority must be reported to the DoLS Team Manager. This may result in a review of the authorisation or trigger the safeguarding procedures.

For more information on Deprivation of Liberty Safeguards please see the resources on the intranet: http://www.mcc/socialserv/asc/resources/aow/mca/dols/_inc_downloads.htm
17.4 Offences of Ill Treatment or Wilful Neglect

The Mental Capacity Act 2005 introduces two criminal offences: ill treatment and wilful neglect of a person who lacks capacity to make relevant decisions (section44) the offences may apply to

· Anyone caring for a person who lacks capacity – includes family carer, healthcare and social care staff in hospitals or care homes and those providing care in a person’s home

· An attorney appointed under a Lasting Power of Attorney (LPA ) or an Enduring Power of Attorney (EPA)

· A deputy appointed for the person by the Court of Protection

These people may be guilty of an offence if they ill treat or wilfully neglect the person they care for or represent. Penalties will range from a fine to a sentence of imprisonment of up to five years, or both.

Ill treatment and neglect are separate offences.

For a person to be found guilty of ill treatment they must either

· Have deliberately ill treated the person, or

· Been reckless in the way they were treating the person

It does not matter whether the behaviour was likely to cause or actually caused harm or damage to the person’s health.

Wilful neglect usually means that a person has failed to carry out an act that they knew they had a duty to perform.  Indicators might include failing to thrive, poor personal hygiene, being in fear, being left alone.

The police should always be informed in cases where serious neglect is likely to cause suffering.

18. Specific Types of Abuse

18.1 Vulnerable Adult on Vulnerable Adult Abuse

Historically, in some settings abusive behaviour by a Vulnerable Adult may have been ignored or tolerated. It is important to be clear that all abuse is unacceptable. Acknowledging this fact can help the victim feel empowered throughout the process.

When dealing with cases where the person responsible for the abuse is also a vulnerable adult, it is important to keep the abused person at the centre of the process. You need to look at the rights of the abused person and where possible get their own thoughts and opinions about what they would like to happen next.

Was there clear intent to harm the victim? Does the person responsible for the abuse have capacity to understand their actions and the consequences?

It is important to avoid the trap of labelling all vulnerable adults as ‘not being aware of their actions’. It is essential to carry out a capacity assessment to establish whether the person responsible for the abuse understood what they were doing and the consequences of their actions. 

Capacity is decision specific and just because the person responsible for the abuse may not have the capacity to make decisions about some things in their life, it does not mean that they don’t have the capacity to understand what they are doing whilst perpetrating abuse.

Is there a history/pattern of similar events? What plans were put in place to minimise the risks in the past when issues arose? Were these followed and regularly reviewed?

Many vulnerable adults live or spend time in environments with other vulnerable adults. It is within these settings such as day centres and 24 hr care provision that incidents involving abuse of a vulnerable adult by a vulnerable adult, take place. It is important to look for any patterns of behaviours and also what is currently in place to reduce risk. 

Raising awareness of triggers to behaviours e.g. when people may be anxious or tired, when someone’s condition may be deteriorating etc… can assist in managing risks.

If you become aware of an incident that has taken place within a particular setting, how has this establishment assessed the risks of abuse occurring? If there have been incidents in the past have all the recommendations been adhered to? If not then the setting or establishment have failed the victim and a separate piece of work needs to be done with the provider about prevention.

 It is part of the investigating officer’s role to make sure that any recommendations around safeguarding are put in place and reviewed regularly.

What is the victim’s current level of need? Does this need reassessing? What is the current level of need of the person responsible for the abuse? Does this need reassessing? Are there any difficulties in providing the appropriate level of support to either party?

There are many reasons why vulnerable adults become the perpetrators of abuse, for example:

· they may be frustrated by the other person’s condition and lash out

· they may be scared, frightened, distressed themselves due to their own condition

· they may not be getting the level of support and reassurance they need

· their needs may have changed and they may be attending inappropriate services

It is important therefore to look at both the needs of the victim and those of the person responsible for the abuse and make sure they are being met by their support network, environment and current services.

There may be a range of possible outcomes of such an investigation e.g.

· removal of person responsible for the abuse to alternative accommodation

· moving the abused person to a safe place

· increased monitoring of person responsible for the abuse and the abused person

· risk management plan may be devised and regularly reviewed

· person responsible for the abuse may be interviewed by the police

18.1.1 What is an Appropriate Adult?

If the person allegedly responsible for the abuse is a vulnerable adult, and may have trouble communicating and understanding, and they need to be interviewed by the police, it is the custody officer’s duty to request the attendance of a responsible adult, who is known as an Appropriate Adult. 

This person is different to a solicitor and does not give legal advice. An Appropriate Adult can be a family member, friend or a volunteer or social/health care professional but cannot be the case worker of the abused person.

The Appropriate Adult plays a positive and important role. They are not expected to be simply an observer of what happens at the police station. Their role is to ensure that the detained person for whom they are acting as Appropriate Adult understands what is happening to them and why. 

Their key roles and responsibilities are as follows: 

· To support, advise and assist the detained person, particularly while they are being questioned. 

· To observe whether the police are acting properly, fairly and with respect for the rights of the detained person. And to tell them if they think they are not. 

· To assist with communication between the detained person and the police. 

· To ensure that the detained person understands their rights and that the Appropriate Adults has a role in protecting their rights. 

· It is not their role to provide the detained person with legal advice. 

For further information you can look on the following web link:

http://police.homeoffice.gov.uk/publications/operational-policing/guidanceappadultscustody.pdf
18.2 Supporting carer’s before a crisis
When a carer is supporting a vulnerable adult there is a clear change in role. Instead of their relationship being on equal terms the power balance changes. The adult may be physically and emotionally reliant on the carer for all aspects of their daily life which in itself can have a significant impact on how the carer lives their life. 

Carers have a crucial role in ensuring that Vulnerable Adults are protected from abuse. However in some circumstances the carer themselves poses a risk of abuse to the Vulnerable Adult.

Below is a list of aspects of the carer’s life that may contribute to pressures that may increase potential for abuse:

· Role reversal in the relationship between the vulnerable adult and carer

· Multi-generational family structure where conflicts around loyalties and expected roles may arise.  

· Lack of practical and emotional support for the carer.

· Lack of understanding about the vulnerable adult’s condition

· Challenging/self injurious behavior of the vulnerable adult

· Feelings of guilt and anger

· Financial difficulties 

· Their own health problems 

· Lack of knowledge about appropriate ways in caring for vulnerable adult.

Often these situations are the result of a breakdown in the caring situation.  It may be acknowledged in these circumstances that no deliberate harm was caused. Where this is the case it is essential to provide support and assistance as early as possible. The carer should be offered their own individual and meaningful Carer’s Assessment. Any unmet needs identified during this assessment should be recorded.

It is essential to be alert to these indicators. Early intervention with the provision of assistance and support can be the key to mitigating risk.

Information for carers

http://www.manchestercarersforum.org.uk/index.html
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085345
http://www.direct.gov.uk/en/CaringForSomeone/MoneyMatters/DG_10012522
18.3 Domestic Abuse

What is the definition of domestic abuse?

Domestic abuse is defined as any incident of threatening behaviour, violence or abuse (psychological, physical, sexual, financial or emotional) between people who are or have been intimate partners or family members, regardless of gender or age. 

This definition goes beyond violence that occurs between intimate partners, thus allowing a wider range of issues such as forced marriages, to be addressed within this context.

Why and where does Domestic Abuse occur?

Domestic abuse is not limited to one social group and is essentially the misuse of power and control.

How widespread is the problem of Domestic Abuse?

· UK Police receive a call for assistance for Domestic Abuse every minute

· On average 8 women are killed by a partner or former partner every month in the UK

· The British Crime Survey notes that 70% of domestic incidents result in injury which is more serious injury than muggings or pub brawls. 

· On average a woman will experience 35 assaults before contacting either the Police or another agency.

. 
Key ways to help people who are being subjected to Domestic Abuse:

It is important to keep in mind that when dealing with a person who has disclosed domestic abuse that they may never have spoken about it before and your response may affect whether they speak again.

1) Reassure them that they are not alone and that they are believed

2) Provide them with as much information as possible - give leaflets or answer their questions

3) Respect how the person’s coping strategies whatever they may be

4) Prioritise their safety

5) Refer to Support Services

6) Be aware that your role is to inform them of their options but you cannot make their decisions for them.  

Practical Help – The Four Options

There are four main practical options available to individuals experiencing Domestic Abuse
· Emergency protection to remain in their property –this is usually achieved by obtaining an emergency non molestation order or ASBO
· Rehousing – this will require the individual to give up the existing tenancy and is possible even with joint tenancies 

· Return to the property – it may be possible for the person to return to the property after evicting the perpetrator. This will require robust evidence

· Return to thr property using self help methods – the person can seek orders through the family court excluding the perpetrator and transfering tenancy of the home

All of these options can be explored with support and an agency or individual can refer to services such as the IDVA service ,law centres or immigration aid.
What happens when a person is considered to be at significant risk of harm?    

MARAC (multi agency risk assessment conference)

The role of the MARAC is to facilitate, monitor and evaluate effective information sharing to enable appropriate actions to be taken to increase public safety.  Any person can identify a vulnerable person involved in domestic abuse whom they believe to be at significant risk of harm or death   and refer them to MARAC.  It will be that persons’ responsibility to complete the referral form and send this to their designated agency representative who will forward the referral form to orthe MARAC co ordinator. They may also be expected to attend the particular MARAC to present their referral.

What are the aims of a MARAC?

· to share information to increase the safety, health and well being of victims – adults and their children; 

· to determine whether the perpetrator poses a significant risk to any particular individual or to the general community; 

· to identify outstanding aspects of risk assessment in regard to the victim, children or perpetrator that need referral or progress; 

· to pull together a risk management plan that provides professional support to all those at risk and that reduces the risk of harm; 

· to reduce repeat victimization; 

· to improve agency accountability and improve support for staff involved in high risk Domestic Violence cases. 

MARAC combines up to date risk information with a timely assessment of a victim’s needs. This then links directly to the provision of appropriate services for all those involved in a domestic violence case: 

Permanent attendees of the MARAC are as follows: 

· Victim Support

· Adult Social Care
· Children’s Services

· Crime and Disorder Team

· IDVA

· Education

· Greater Manchester Police

· Health

· Housing

· Probation

Although the MARAC is a victim focused the victim does not attend, they are contacted prior to the meeting by IDVA in order to offer support and establish what their wishes are.

Key phone numbers:

Women’s Domestic Abuse Helpline:

 

0161 636 7525

Police domestic Violence Unit - Greymare Lane:

0161 856 3703

National 24 hr domestic violence helpline


0808 2000247

Rape crisis







0161 2734500

St Mary’s sexual Assault Referral centre


0161 276 6515

Manchester City Council contact centre


0161 255 8250

NSPCC







0800 80 50 00

Childline







0800 11 11

MCC Independent Domestic Violence advisors

0161 234 5393

Paws for Kids- fostering service for pets.


01204 394842

Hosla- Asian women's outreach



0161 636 7563

Sojourners- outreach (African and Caribbean women)
0161 636 7564

Women’s Direct Access- hostel for single women

0161 219 6050

Victim support






0161 2001986

Relate







0161 872 0303

Swings and roundabouts- drop in sessions


0161 682 8204

Men’s Advice line and Enquiries (MALE)


0800 801 0327

Survivors- men who have experience sexual violence
0845 122 1201

Broken rainbow- lesbian, gay, transgender survivors
08452 604460

The immigration Aid unit- legal advice


0161 740 7722

South M/Cr law centre





0161 225 5111

North M/Cr law centre




0161 205 5040

Family law- Otten Penna solicitors


0161 945 1431

Family law- Glaisyers




0161 224 3311

Family law- Heath sons and Broome


0161 681 1933

Family law- Green & co




0161 834 8980

Samaritans






08457 90 9090

www.endthefear.co.uk – useful info site for domestic abuse

18.4 Forced Marriage

What is the Human Right’s view of marriage?

Marriage shall be entered into only with the free and full consent of intending spouses.

A women’s right to choose a spouse and enter freely into marriage is central to her life, dignity and equality as a human being.

What is a forced marriage?

A forced marriage ‘is a marriage conducted without the valid consent of one or both people, where duress, pressure or abuse is a factor’. (‘A choice by right’ HM Government 2000)

The difference between forced and arranged marriage

In forced marriage, one or both spouses do not (or, in the case of some adults with disabilities, cannot) consent to the marriage and duress is involved. 

‘A person knows when they are being forced into marriage against their will – that must be the starting point’. (Young Woman, Leicester)
Why do forced marriages occur?

· Protecting family ‘honour’ or ‘izzat’

· Ensuring care for an adult with special needs or child when parents or carers are unable to fulfil that role

· Controlling unwanted behaviour and sexuality 

· Responding to peer group and family pressure

· Ensuring land, property and wealth remain within a family

· Protecting perceived religious and cultural ideas which are misguided

· Preventing ‘unsuitable’ relationships, e.g. outside the ethnic, cultural, religious or caste group

· Assisting claims for UK residence or citizenship

· Fulfilling longstanding family commitments

Is forced marriage illegal?

There is no specific criminal offence within England and Wales of forcing someone to marry. However, the law does provide protection from crimes that can be committed when forcing someone to marry (see table below).

Section 12c of the Matrimonial Causes Act 1973 states that a marriage shall be void if either party to the marriage did not validly consent to it, whether in consequences of duress, mistake, unsoundness of mind or otherwise.

How can I protect a vulnerable adult from being forced into marriage?

Dos:
· Recognise their wishes

· Reassure about confidentiality

· See in a secure/private place – not in presence of any family members

· Seek means of discreet contact

· Seek specialist advice (but not community or culture specific) – IDVA, Forced Marriage Unit, Police, child protection

Don’t’s

· Underestimate risk

· Approach the family or community leaders – beware of collusion

· Share information without consent (unless safeguarding principles)

· Attempt mediation

remember the ‘one chance’ rule – disclosure to you could be the one and only chance a victim gets to escape or protect themselves

Forced Marriage (Civil Protection) Act 2007

The Forced Marriage (Civil protection) Act 2007, enables people to apply for a type of injunction called a Forced Marriage Protection Order (FMPO).

From November 1st 2009 the local authority becomes a Relevant Third Party able to apply for a Forced Marriage Protection Order on behalf of a victim. 

For more information see 

http://www.hmcourts-service.gov.uk/courtfinder/forms/f1701_leaflet_.pdf

Forced marriage Protection Orders (FMPOs)
FMPOs are used to prevent or pre-empt forced marriages from occurring and to protect those who have already been forced into marriage. The order can include restrictions or requirements to protect a victim from a spouse, family members or anyone involved relating to conduct in England and Wales.

Applications can be made direct to the court by the person seeking protection, (with suitable support/advocacy e.g. IDVA), and also Local Authorities acting as Relevant Third Party.

Respondents can be forbidden from: 

· removing the victim from the jurisdiction

· applying for travel documents from the UK or foreign passport agency

· threatening, intimidating, or harassing the victim

· using or threatening force against the victim

Other terms can be requested at the hearing such as to return passports, travel documents to the victim/police.

In addition, or as an alternative to FMPO you should consider:

· Reporting violence, harassment, threatening behaviour to the police

· Applying for other orders e.g. non molestation or occupation orders

· Consider use of Wardship proceedings or care proceedings for children

Referral agencies

IDVA - Independent Domestic Violence Advice Service - 0161 234 5393, 

domestic.violence.team@manchester.gov.uk - co-ordinates the multi-

agency response to victims of Forced Marriage by assessing risk, advocating 

on behalf of victims, support to apply for Forced Marriage Protection Orders, 

access safe accommodation etc.

Forced Marriage Unit - part of the Foreign and Commonwealth Office - 020 7008 0151

Help to repatriate victims, co-ordinating with Embassies, British High Commissions overseas and Police, and advice to people who fear for someone who has been taken abroad and may be forced into a marriage. Immigration advice for people who have been forced into a marriage and do not want to support their spouse’s visa application

Karma Nirvana – Honour Network Helpline - 0800 5999 247, www.karmanirvana.org.uk

	Possible Offences
	Legislation

	Common Assault 
	S39 Criminal Justice Act 1988

	Cruelty to persons under 16
 (Including neglect and abandonment) 
	S.1 (1) Children and Young Persons Act 1933 

	Failure to secure regular attendance
at school of a registered pupil 
	S.444 (1) Education Act 1996 

	Theft e.g. Passport 
	 S.1 (1) Theft Act 1968

	Child Abduction
	S.1 (1) Child Abduction Act 1984

	Abduction if unmarried girl under the age of 16 from parent or guardian 
	S.20 (1) Sexual Offences Act 1956


	Abduction of a woman by force or for the sake of her property                       


	S.12 (1) Sexual Offences Act 1956                                                                               S.1 (1) Sexual Offences (Amendment) Act 1976                                                                                                                                                                    S.30 and 31 Sexual Offences Act 2003

	Rape                                                             
	S.1 (1) Sexual Offences (Amendment) Act 1976 

	Aiding and abetting a criminal offence 
	Common Law Offence 

	Kidnapping
	Common Law Offence

	False Imprisonment 
	Common Law Offence

	Murder
	Common Law Offence


18.5 Hate Crime (information taken from the Home Office website)

A hate crime is any criminal offence that is motivated by hostility or prejudice based upon the victim’s:

· disability 

· race 

· religion or belief 

· sexual orientation  

· transgender 

All hate crime is important.  No hate crime is too minor to report to the police. Anyone can be the victim of a hate crime. 

Why do we need to act on hate crime?

Hate crime is different to other forms of crime:

· hate crime targets people because of their identity. It is a form of discrimination that infringes human rights and keeps people from enjoying the full benefits of our society 

· research has shown that hate crimes cause greater psychological harm than similar crimes without a motivation of prejudice 

· hate crime creates fear in victims, groups and communities and encourages communities to turn on each other 

How hate crime affects people

The effects of hate crime vary, but often include:

· anger and fear of repeat attacks 

· depression and a worsening of existing health conditions, including mental health issues 

· a financial burden, for example, having to replace and repair vandalised property, or having to take time off work 

· victims changing their personal appearance, accommodation and, or daily patterns to avoid being victimised 
19. Sharing information

(Please also refer to ‘Information Sharing: Guidance for practitioners and managers’)

The prevention of abuse and the preservation of safety are most frequently tied to the sharing of information between services in the best interests of the abused person and the prevention of criminal activity. Failure to share information can be seen as compounding the abuse a vulnerable adult has experienced.

 Failure to share information can put individuals at serious risk.

Confidentiality is a serious consideration for all public services, but within the confines of safeguarding arrangements information can be safely shared. Responsible information-sharing plays a key role in enabling services to protect victims of adult abuse and in extreme cases saves lives.

Articles 2 and 3 of the Human Rights Act 1998 place an obligation on public authorities to protect people’s rights to life, and their freedom from torture, and inhumane and degrading treatment. Meeting these obligations may necessitate lawful information-sharing. However, all information-sharing should be done on a case-by-case basis. In all cases, the worker involved should discuss the proposal to share information with, and seek approval from, their Line Manager. The reasons for sharing information, what information is shared and who this has been shared with should be recorded.

The Data Protection Act 1998 speaks of two types of information:

Personal Data, which relates to a living individual who can be identified from that information. It includes any expression of opinion about the individual and any implications of the intentions of any person in respect of the individual.

Sensitive Data: information concerning racial or ethnic origin, physical/mental health, sexual life, alleged or committed offences. This is the sort of information agencies are likely to need to share to support victims, conduct risk assessments and help keep the individual safe. There is no single body of law that governs information-sharing. Instead there is a legislation framework of gateways and protections. The Department of Constitutional Affairs advocates a straightforward sequence of consideration. 

Lawful information-sharing may proceed if the answer is ‘yes’ to the following

questions:

Do you have a legal power to share information? e.g. The Crime and

Disorder Act 1998 Section 115 provides a legal power to share information to prevent crime. This will apply to the majority of Adult Safeguarding cases.

Are you in compliance with Article 8 of the Human Rights Act 1998?

Information-sharing may not interfere with rights under Article 8 (respect for private and family life) unless it is in accordance with the law and necessary in a democratic society in the public interest, public safety for the prevention of disorder or crime, the protection of health or the protection of rights and freedom of others.

Are you compliant with common law obligations of confidence? 

Common law requires that information may not be lawfully disclosed when given in certain circumstances of confidentiality. Disclosure of confidential information can be justified if: the individual to whom the duty of confidentiality is owed has consented to the disclosure; there is an overriding public interest in disclosure, or disclosure may be required by a court order or other obligation. If the individual who is owed confidentiality does not have the mental capacity to consent, then disclosure may be made provided the assessment of their mental capacity and their best interests are described in the record of the adult safeguarding procedure.

Under the Data Protection Act information about individuals must be:

· Fairly and lawfully processed (which includes information-sharing)

· Obtained only for one or more specific and lawful purposes and not processed in any manner incompatible with those purposes

· Adequate, relevant and not excessive

· Accurate and kept up to date where necessary

· Not kept for longer than necessary

· Processed in line with the data subject’s rights

· Secure

· Not transferred outside the EC.

19.1 Consent

As a matter of good practice, services needing to share information should routinely consider getting explicit written consent or documented verbal consent to the information-sharing from the person about whom the information is concerned. This will give the victim:

· A degree of control over any decisions and processes in what may be very difficult circumstances for them

· A greater opportunity to accept offers of advice, support and protection

· Provide services with a strong form of protection in any future challenges.

· Consent must be freely given and cannot be inferred or provided under duress. 

When gaining consent the individual should be told clearly what the purpose of sharing information is and how it will happen (within the investigation or Safeguarding meeting), what information will be shared and with whom. 

The individual should be informed of their right to refuse consent but assured they will be kept informed about the Safeguarding processes that may share the information. The Caldicott Committee Report on the review of patient identifiable information recognises that confidential patient information may need to be disclosed without consent in certain circumstances, if it is in the best interests of the patient or public, and discusses in what circumstances this may be appropriate and what safeguards need to be observed. The Caldicott principles should be applied in adult protection situations and can be summarised as follows:

· Information about the alleged abuse should be shared on a ‘need to know’ basis when it is in the best interests of the person involved.

· Confidentiality must not be confused with secrecy.

· Informed consent should be obtained but if this is not possible and other vulnerable adults are at risk it may be necessary to override the requirement.

· Agencies should not give assurances of absolute confidentiality where there are concerns about abuse, as in circumstances where the abuse is a criminal act or placing other vulnerable people at risk, the information must be disclosed.

· If we know that an individual who has been involved in safeguarding processes moves to another area, and the level of concern has been significant, we have a duty to share certain information about the individual with that area.

What information can we share with the person involved?

People have the right to see any of the information we hold about them except: 

· Information that identifies people other than the person themselves, unless they give their consent 

· Information that could lead to the risk of serious harm to the person or someone else 

· Information about some legal matters such as confidential advice or serious crime. 

· The person does not have the right to see anything about other members of their family that may be kept on their file.

The person must request to see their file and guidelines about this process can be found on the intranet.

19.2 Seven Golden Rules for Information Sharing

1. Remember that the Data Protection act is not a barrier to sharing information but provides a framework to ensure that personal information about living persons is shared appropriately.

2. Be open and honest with the person (and/or their family where appropriate) from the outset about why, what, how and with whom information will, or could be shared, and seek their agreement, unless it is unsafe or inappropriate to do so.

3. Seek advice if you are in any doubt, without disclosing the identity of the person where possible.

4. Share the consent were appropriate and, where possible, respect the wishes of those who do not consent to share confidential information.  You may still share information without consent if, in your judgement, that lack of consent can be overridden in the public interest.  You will need to base your judgement on the facts of the case.

5. Consider safety and well-being:  Base your information sharing decisions on considerations of the safety and well-being of the person and others who may be affected by their actions.

6. Necessary, proportionate, relevant, accurate, timely and secure:  Ensure that the information you share is necessary for the purpose for which you are sharing it, is shared only with those people who need to have it, is accurate and up-to-date, is shared in a timely fashion, and is shared securely.

7. Keep a record of your decision and the reasons for it – whether it is to share information or not.  If you decide to share, then record what you have shared, with whom and for what purpose.

19.3 Further information to inform decision making

If you are asked, or wish, to share information, you must use your professional judgement to decide whether to share or not and what information it is appropriate to share, unless there is a statutory duty or a Court Order to share.

To inform your decision making, this section sets out further information in the form of Seven Key Questions about information sharing:

1) Is there a clear and legitimate purpose for you or your agency to share the information?

2) Does the information enable a living person to be identified?

3) Is the information confidential?

4) If the information is confidential, do you have consent to share?

5) If the consent is refused, or there are good reasons not to seek consent to share confidential information, is there a sufficient public interest to share the information?

6) If the decision is to share, are you sharing information appropriately and securely?

7) Have you properly recorded your information sharing decision?

These questions are illustrated in the flowchart on the facing page.  Further information on each of the questions can be found in the remainder of this section.

 19.2 Flowchart of key questions for information sharing

[image: image2.emf]
19.3 Accessing information from NHS during a safeguarding investigation

To avoid delays in obtaining information during a safeguarding investigation, links have been established with safeguarding leads for this purpose. They will access health records and feedback any information that may be relevant to the investigation.

The contact details for Health safeguarding Leads (as at October 2009) are:

hazel.chamberlain@cmft.nhs.uk 

MRI

diane.brears@pat.nhs.uk 

          North Manchester General

mandy.bailey@smtr.nhs.uk 

Wythenshawe Hospital

19.4 Accessing records from 24 hr care providers during a safeguarding investigation?
It should be expected that 24 hrs care providers will co operate fully in facilitating access to files. 

If a criminal investigation is going on then the police have the power to remove all the files from an establishment.

If you have any difficulties accessing information, or if concerns are raised about how information is recorded whilst accessing information, CQC should be informed immediately.

20. Serious Case Reviews

The Manchester Safeguarding Adults Board (MSAB) has the lead responsibility for conducting a serious case review. 

A serious case review should be considered when: 

A vulnerable adult dies (including death by suicide) and abuse or neglect is known or suspected to be a factor in their death, or 

A vulnerable adult has sustained a potentially life-threatening injury through abuse or neglect, serious sexual abuse, or sustained serious and permanent impairment of health or development through abuse or neglect, and the case gives rise to concerns about the way in which local professionals and services work together to safeguard vulnerable adults 

Where serious abuse takes place in an institution or when multiple abusers are involved, the same principles of review apply. Such reviews are, however, likely to be more complex, on a larger scale, and may require more time. Terms of reference need to be carefully constructed to explore the issues relevant to each specific case.

In such circumstances the Safeguarding Adults Board should always conduct a review into the involvement of agencies and professionals associated with the vulnerable adult. The Safeguarding Adults Board will be the only body which commissions any serious case reviews. The Board will publicise both the process under which applications for reviews may be made and the terms of reference for each serious case review. 

For more information on dealing with serious case reviews, please refer to the MSAB Vulnerable Adult Serious Case Review Protocol.

21. Safeguarding Advocacy 
The CSCI inspection of safeguarding arrangements in December 2007/January 2008, recommended that ‘Adult Social Care should ensure that people can be properly supported by independent advocates, especially during safeguarding investigations’. 

Manchester Safeguarding Adults Board set up a working group to take forward this work by

· developing a proposed framework for safeguarding advocacy provision across the city

· developing quality standards for safeguarding advocacy provision

· developing a toolkit to assist in promoting skills as advocates in safeguarding work

· agreeing training requirements to equip advocates to undertake this role

· considering the funding implications of these proposal

A project manager is in place to take this work forward with a pilot scheme proposed for spring 2010.
21.1 Aims of the Service

The new safeguarding advocacy service will draw on the skills and expertise of existing advocacy service providers and will depend on the involvement of a range of advocacy providers, across all service user groups, in order to deliver services that are accessible, inclusive and meet the needs of the local diverse communities in Manchester. 

The intention is 

1 to develop specific advocacy services to support people involved in safeguarding investigation and

2 to work in a preventative capacity with people deemed to be at particular risk of exploitation or abuse, particularly those in receipt of individual budgets. 

The decision to allocate a safeguarding advocate to support someone involved in a safeguarding investigation would be taken at the safeguarding strategy meeting. 

Further information will be provided with details of referral criteria and processes, and guidance on working with safeguarding advocates, once the new scheme is in place.
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Good Practice Case Examples – adapted from Safeguarding Adults: A National Framework of Standards for good practice and outcomes in adult protection work

Case Example 1

An adult with capacity in the community

Alert -Thomas’s sister rang the Contact Centre. Thomas had a road traffic accident and now uses a wheelchair. After he received compensation his

estranged wife Melanie moved back to live with him and told him she would "look after" him. Thomas has told his sister that Melanie does not provide personal assistance, shop, or cook food. He can’t get out of his flat without assistance. Yesterday she pushed him down the stairs. He is hungry.

Referral - The Contact Centre refers the case to the team manager in the social work teams for disabled people, who ring the referrer.

Decision - The team manager agrees this is a situation covered by the safeguarding procedures.

Safeguarding Strategy - Thomas’s sister and brother-in-law bring him to their house. A social worker speaks to Thomas on the phone at his sister’s and arranges to visit. He is adamant that he does not want the police involved.

Safeguarding assessment - Thomas says that Melanie is clearly only interested in spending his compensation money and does not want to care for him. He rings the bank and finds out that there is only £416 in his account. He wants help to gain adapted housing so he can be independent.

Protection plan -Thomas reluctantly agrees to live in a nursing home for disabled adults whilst his housing application is considered. He contacts the bank, takes Melanie’s name off his account and changes his pin number.

Review - Six weeks later Thomas has an offer for a property that will need further adaptation. He has advertised for a personal assistant who he will pay

through direct payments. He is keen to move but happy that he has made a

good friend in the home and found out from other residents about local

resources for disabled people. Melanie came to visit to "make up" but he

told her that he did not want to see her.
Case Example 2
An adult without capacity in the community

Alert - When Zahida Begum (born approx 1928) attended Day Care, a doctor

observed severe bruising to her upper arms and face, thought to be of a

non-accidental origin. Mrs Begum is very demanding but her husband Mr

Mahmood refuses help, insisting he can cope. He is described as "attentive

and caring".

Referral - Day care made referral to Team manager of Social work team.

Decision - Team manager decides that the Multi Agency Adult Protection

Procedures should be followed.

Safeguarding Strategy - Police informed. Agreed police will lead investigation. Mrs Begum admitted to respite care until police investigation complete.

Safeguarding assessment - Police photograph Mrs Begum’s injuries and carry out interviews with her husband. Mrs Begum is very unsettled in respite placement. Family involved in case conferences. They are unhappy and want her home. At a case conference her husband states that "he might have slapped her". Police caution him.

Protection Plan - Changed medication makes Mrs Begum more settled. Mr Mahmood agrees to accept support from home care and planned respite. He has started to attend a support group for carers at the local community centre. His son is visiting more often and doing more of the shopping and helps with lifting his mother e.g. at bedtimes.

Review - Mrs Begum returns home. She is calm most of the time and Mr. Mahmood is not so stressed. Family are happy to talk through issues with allocated social worker. Police take no further action. Further review date set – 6 months.

Case Example 3
An adult with capacity in a care setting

Alert - Sheila is 52 and has physical impairments resulting from cerebral palsy. She has been resident in a care home since she was 19. She tells her key worker

that another resident, Gary, has raped her. She says this is a reoccurrence of

a problem that has been happening on and off for fifteen years.

Referral - Care home worker tells her manager but, when he does not take any action, she phones the Contact Centre. Case is referred to Physical Disability Team manager who contacts the safeguarding coordinator.

Decision - Agreed safeguarding procedures to be implemented and to hold a strategy meeting.

Safeguarding Strategy - Sheila has met with an advocate who represents her at the meeting. She has agreed to make a statement to the police. The police lead the investigation. The proprietor of the care home to meet with the manager

and staff team to ensure that, until police are ready to interview him, Gary’s

movements are monitored within the home. Sheila is given a personal alarm

that she can operate easily. Once Gary has been seen by police, Care

managers and key workers to meet with other women residents individually

and ask if anyone in the home has ever hurt them.

Safeguarding assessment - Gary alleged to have sexually assaulted three residents and one ex-resident assessment over period of 15 years. Police statements taken.

Protection Plan - Gary remanded on bail to live in single person tenancy. ASC contract personal assistants to meet his care needs. Women offered counselling

– agreed with CPS.

Review - Women preparing for forthcoming court case. Manager of care home suspended. Proprietor to carry out internal review. CQC to receive report.  Staff team split for and against Gary. Acting manager asks for Safeguarding coordinator to come and talk to staff team.

Case Example 4
An adult without capacity in the community
Alert - A home care agency worker tells her manager that she doesn’t want to work alongside Dianne anymore. When questioned why, she reluctantly tells that Dianne is a bully and doesn’t care about the people they visit. She described an older woman being left dangling from the hoist above the commode and a person’s visit being missed because Dianne said they hadn’t time to visit him.

Referral - Manager of the agency contacts CQC who contacts the Safeguarding coordinator.

Decision - Agreed to implement safeguarding procedures; strategy agreed by telephone.

Safeguarding strategy - Dianne suspended pending disciplinary investigation. Manager to write to relatives of people concerned informing them of the investigation. One of the people has a care manager involved. They will discuss the issue with that family. ASC who commissioned the service informed and agree with plan.

Safeguarding assessment - Evidence from Dianne and two other members of staff and the families taken by manager. Dianne interviewed.

Protection Plan - Despite Dianne denying wrongdoing, manager feels has sufficient evidence to dismiss her and makes a referral to the POVA list. CQC, ASC commissioners and Team manager informed.

Review - CQC inspection praises manager’s robust disciplinary procedures and relationships with staff.

Case Example 5
Adults with and without capacity in care setting (nursing home)

Alert - Relative makes complaint to ASC Commissioning services about resident not receiving personal allowance. District nurse finds resident without mental capacity, with a pressure wound, dehydrated and not on pressure relieving mattress.

Referral – Safeguarding coordinator contacted by both and referred to Team manager.

Decision – Team manager consults with CQC who have also just received a separate complaint about levels of staffing at night. CQC report home has several outstanding issues to address from last two inspections, including staffing levels and care planning. Agreed safeguarding strategy meeting should take place. Police made aware of concerns.

Safeguarding Strategy – Strategy meeting takes place involving CQC, PCT, ASC commissioning team, ASC reviewing team, care managers who are working with individual residents, representatives of neighbouring authority who also fund residents and the proprietor of the home. A number of named residents are identified where they or relatives have raised specific concerns.

Safeguarding Assessment - Individual complaints to be followed up with meetings between residents (who have capacity), relatives (if appropriate) care managers and the manager of the home. Residents who have made complaints, who have no relatives/do not want them involved, to be offered advocacy service. Social Services and PCT to jointly review a sample of residents with high dependency needs. Commissioning services in two local authorities to undertake joint visit and review contracted resident’s finances.

Safeguarding Plan - Proprietor to ensure all residents’ care plans are up-to-date and being implemented; resolve staffing issues as a matter of urgency; reissue information about complaints process to all residents and visitors, including information about how to contact ASC Commissioning and CQC. District nurse team to deliver training on local pressure care management protocol to staff. CQC to seek enforcement notice about standards not met. Both Local Authority contracts team suspend placements.

Review - Change of management at home. CQC have carried out an inspection in relation to complaint about staffing levels and care plans and noted improvement in standards. Placements reinstated. Joint reviews continue to ensure all residents have appropriate care plans. Subsequent review date set to follow next CQC announced inspection.
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Taken from MSCB Guidelines for Reporting/Referral Procedures – What to do if you have safeguarding concerns about a child/young person

Full version available www.manchesterscb.org.uk

Making a referral to Children’s Social Care

Contact Centre – 24-hour telephone

and fax service:

Telephone 0161 255 8250

Fax 0161 255 8266

All referrals must be followed up by fax within 24 hours using the MSCB

Multi-agency Referral and Assessment Form
Telephone to check the Contact Centre has received the fax.

The form can be found on the home page of the MSCB website:

www.manchesterscb.org.uk/ at the bottom of the blue box headed ‘What to do if you have concerns about individual children’. There is also a link to guidance on how to fill in the form.

The Multi-agency Referral and Assessment Form is the process by which referrals/requests for support and advice are made between agencies. The form has been designed to share accurate high-quality information about a child and their needs, and to assist the referrer to provide information about the child/children concerned using the following three factors:

· Child’s developmental needs

· Parenting capacity

· Family and environmental factors.

When completing the Multi-agency Referral and Assessment Form be clear

about what your concerns are and why you have them, what actions you

have already taken, and what support is required.

NB. If a CAF has already been completed for the child, it can be used to support the referral and attached to the Multi-agency Referral and Assessment Form to avoid duplicating information.

If the referral is accepted by the Contact Centre, Children’s Social Care should acknowledge a written referral within one working day of receiving it. If the referrer has not received an acknowledgement within three working days, they should contact Children’s Social Care again.

When dealing with safeguarding concerns, in all cases please

ensure that:

· You allow the child/young person to say what has happened to her or him

· You make a clear and accurate written record of all your observations,

· actions and conversation

· You record carefully what the child/young person says in their own words

· In all instances ensure a child/young person receives medical attention as necessary. If in doubt, seek advice

· Where making a referral, and provided this will not place the child at greater risk of harm, talk to the family and carers. There are some

· circumstances where you would not discuss with parents/carers, such as where discussion may place the child at greater harm and/or there are concerns of sexual abuse. If you are uncertain, make sure you ask for advice. An inability to inform parents should not prevent a referral being made.

REFERRAL NOT REQUIRED/REFERRAL NOT ACCEPTED

If you have discussed your concerns, where possible, with a

Manager/named person for safeguarding/colleague and you no

longer have safeguarding concerns; you are not required to refer to

Children’s Social Care via the Contact Centre. You should also

follow this guidance if your re-referral to the Contact Centre

is not accepted.

NB. Continue to monitor the situation and ensure appropriate

support is provided. Be mindful that it may be necessary to escalate the

situation and make a referral to Children’s Social Care.

The child/young person may have additional needs and require further

support. If one hasn’t already been completed, you may consider whether

a CAF is appropriate.

The CAF is not for when you have safeguarding concerns, or when you

are concerned a child may have been harmed or may be at risk of harm.

The Common Assessment Framework (CAF) for children and young people is a standardised approach to conducting an assessment of a child/young person’s additional needs. The CAF has been designed to help practitioners assess needs at an earlier stage and then work with families alongside other practitioners and agencies to meet them.

If you are unsure whether it is appropriate to do a CAF, discuss with your manager or the CAF Co-ordinator in your district.

Common Assessment Framework (CAF) Team contact details:

District CAF Co-ordinators

Wythenshawe

0161 234 7103

South

0161 234 7085

Central West/Central East

0161 234 7103

North West

0161 234 7047

North East

0161 234 7085

Training information

caftraining@manchester.gov.uk

0161 234 7254

Safeguarding concerns – No

If you have discussed your concerns, where possible, with

a manager/named person for safeguarding/colleague, and you

are still unsure whether to make a referral to Children’s Social

Care, you can call the Duty and Assessment Social Work Teams for

further advice and consultation or access district arrangements for

social work consultation.

There are Duty and Assessment Teams based at the Children’s Social

Care Offices:

Duty and Assessment Teams

North West

0161 205 7321

North East

0161 223 9641

Central East

0161 225 9293

Central West

0161 245 7250

South/Wythenshawe

0161 219 2889

Out of hours

0161 255 8250

Moss Side

(Homeless Families Team – city-wide)

0161 881 0911

Chorlton

(Disabled Families Team – city-wide)

0161 226 8131
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Meetings held in accordance with 





Manchester Multi-agency Safeguarding Policy

Status of meeting:


Strategy Meeting  


(
Safeguarding Planning Meeting
(
Safeguarding Review Meeting 
(
Date: 

Venue: 

Service User: 
Confidentiality statement:

This meeting is held in accordance with the Manchester Multi-agency Safeguarding Policy.

The issues discussed are confidential to the members of the meeting/conference and the agencies they represent. They will only be shared in the best interests of the vulnerable adult or in the wider public interest.

Minutes of the meeting are circulated on the strict understanding that they will be kept confidential and stored securely according to the procedures of the receiving agency.

.

In certain circumstances it may be necessary to make the minutes of the meeting available to the courts, solicitors, or other professionals involved in the support of the vulnerable adult.

Attendance

	Name
	Designation and Agency
	Contact Details

(address or e-mail)

	Chair of Meeting


	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Minutes of Safeguarding Strategy Meeting

Apologies

	Name
	Agency

	
	

	
	


Outline of allegation or concerns 

	


Information sharing within meeting
	


Risk assessment (of individual and other vulnerable adults)

	


Any immediate action to be taken/already taken

	


Actions from meeting
	Name
	Agency
	Role in Investigation
	Completion date

	(example)A.N.Other
	Adult  Social Care
	Feedback to referrer
	DD/MM/YYYY


Additional Comments

	


Date and time of next meeting
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INVESTIGATION REPORT

SAFEGUARDING VULNERABLE ADULTS

Vulnerable Adults details:

Investigating officer- person compiling the report:

Investigating manager- person overseeing investigation:

Date of safeguarding referral:

Date of strategy meeting:

1. Summary of initial concerns raised:

· Historical issues, concerns and previous allegations

· Location of alleged abuse

· Type of alleged abuse

· Seriousness of alleged abuse- size of bruise, number of bruises etc…

· Who is alleged perpetrator

· If alleged perpetrator is an employee give a brief outline of their employment. Problem areas, length of time in post, competence, training undertaken, reliability and any previous concerns or allegations.

· Are the risks to the Vulnerable Adult likely to continue

· Is anyone else at risk- other Vulnerable Adults, members of the public, staff etc…? 

2. Timeline of significant events leading up to and after alleged incident:

· Date of referral

· First contact made with customer

· Date of referral to police- if necessary

· Date of medical examination

· Date of strategy meeting

· Date increased services started

3. Summary of investigation:

· What tasks were undertaken to gain evidence?
· Who was interviewed and who did the interviewing?
· Was any other information gathered from other sources- family members, other staff members etc…?
· What recording has been checked?
4. What action was taken to address the risks identified by the referral?
· Increased support services
· Review of care plan
· Increased monitoring and supervision
· Change in way finances are being managed
· Removal of alleged perpetrator
· Increased training for staff
· Provision of alternative support services
· Moved to a place of safety
· Provision or changes to equipment
· Referral to other services for assessment
· Robust risk assessment
· Disciplinary procedures/suspension of a staff member
5. What are the views of the Vulnerable Adult and/or their representatives?

· Do they feel safe

· What impact has the alleged abuse had on them#

· Do they consent to proceed

· Do they agree with the actions taken

· Do they agree with their risk assessment

· What insight do they have into their vulnerability

· What support do they want

6. Investigating officers recommended outcome of the investigation:

· Is the outcome substantiated, inconclusive, partially substantiated or unsubstantiated

· Feedback from Police

· Feedback from CQC

7. Any further actions:
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CASE CONFERENCE MINUTES - SAFEGUARDING VULNERABLE ADULTS

Name of alleged victim:




DOB

Address:






NOK/Advocate:
GP details
Present at meeting:

Apologies:

Chair of meeting:

Minute taker:

1. Purpose of Case Conference

The purpose of the case conference is to feedback to the Vulnerable Adult and/or their representatives, the results of the investigation to date.

It is imperative that information relating to third parties which is not already in the public domain or known to the participants is not shared.

2. Agreed actions from the last Strategy Meeting
3. Update/feedback from Police or CQC

4. Outcome of investigation (if reached)

5. Details of mitigated, ongoing or new risks

6. Safeguarding Plan
	Risk
	Action taken/planned/agreed
	By Whom
	Date
	Review date and by whom

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


7. Any Further Actions

8. Date, time and venue for protection plan review

9. Name of chair

Signature 






Date
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Protection Plan

	Action taken/planned
	By Whom
	Date


	Review date/by whom



	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	6.
	
	
	


Does the customer consent to this protection plan? Yes (  No (
Client does not have the capacity to consent to the plan at this time. (
I have attached the Capacity assessment and Best Interest paperwork that justifies the implementation of this plan. ( (If not please document why this has not been completed)

Review of protection plan
	Action reviewed:
	By Whom
	Any changes recommended?
	Date
	Further review/ by whom

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	


Does the customer consent to the revised protection plan? Yes (  No (
Client does not have the capacity to consent to the plan at this time. (
I have attached the Capacity assessment and Best Interest paperwork that justifies the implementation of this plan. ( 
(If not please document why this has not been completed)

Investigation Undertaken


Compile Investigation Repost. Complete Safeguarding Form 2 





CASE CONFERENCE (within 4 weeks of referral)


Determine and record the outcome of the investigation. Ensure all relevant parties are informed. Was the abuse substantiated? unsubstantiated? or inconclusive?  Draw up a protection plan. Does the care plan need to be revised or do new services need to be put in place? Is a further case conference required to follow up other issues? Make a list of outstanding actions and draw up timescales, identifying who will be responsible for completing these. 


Complete Safeguarding Form 3 





STRATEGY DISCUSSION/STRATEGY MEETING (within 5 Days of referral)


Multi agency investigation planning meeting. All parties involved in the provision of services for the customer should be invited. Person and family members may be invited if appropriate. Objective is to work together to devise an investigation plan. What can we put in place to reduce the risks? Write down action points and check on time scales and who will be responsible for seeing these through. The strategy meeting can be reconvened if necessary.











YES





No





Case allocated to professional to gather information


What/where/when/who/witnessed?/perpetrator identity?


Does person consent to investigation being taken forward?


Do they have the capacity to consent?


Do you need to involve an advocate/ IMCA?


Things to consider:


Are there any child protection concerns? 


Are there any issues that may indicate Domestic Abuse? 


Are there any issues that may indicate a Forced Marriage? 


People you may need to notify: Police, CQC, Family members, GP, anyone else involved in supplying or organising the care package





Complete Safeguarding Referral Form 1 within 24 HRS





Referral needs to be passed to Team manager/senior practitioner for allocation.


Is this case a safeguarding issue?








What else needs to be done?





Does it need to go through complaints?


Do contracts need to be notified?


Is a carer’s assessment needed?


Does the person’s care need reviewing?


Do we need to look at how their finances are being managed?





N.B. The referrer needs to be notified of proposed action.





Make a referral to the Contact Centre Tel: 0161 255 8250














882508250





Is the person in need of medical attention/do they need an examination?


Do you need to preserve evidence?


Call 999!








No





Yes





Information disclosed/abuse suspected.


Is the person in danger? Is an emergency response needed?







































































Safeguarding reference number
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